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Social capital is a compound and complex construct, an umbrella term under which
social cohesion, social support, social integration and/or participation are often
lumped together. Beyond its growing appeal to policy makers, practitioners and
researchers in public health in general and mental health in particular, social capital
is now also an integral part of broad-based discussions on social-ecological
resilience, ecosystem sustainability, and the collective management of natural
resources (see for instance, Adger et al., 2005; Hardin, 1968; Pretty, 2003). This
chapter revisits and updates the analysis presented in an earlier interdisciplinary
review of primary evidence linking social capital and mental health (Almedom,
2005). The aim is to identify key areas where progress has been made in the quest for
understanding both theoretical and empirical associations between social capital and
mental health and well-being.

Both social capital and mental health remain difficult to define categorically and
measure precisely. Research evidence also suggests that both defy institutional
appropriation while remaining open to manipulation by formal and/or informal
means of social engineering. Academic researchers continue to contribute to the
debate that is fuelled by these inherent characteristics of both constructs. Concerning
social capital, Putnam’s communitarian definition continues to be widely used with
reference to the types – bonding (horizontal) and bridging/linking (vertical or hori-
zontal or diagonal) – of social group interactions evident in civic participation; while
Bourdieu’s “forms of social capital” (human/economic and cultural) also continues
to underlie discussions of individual, family and community access to social capital
in relation to health and well-being. The earlier evaluation of the published literature
had suggested that the various types and/or forms of social capital may have both
structural and cognitive components operating at micro and/or macro levels. How-
ever, questions remained as to how availability and/or access to social capital or lack
thereof influenced mental well-being, particularly when only quantitative methods
of investigation and analysis were employed (Almedom, 2005). The dozen studies
reviewed earlier pointed in the general direction of the need for interdisciplinary,
multi-method and multi-level research design. An additional four studies identified
since are considered below, three of which turn out to be qualitative. All four investi-
gations focus on the structural and cognitive components of social capital.



9.1. Method of Literature Review

Our literature review used exactly the same methods as the earlier one: main elec-
tronic bibliographic databases (including “Global Health”) were searched for
“social capital and mental health”; “social capital and psychosocial” and “social
capital and depression” appearing in the summary/abstract, text and/or list of key
words in peer-reviewed journal articles published and indexed between January
2004 and April 2006. Items resulting from the electronic search were hand-sifted in
order to follow-up cited references and contact authors when necessary, and the
same inclusion/exclusion criteria applied. A final short list of four studies reporting
primary data on primary indicators of social capital and mental health were added
to the results of the earlier review and incorporated in the thematic discussion of
social capital and mental health across the life course and with reference to mental
health care services conducted by Almedom (2005).

9.2. Findings and Interpretation

The sixteen studies discussed below reflect the general trend of theoretical and
empirical advances made in recent years. As expected, due to the compound and
complex nature of both “social capital” and “mental health”, multiple definitions
and measurement scales/assessment tools have been employed. Indicators of
“metal health” range from externalizing and/or internalizing behavior problems in
children and young people (Beyers, Bates, & Pettit, 2003; Caughy, O’Campo, &
Muntaner, 2003; Drukker et al., 2003; Moffitt et al., 2002; van der Linden et al.,
2003); to social withdrawal, anxiety and depression (non-clinical, non-referred) in
adolescents and young adults (Harpham, Grant, & Rodriguez, 2004; Stevenson,
1998); coping with “refugee trauma” (Weine et al., 2005) and “maternal depression
and symptoms of antisocial personality disorder” (Moffitt et al., 2002; Mulvaney
& Kendrick, 2005); “emotional well-being” (Cotterill & Taylor, 2001; Rose, 2000a)
and “psychological distress” (Mitchell & La Gory, 2002) in adults and senior
citizens. Measurement scales and tools of assessment employed include the Child
Behavior Check List (CBCL); Child Health Questionnaire (CHQ-CF87);
interviews with children, adolescents, and/or their teachers, and/or parents/primary
carers; Revised Rutter Scale; Diagnostic & Statistical Manual of Mental Disorders
(DSM-IV); Short form Multiscore Depression Index (SMDI); Teacher Report
Form (TRF); Self-report Questionnaire (SRQ-20); Diagnostic Interview Schedule
(DIS-IV); Short Michigan Alcoholism Screening Test (SMAST); General Health
Questionnaire (GHQ-12); CES-D scale; Mirowsky & Ross’ psychological scale;
and also semi-structured interviews, focus group discussions and observations.
Each study is examined in relation to itself vis a vis contemporary social capital
and mental health debates and dilemmas, and in relation to other studies under
review only with reference to policy and/or practice implications of the findings,
if any.
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Indicators of social capital used include a Dutch translation and adaptation of
Informal Social Control (ISC) and Social Cohesion and Trust (SC&T) scales;
Neighborhood Social Capital scale (NSC), Kinship Social Support (KSS) and Fear
of Calamity scale (FOC); Adapted Social Cohesion and Trust scale (A-SCAT);
interviews with youth, teachers and parents; Psychological Sense of Community
(PSOC); and Putnam’s Community Social Capital Benchmark Survey. A number
of the studies reviewed measure two or more types and components of social cap-
ital, namely, the structural and/or cognitive components of bonding and bridging
social capital measured in geographically delineated urban areas. However,
notions of “the shared social environment” are inconsistent across these studies.
For example, “neighborhood” can mean “census block” (Caughy et al., 2003) or
“census tract” (Beyers et al., 2003; Mitchell & La Gory, 2002) or “postcode”
(Steptoe & Feldman, 2001). Only one study uses the term neighborhood in an
“ecologically meaningful” way, and recognizes that “perceived neighborhood”
(according to the study participants) differs in meaning from the researchers’ use
of the term (Drukker et al., 2003).

The significance of access to and use of different types, components and levels
of social capital varies across the life course. Geographical area-based social
cohesion and informal social control translates into a sense of freedom and safety
that is conducive to healthy cognitive and emotional development and socializa-
tion of children and adolescents (Davis, 1998; Ross, Reynolds, & Geis, 2000;
Sampson, Stephen, & Earls, 1997). This is important for the physical safety, emo-
tional security and well-being of senior citizens as well (Klinenberg, 2002; Lind-
ström, Merlo, & Östergren, 2003). Residential social capital may be more critical
to families (specifically women) with young children and to the elderly than to
relatively young adults without dependants. Therefore empirical links between
social capital and mental health are considered below with reference to specific
stages of the lifecourse. The sub-grouping of studies in Tables 9.1–9.4 is however
fluid, as some studies belong in more than one sub-group. For example, Harpham
et al.’s study includes adolescents and young adults (15–25 year olds), Moffitt et
al. report on young mothers and their twin children, and Steptoe and Feldman’s
sample has a very wide age range: 18–94 years, with a mean of 52 and SD of 18
years). Rather than listing these studies twice in Tables 9.1 and 9.2, their “dual”
focus is discussed in the text only.

9.3. Social Capital and Mental Health and/or Social 
Behavior of Children and Youth

Family and neighborhood social capital are evidently important determinants of
children’s and adolescents’ development, health and well-being. Both individual
and ecological factors are at play, warranting plurality of methods and levels of
investigation and analysis. Stevenson (1998) defines social capital as “the sum
total of positive relationships including families and neighbors that serve as
buffers to the negative influences within one’s immediate environment.” (p. 48)
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TABLE 9.3. Study with primary data linking social capital and mental health 
with reference to senior citizens.

Study design, Instrument used
Author (year), sample size & to assess Policy/practice
location of method(s) social capital & implications & 
study site(s) of analysis mental health Key findings Remarks

Cotterill & Cross-sectional, Study assessed Housebound Authors 
Taylor N�95 participants reported “social elderly people highlight the 
(2001) of Plymouth HAZ- health”: in  benefited from complex and 
Plymouth, funded Age Well terms  of social opportunities for contradictory
UK Project in six participation, social interaction, consequences

locations; N�10 social but did not want to of unwel- 
non-project networks and spoil the atmosphere come health
participants and interpersonal of social gatherings information
N� 10 staff from interaction. by “talking about and the 
voluntary organi- what was wrong welcome 
zations involved in with them”; health social 
AW Project. information interactions 

generated fear and to combat 
threatened day-to- isolation 
day coping and loneli-
strategies. AW ness in order 
project participants to promote 
engaged in the older 
active management people’s 
of their sense of sense of 
well-being by well-being 
avoiding some and 
topics of happiness.
information in 
order to stay 
happy.

He then presents a careful account of mechanisms whereby race, psychological
sense of belonging and neighborhood economic deprivation interact to shape
mental and emotional health and well-being of adolescents in an anonymous
American city located in the North-east. This study addressed three questions:
“(a) Do African American youth who live in self-reported unsafe neighborhoods
show higher levels of depression? (b) Are there gender differences according to
perception of calamity, social capital and depression? and (c) Do adolescents
from supportive families and neighborhoods demonstrate healthier psychologi-
cal outcomes compared to adolescents who have only one of these supports?”
(p. 49). Stevenson’s insightful analysis highlighted the need for interventions to
recognize and bolster existing support systems available to adolescent boys and
girls living in racially segregated socio-economically disadvantaged urban quar-
ters. Stevenson observed gender differences in perceptions of potential calamity
and expressions of fear. Adolescent girls were more likely to express fear of
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calamity and benefit from access to neighborhood social capital than their fear-
less counterparts. Girls were less likely to report depressive ideation including
lethargy, instrumental helplessness, and cognitive difficulties even when they
lived in high risk locations. Being fearful of violent calamity and articulating this
fear is shown to be an emotionally adaptive strategy teen-age girls use to both
generate and access social capital. Moreover, social isolation resulting from fear
of violent calamity may promote resilience (p. 56). Stevenson couches his crime
prevention and mental health promotion policy and practice recommendations in
a comprehensive discussion in favor of building neighborhood social capital and
healthy communities through adult supervision and care of adolescents (see also
Stevenson, 1997).

Beyers et al.’s longitudinal study (2003) conducted in three southern cities of
the USA (Nashville, TN, Knoxsville, TN, and Bloomington, IN) independently
reinforces Stevenson’s call for concerted efforts to build and strengthen struc-
tural and cognitive social capital through prevention/intervention programs. This
study addressed two questions: “i) do neighborhood structural disadvantage,
concentrated affluence, and residential instability relate to initial levels of and/or
growth in adolescence externalizing behavior after controlling for individual and
family factors? and ii) do gender and parenting practices differentially affect the
development of externalizing behaviors depending on the social structure of
neighborhoods in which families reside?” (p. 36) Jennifer Beyers and her team
use Coleman’s definition of social capital as “ . . . physical presence of adults in
the family and the quality of relations among family members” (p. 46), and
describe family-level collective efficacy as connectedness of social networks
among resident adults and youths (after Sampson et al., 1997). They confine
their investigation to externalizing behavior problems among youth, and
conclude that while neighborhood structure does not directly impact externaliz-
ing behavior, it contributes to the socialization of adolescents via the moderating
effects of parental monitoring. The authors are careful to point out that their
findings are not generalizable to African American youths and/or low SES
densely populated urban American neighborhoods, as this category constituted
only 17% of their study sample across three southern American cities. However,
their findings resonate with “neighborhood-effect” studies of SES in relation to
adolescent behavior and mental health, most notably Anneshensel & Sucoff’s
evidence (1996) from Los Angeles neighborhoods.

Weine, Ware, and Klebic (2004) conducted an ethnographic study among teen-
age refugees from Bosnia-Herzegovina living in Chicago, Illinois. Participant obser-
vations and in-depth interviews were conducted by an American and Bosnian pair of
fieldworkers who focused on refugee adolescents and their families said to have been
exposed to refugee trauma, defined as “senses of sadness, isolation, confusion,
degradation, dissatisfaction, and anomie” (p. 926). The authors use Bourdieu’s con-
cept of “cultural capital” to analyze the ways in which Bosnian youth have been
adapting to life in Chicago with the support of cohesive family and community struc-
tures that affirm and build their ethnic identity, while they are absorbing certain
aspects of their new (American) culture at the same time. The authors identify nine
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mechanisms whereby cultural capital is “converted” (presumably into social capital
of the bonding type): using own language; obliging family; sticking together; return-
ing to religion; going ghetto; building a future; taking pride in tradition; critiquing
America; and seeking freedom. This study is ongoing, and may be expected to con-
tribute to the wider discourse on positive psychology and promotion of resilience in
the context of international humanitarian policy concerning psychosocial support.

Caughy et al. (2003) focus on African American mothers/carers of young -
children in a racially-segregated American city (Baltimore, Maryland) and find
that the mother/carer’s “lack of attachment to community was a risk factor for
behavior problems for children living in wealthy communities but, a protective
factor for children living in highly impoverished neighborhoods.” (p. 231). This
study demonstrates a somewhat muddled view of social capital. Social capital
(bonding and not bridging type) is investigated in this study in relation to neigh-
borhood “context” with contradicting results. Margaret Caughy and her team use
“census block” as a proxy for neighborhood, and do not attempt to examine the
meaning of “community” in the context of their study site and sample of respon-
dents. Their suggestion that weak neighborhood ties may be indicative of weak
community ties and that African American mothers and/or pre-school children
may be better off without their communities is questionable. “Contextual analy-
sis” without enquiry into the meanings and boundaries of the community in
question presents a serious limitation given what is already known about the
issues of community, particularly in the context of health research.

It would be reasonable to suggest that social cohesion in the context of poverty
and structural disadvantage poses mental health risks to women either because they
tend to be giving more than receiving, or because they may be constrained by the
norms and expectations of their social ties (Kawachi & Berkman, 2001), but
Caughy et al.’s study does not consider such possibilities. Mindy Fullilove (1998), a
social psychiatrist, analyzing the insights of insiders has demonstrated that building
social cohesion and collective efficacy in four different American inner-city loca-
tions was beneficial for women, because “women have major responsibility for
raising children . . . The importance of social connections is not simply a matter
of social intercourse, but more profoundly a matter of getting women’s work done.
Loss of social cohesion in the larger community will make women’s work more
onerous. Conversely, improvements in social organization create networks that
allow women to share responsibilities and aid each other.” (p. 76) Caughy et al.’s
suggestion that “being alone might be better” thus runs counter to Fullilove’s,
Stevenson’s, and Beyers et al.’s assertions. The latter highlight positive aspects of
social capital with respect to the behavioral development and social adjustment
of children and youth; while the former expressly set out to find non-salutary effects
of communitarian social capital on individual well-being. Caughy et al.’s study is
likely to fuel the ongoing politically-charged debate in epidemiology regarding
social capital and public health in general and mental health in particular.

In sharp contrast, Drukker et al. (2003) define neighborhood in an “ecologically
meaningful” way, and demonstrate care in fine-tuning their chosen measurement
scale for specific components of social capital to suit their study participants.

9. Social Capital and Mental Health 203



These authors adopted Sampson et al.’s ISC and SC&T scale (1997) and translated
it into Dutch, adding five new questions in order to make it specifically relevant to
Maastricht (small city) neighborhoods. This study benefits from and reinforces a
related case-control study of children’s mental health services in Maastricht (van
der Linden et al., 2003) which is discussed in section IV below. Drukker et al.’s
longitudinal study was designed to investigate associations between SES and
social capital; and how these influence behavior and quality of life of children on
the brink of adolescence. The evidence pinpoints children’s mental health and
social behavior association with one particular aspect of social capital: informal
social control. The study design is robustly eco-epidemiological, and the baseline
evidence indicates that children living in “better” economic and social capital (low
instability) neighborhoods enjoy better quality of life, better general and mental
health and exhibit more pro-social behavior as they embark on adolescence.
However, a more recent report from this study shows that those living in socio-
economically deprived but stable neighborhoods make less use of mental health
services (Drukker et al., 2004). The association between socioeconomy, informal
social control (social capital) and rates of mental health service use could not be
explained by individual differences. It is possible that residentially stable neigh-
borhoods with high levels of informal social control may be more likely to foster
and sustain resilience in the face of relative economic deprivation. Mental health
care services may well have the effect of undermining resilience, or may be
perceived as such. The lack of qualitative data to help interpret the statistical find-
ings is a serious limitation of this study.

9.4. Social Capital and Adult Mental Health 
and Emotional Well-being

Papers summarized in Table 9.3 include two cross-cultural studies of social
capital and emotional/mental health (Harpham et al., 2004; Rose, 2000a). Richard
Rose’s New Russia Barometer (NRB) study (2000a) sets out to find out whether
it is human capital (education, subjective social status, and household income), or
social capital (social integration, formal and informal links with others, someone
to rely on if ill, etc.), or both human and social capital combined which primarily
determine individual health. (p. 1423) Rose’s NRB questionnaire was designed to
measure “different forms of networking, some familiar in Russia and unfamiliar
in the West, and some common to both types of societies” and “administered to a
full-scale multi-stage randomly stratified sample covering the whole of the
Russian Federation, urban and rural . . . ” (p. 1425) This study presents purposely
collected data on social capital in the Russian Federation; an improvement on
previous studies such as for example, Kennedy et al., 1998 which involved
secondary analysis of survey data, “retro-fitting” the concept of social capital on
data collected for other purposes. However, it is worth noting that Rose’s data on
emotional health are subject to significant recall error. In anthropological and
related areas of health research, 12-month recall is considered too long to produce
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reliable information. Nevertheless, Rose’s multiple regression models showed
that human capital could explain 12.3% of the variance in emotional health; while
social capital explained 15.7%, and a composite model with human capital and
social capital variables together explained 19.3% of variance in emotional health.
Social capital significantly influenced involvement in or exclusion from formal
and informal networks; friends to rely on when ill; control over one’s own life;
and “trust”. Younger Russians (� 40 years of age) had greater sense of control of
their lives compared to their middle-aged and older compatriots. Rose argued that
social capital, a multifaceted construct, cannot be reduced to a single measure,
and cautioned against using aggregate membership statistics as a proxy for social
capital in aggregate analysis because, “The fullest understanding of the influence
of social factors on health is best achieved by recognizing the independent influ-
ence of selective forms of both individual and social capital.” (p. 1431) Rose con-
cluded that public policy can only intervene in economic terms – to ensure
sustained growth in household incomes and to promote resilience. It is worth not-
ing here the prominence of “anti modern” society and culture in contemporary
Russia contributes to the complexity of the picture partially presented in this
study – see also Rose, 2000b, 2001).

Steptoe and Feldman (2001) investigated neighborhood-level effects of depriva-
tion and deficit of social capital on self-rated health and psychological distress
(measured using the GHQ-12). Neighborhood problems, including litter in the
streets, air pollution, noise, vandalism and disturbance by neighbors or youngsters
correlated with poor self-rated health, psychological distress and impaired physical
function independent of age, gender, neighbourhood SES, individual deprivation,
and social capital. The study participants represented a “stable residential popula-
tion” with a very wide age range (18–94 years; M�52, SD, 18), and the authors
posit and confirm that higher SES neighborhoods had higher levels of social capital.
This could however be an artifact of postal questionnaire response – a response rate
of 24% is low. Descriptive epidemiological studies such as this one tend to be
limited, as that they confine themselves to quantitative methods of analysis, and do
not adequately investigate underlying context and meaning.

Evidence presented by Terrie Moffitt and the “Environmental Risk team”
(2002) serves to demonstrate how quantitative data from descriptive epidemiolog-
ical studies may benefit from existing qualitative data to enhance the quality and
applicability of evidence for policy and practice. This study is discussed within
the sub-group of reviewed papers on social capital and mental health of adults
and young people because the authors expressly focus on and prioritize mother-
centered interventions. Moffitt and her team compared younger mothers of twins
in England and Wales with older ones in order to examine a wide range of social
and behavioral risk factors associated with poor child mental health outcomes.
Environmental factors (including younger mothers’ mental health history, biolog-
ical father’s mental health history, social support for parenting, neighborhood
social cohesion, and twins’ cognitive development and behavior at age 5) had
negative prognoses for younger mothers and their twins compared to older moth-
ers and their twins. This study’s findings and recommendations merit discussion
in the wider context of UK health policy and practice reform.
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Reducing social exclusion and building social capital have been New Labour’s
explicit goals of health service modernization; and reducing (unwanted) teenage
pregnancy and mental health promotion focusing on children and young people
had been prioritized (see Social Exclusion Unit, 1999 a & b). The term “teenage”
is not unambiguous, however. It needs careful defining. A qualitative study
designed to assess health needs, attitudes and aspirations of young people in
South London where teenage pregnancy rated highest in Europe, had revealed
that “teenage pregnancy” was a heterogeneous category that embraced cases of
under-age (unwanted) pregnancy occurring before girls reached the age of
consent (sometimes as young as 12) as well as deliberate (wanted) pregnancy
among 16 -19 year olds who often considered themselves “adults” (Health First,
1999). This latter group disapproved of “infantalizing” approaches to their needs
on the part of practitioners in health and social services who summarily prob-
lematized teenage childbearing. Parenthood in (late) teens was often a function of
life aspirations, economic and social needs – a deliberate choice on the part of
girls and young women, mainly in working class families following their own
mothers’/role models’ example concerning early parenting. Considering Moffitt
et al.’s findings alongside the qualitative evidence summarized above would
strengthen their policy recommendations. Practitioners involved in the allocation
of resources to facilitate child care access for “teenage” mothers to enable them to
build their human capital through education and employment would gain better
understanding of their clients by integrating qualitative research evidence. Lack
of communication and coordination between quantitative and qualitative
researchers, and between researchers and practitioners has continued to hinder
social inclusion and achievement of health improvement policy goals in the UK
and other countries such as the USA. The problems are magnified when questions
of race and/or immigration status limit the extent to which teenagers (or any other
“target groups”) may access and benefit from bridging social capital (see for
example Almedom & Gosling, 2003; Geronimus, 2003).

Mulvaney and Kendrick (2005) investigated the risk of depression among
mothers of young children living in deprived areas of Nottingham using a postal
questionnaire survey of depressive symptoms as part of an ongoing randomized
controlled trial designed to assess the effectiveness of safety advice given to
mothers by health visitors. The results showed that mothers with three or more
children under five years of age were at significantly higher risk of depression due
to increased stress and/or lack of social support and socioeconomic deprivation as
those receiving means-tested benefits reported more depressive symptoms. This
study had considerable methodological limitations including response bias and
confounding variables for which the analysis could not control.

By contrast, Maryah Fram’s qualitative study (2005) assessed the types and
levels of social capital developed by parents through participation in a Family
Support Center (FSC) in a major city in the West Coast of the USA. Her findings
showed that the diverse skills, experiences, and backgrounds of participants in the
FSC allowed for helpful social networking. Most FSC relationships generated
both bonding and bridging types of social capital. This was facilitated by tree
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aspects of the FSC: focus on commonalities in the parent/family developmental
stage to bring diverse families together; its location in a diverse community; and
activities built on diverse strengths and common concerns of parents and staff.
Fram argued that efforts to generate social support in family services should aim
to shape, rather than respond to the socioeconomic and demographic characteris-
tics of the communities in which families with small children live. This study’s
focus on both structural and cognitive components of social capital – emphasis on
service provision and promotion of family functioning makes useful for policy
makers and planners responsible for resource allocation for family services and
further research.

Mitchell and La Gory (2002) employ Putnam’s Social Capital and Community
Benchmark Survey and Mirowsky and Ross’ psychological distress scale to
examine how individual level social capital and individual sense of mastery may
avert mental distress in an impoverished “ghetto” setting in Birmingham,
Alabama. The authors report strong bonding ties within community and weak
bridging ties to other groups: 71% of the study participants, pre-dominantly
African American, trusted their neighbors, while 32% reported trust in people in
general. Women and the unemployed experienced greater numbers of economic
and environmental stressors. According to Mitchell and LaGory, bonding social
capital significantly increased mental distress, and individual sense of mastery
played a more important role than social capital: those with lower levels of mas-
tery experienced more mental distress. It is likely that social cohesion would
enhance mastery in individuals and thereby promote collective resilience in the
face of socio economic adversity and absence of bridging social capital. However,
the authors appear to “blame the victim” by implying that their study participants’
cooperation with them could have been transferred to social action on the part of
the study participants in order to solve social problems. It is possible that the
researchers were viewed (by the respondents) as possible links between the
community in distress and external structures of power. Other studies have shown
that Birmingham, Alabama is among the cities where impoverished as well as
better-off Black neighborhoods demonstrate high levels of political participation
(see for example Portney & Berry, 1997).

Trudy Harpham and her team (2004) developed, tested and validated an
adapted form of Sampson et al.’s social capital measurement scale (1997) prior to
its application in a South American city. They conclude that in the presence of
violence, social capital, namely, trust, is not as closely associated with mental
health as is socioeconomic status, specifically, poverty and unemployment. The
distinction between thin and thick trust helps to dissociate personal from
structural stressors; however, it is not surprising that in a setting where crime and
political violence are widespread, bonding social capital may accrue negative
effect on mental health, and may even serve to perpetuate conflict in the absence
of, or due to breakdown in bridging social capital. Nevertheless, Harpham et al.
found that only 24 % of their study participants were “probable cases of mental ill
health” and only “13% of the youth admitted considering suicide in the last
month” (p. 2272). This may not be as “disturbing” as Harpham et al. suspect,
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given that a large majority (84%) did not report suicidal ideation, the exact mean-
ing and significance of which is unknown for this sample. In Harpham, Snoxell,
Grant, and Rodriguez’s more recent report (2005), being mentally ill is referred to
as “caseness” and although the prevalence of common mental disorders remains
the same, in the absence of statistical associations between mental health and
social capital, the authors recommend “more qualitative research to inform poten-
tial intervention” (p. 166). Their approach does not take into account their study
populations’ own views on the matter – only social capital was talked about in the
focus group discussions, and mental health left unmentioned for “reasons of
sensitivity” (p. 162). It is a matter of concern that this approach may inadvertently
reinforce undue pathologization of youth behavior and undermine resilience. It is
well accepted in mental health policy circles that the mentally ill resent interven-
tions that (metaphorically) lock them up in the “case management” paradigm of
health care provision – “I am not a case, and I can manage” is often the sentiment
expressed (see Sayce, 2000).

Taken together, the evidence from Russia (Rose, 2000a) and London, England
(Mulvaney & Kendrick, 2005; Steptoe & Feldman, 2001), England and Wales
(Moffit et al., 2002), respectively West Coast and Alabama, USA (Fram, 2005;
Mitchell & La Gory, 2002), Cali, Colombia (Harpham et al., 2004), confirm
earlier research reports showing more reports of depression in women compared
to men; implicating social support (giving and receiving differentials) and gen-
der specific economic and social inequalities (see Aneshensel, Frerichs, &
Clark, 1981; Aneshensel, Estrada, Hansell, & Clark, 1987;; Antonucci &
Akiyama, 1987; Brown & Harris, 1978; Dohrenwend, Levav, & Shrout, 1992;
Pevalin & Goldberg, 2003). Randomized controlled trials have also confirmed
that social intervention aimed at treatment of depression may be more effective
than medical intervention (Harris, Brown, & Robinson, 1999 a & b). Building
and/or strengthening bonding as well as bridging social capital is therefore salu-
tary for mental health; but it is worth noting that top-down models that inhibit
bottom-up efforts may not be successful at preventing mental ill-health or
promoting health and well-being.

9.5. Social Capital and Senior Citizens’ Mental 
and Emotional Well-being

Cotterill and Taylor’s evaluation of Plymouth Health Action Zone’s “Ageing Well
(AW)” project (2001) comprises a qualitative study of a portion of a complex
inter-sectoral, multi-agency government supported initiative to build social capi-
tal. Health Action Zones (HAZ) are area-based British government-initiated
interventions to tackle health inequalities and social exclusion, with explicit man-
date to build social capital. Policy analysts and practitioners have expressed both
support for and concern over the prospects of evaluating such complex initiatives
with compound structural and functional opportunities and challenges (Higgins,
1998; Jacobson & Yen, 1998; Powell & Moon, 2001). In response, a national
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HAZ evaluation commissioned to examine successes and failures of all 26 HAZ
in England (plus one in northern Ireland) had proposed combined “Theories of
Change” and “Realistic Evaluation” models of evaluation (see Judge, 2000).
These did not incorporate specific measures of social capital. Moreover, one of
the challenges to local evaluation design has been the absence of baseline data
on pre-HAZ levels of social capital against which the success of targeted inter-
ventions can be measured. However, the health service modernization programme
is said to be progressing steadily, and HAZs are currently in the process of
relocating from local Health Authority to Primary Care Trust (PCT) settings in
order to accomplish institutional “Whole Systems” change. It is worth noting
here that HAZ funding timeframe of seven years may be too short to effect real
change. As Putnam, Leonardi, and Nanetti (1993) observed from the Italian
experiment, the development of effective democracy and meaningful civic
engagement involves lengthy processes of public discussion, reasoning and deci-
sion-making for which government-led, time limited time and funding-bound
initiatives hardly allow.

Cotterill and Taylor’s qualitative assessment of effectiveness of a social
capital building intervention (2001) exposes the contradictory effects of dissem-
ination of health information intended to empower senior citizens (which threat-
ens their emotional well-being by introducing fear about their health) and
building bonding social capital to reduce isolation and thereby promote mental
health. Enabling senior citizens to generate bonding and bridging social capital
in order to “manage health information” thrown at them by health professionals
with whom they have unequal power relationships may indicate positive overall
outcome. This study brings to the fore inherent problems in social engineering,
namely, the contradictions of “empowerment” and target-driven health promo-
tion activities aimed at the production of statistically significant measurable
results in time for local and/or general election campaigns. It is well known that
social capital in terms of reciprocity, availability of social networks and access to
social support involves delicate negotiations, time-intensive processes of social
interaction and individually-crafted balances between dependence and auton-
omy (see Antonucci, Fuhrer, & Jackson, 1990; Krause, 1997; Liang et al., 2001).
External agency interventions may thwart more rather than enhance these salu-
tary processes. The UK social and health modernization policy has set in train
processes of decentralization and devolution of public health (Evans, 2003)
which may serve to empower health workers at the expense of excluded groups
for whom prospects of social inclusion and civic participation may be a long way
away (see for instance Almedom & Gosling, 2003). While advances in opera-
tional research (OR) herald promise of real integration of participatory and
cross-cultural multimethod (Taket & White, 1994, 1998, 2000; White & Taket,
1994), translation of research into action may be pie in the sky. Real improve-
ments in health and social development are likely to progress at a slow and ardu-
ous pace as and when the poor and marginalized gain control over their own
health and social welfare.
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9.6. Social Capital and Mental Health Service 
and Care Provision

The former WHO Mental Health Division head Norman Sartorius’ valedictory
appeal for social capital highlights a two-way process whereby efficient and
effective mental health services help to build and/or strengthen social capital in
the communities they serve, and are in turn built and strengthened by the social
capital of service users (2002, 2003). Rosenheck et al. (2001) and van der Linden
et al. (2003) independently reinforce Sartorius’ views.

Rosenheck et al. (2001) demonstrate effectively that structural bonding and
bridging social capital in mental health and housing service integration “reflect
the state of civic culture in the community at large.” (p. 701). This supports
Sartorius’ argument (2002) and is borne out by the findings of other studies (see
Ahern & Hendryx, 2003; Hendryx & Ahern, 2001; Hendryx, Ahern, Loverich, &
McCurdy, 2002). Similarly, van der Linden et al.’s report of children’s use of
mental health services substantiates the view that deficit in social capital in the
shared social environment contributes to increased exposure of children to mental
health services. The Rosenheck team’s interest in studying the links between
communitarian social capital and mental health care services has extended to
investigating the quality of mental health care service in department of Veterans
Affairs (VA) hospitals across the United States. According to Desai, Dausey, and
Rosenheck (2005) who conducted a prospective mortality study of psychiatric
inpatients of 128 VA hospitals around the country (a total sample of 121,933
patients discharged with a diagnosis of major affective disorder, bipolar affective
disorder, posttraumatic stress disorder (PTSD), or schizophrenia between 1994
and 1998), only 2.9 per cent died within a year of discharge; and of those only
481 (0.4 per cent of the sample) committed suicide, mostly during the first
6 months following discharge from hospital. Desai et al.’s presentation appears to
be overkill (no pun intended!) as the proportion of suicides is so small. Moreover,
given the levels of variation in individual diagnosis, length of hospitalization, and
(unknown) post-discharge circumstances, it seems that this study started out with
an overstretched hypothesis in trying to test whether or not suicide risk could be
an indicator of quality of care in mental health hospitals. The study may have
benefited from investigating individual level access to social capital, but as it
stands, it is an example of the way in which “social capital and mental health”
research can sometimes fail to see the wood for the trees.

In contrast, Campbell, Cornish, and McLean (2004) shed light on both the struc-
tural and cognitive obstacles to mental health care improvement in England. Using
robust qualitative methods of investigation and analysis, Catherine Campbell and
her team unveil the depth of distrust between African-Caribbean community and
statutory sectors that inhibit meaningful partnerships. Three factors, social capital
(considered to have complementary explanatory power to income and health
inequalities), social identity ((based on content of social representations of group
membership), and social representation (systems of shared social knowledge that
help people make sense of their world and communicate it to others) comprise the
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“social psychology of participation” applied in their analysis of the processes
involved in the functioning of community participation. As would be expected,
Campbell and her team’s data revealed multiple meanings of “community partici-
pation” among those represented in their sample often hampered by the lack of
resources and capacity to engage in meaningful partnerships with the statutory
sector, over and above the deeply entrenched perceptions of institutional racism.

In summary, this evaluative review serves to derive from the findings a set of
guidelines for interdisciplinary research aimed at unraveling the complex associa-
tions between social capital and mental health. What is known so far about the
associations between social capital and mental health is outlined herewith. Neigh-
borhood safety is a function of informal social control, social cohesion and trust
whereby prevention of vandalism and violent crime, parental active involvement in
children’s and adolescents’ activity generates collective efficacy. Residents’ sense
of physical and mental or emotional well-being cannot be disaggregated into sepa-
rate categories or promoted by means of social in the absence of economic and
capacity building interventions. Furthermore, the value of qualitative studies in illu-
minating the areas that are often overshadowed by quantitative data that are, on their
own, difficult to interpret and use has been demonstrated. The challenge remains to
combine both qualitative and quantitative analyses in the quest for a better under-
standing of the ways in which social capital and mental health are inter-connected.
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