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Abstract

Over the last two decades no single concept has more aggressively captured the scholarly imagination in diverse
academic disciplines than social capital. Social scientists from various fields have posited its existence, deployed
it in empirical studies, and have begun to suggest policy applications. As a result, social capital is now
everywhere, but nobody knows how it actually works. And this problem is even more prevalent in health than in
any other field. In this setting, this brief article sets out to investigate what is known so far about the associations
between social capital and health, and offers suggestions as to how produce more health.
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1. Introduction

An increasing number of authors now consider that therapeutic medicine is no longer adequate to improve the
health of individuals (Evans et al., 1996; Wilkinson, 1996, 1999a, 1999b) and that many other elements must be
taken into account. It is in this context that the theory of four capitals: physical, human, natural, and social
should be included when formulating health policies.

As emphasised in Nettleton’s book (1995), “The Sociology of Health and Illness”, currently, there is a change of
attitude in the perception of health problems. Although this perception is now arousing increasing interest, it is
however a much older subject. Two thousand five hundred years ago, Hippocrates also associated health with the
environment and the human soul. This view was almost abandoned during the “Enlightenment years”, and
especially during the seventeenth century, as being unscientific. Cartesianism mainly gave medicine a more
scientific orientation. For Descartes, the soul cannot affect bodily functions, and each symptom has a specific
cause that can be scientifically proven. This new doctrine caused many revolutionary scientific theories,
including that of Pasteur on germs. Thus, given the huge progress in medicine during the nineteenth century and
especially during the twentieth century, and despite the existence of competing theories about the origin of
disease and illness (Tesh, 1988), the idea of a connection between psycho-socio-environmental and health factors
has been regarded as negligible, even false for many scientists of the time. However, since it is statistically
possible to perform international comparisons in terms of health policy, it is clear that therapeutic medicine
—although essential- does not explain all the differences and there is a need to pay attention to these “old” ideas.
Therefore, as regard to the long history of these “old” ideas, if the term social capital is relatively new (Hanifan,
1916), its implications are far from being new, which is the reason why we intend to identify the empirical
possible effects of the various forms of social capital on the health of individuals.
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2. How do social capital and heath connect?

The basic idea is that there are social risk factors that can affect the health status of individuals. These social risk
factors are most often long-term difficulties and negative events. The most frequent long-term difficulties include
poverty, inadequate education, living in an unhealthy physical environment, and a high level of insecurity.
Examples of negative events may relate to the loss of a partner, unemployment, forced migration, natural
disasters, and so on. In many of these cases, social capital will be able to limit or reduce their negative effects.
From this point of view, changes in social capital may be decisive. However, if social capital is important for
health, it is quite hard to demonstrate its global effect inasmuch social capital is not made up of a single entity
but of many different concepts underlining various aspects of social interactions. Indeed, social capital
encompasses concepts such as networks (Bourdieu, 1980; Putnam, 1995, 2000), norms, confidence, reciprocity
(Putnam, 1995; Coleman, 1988), and the strategic position (Burt, 1995). Given that social capital is declined in
variations of substance and scales of such magnitude that it appears impossible to find in the literature a
consensual definition of it, we decide in this paper to segment its principal components to identify their
respective effects on health. As a consequence, we find that social capital, minimally defined by the quantity and
quality of social interactions, has the possibility of affecting health through at least four mechanisms: 1)
individual and 2) collective resources provided by social networks; 3) individual and 4) collective consequences
of social norms.

2.1 Individual resources provided by social networks

Social capital may at first act as a resource to offset the negative effects resulting from unfavorable events or
socioeconomic conditions and/or to better support their burden. There are two types of these resources: moral
and material. On one hand, relationships shared through networks —family, friends, working colleagues,
associations, and so on— provide a moral support. This moral support makes it possible to fight against feelings
of vulnerability and insecurity resulting from life’s daily difficulties. Individuals with a strong moral support
know that they are less likely to be abandoned in the event of problems, allowing them to reduce the intensity
and the frequency of their periods of stress and depression. This contributes to limiting the emergence of chronic
diseases (Berkman, & Syme, 1979; House et al., 1988; Berkman, 1995; Kawachi et al., 1996; Wilkinson, 1996,
2002; Brunner, 1997; McCulloch, 2001), or even infectious diseases —insofar as chronic stress exhausts the
immunity system and makes it more vulnerable (Segerstrom, & Miller, 2004). For example, the study by Locke
and Collingan (1986) reveals that isolated people have a death rate four times higher than that of integrated ones;
and, according to theses authors, this result can not only be explained in a trivial way, as, for instance, in case of
domestic accidents, where a socially integrated person has a greater chance to make people realise his absence,
and, therefore, to be rescued. So, well before the work of Segerstrom and Miler (2004) who provide a review of
300 medical analyses on the relationship between chronic stress and the immunity system, Locke and Collingan
(1986) were already considering that psychoneuroimmunology is an unexplored and very important way that the
body has of healing itself, and that social capital, in such configuration, has a vital role to play on the health of
individual. On the other hand, the mobilization of material resources through the networks also allows a faster
return to the initial situation because of easy access to more material elements that were lacking. Thus, social
capital allows, for example, the mobilization of the necessary resources for the purchase of medicine without
which the disease could have worsened or crippled the patient over a longer period (Ay¢ et al., 2002; Habtom, &
Ruys, 2007).

If such mechanisms seem to work at the level of single individuals, do they do so at the level of the entire
community? Some studies have found that socially isolated individuals residing in cohesive communities do not
seem to suffer the same harmful consequences in terms of health as those residing in communities that are less so.
This would be the case of individuals living in the east of Boston (Seeman et al., 1993), or within Japanese
communities in Hawaii (Reed et al., 1983). It would appear that social environments characterised by high levels
of confidence tend to produce more individuals with a minimum of public responsibility toward each other. By
contrast, social environments characterised by a strong mistrust, social dislocation, structural violence and a
weak associative participation would lead to produce higher death rates through psychosocial mechanisms
(Farmer, 1999, 2003; Wilkinson, 1996, 2002; Veenstra, 2002). However, certain studies carried out at the
cross-country level contradict these results by showing that social capital does not explain or explain very little
the differences in health between populations (Lynch et al., 2001; Kennelly et al., 2003; Poortinga, 2006a). These
results can be partly explained by the fact that social capital is a very contextual concept and that the aggregation
of data makes certain local specifications disappear. Moreover, as Hyypéd and Méki (2001) and Veenstra (2000)
mentioned it, it is possible to find no relationship between social capital and health inasmuch the use of variables
such as “participation in association” to indicate a stock of social capital can be misleading because it measures
neither the degree of the participation nor the quality of the relationships. Finally, Poortinga (2006a) provides



Global Journal of Health Science Vol. 2, No. 1; April 2010

another explanation by postulating that social capital does not uniformly benefit individuals living in the same
community or society.

2.2 Collective resources provided by social networks

Secondly, social capital, as a capacity of collective action, can also be perceived as a way for citizens to express
to their peers and/or representatives their preferences for health. Indeed, in communities where the level of social
capital is high, it is easier to effectively involve individuals in solving their problems. For example, establishing
infrastructure that makes it possible to improve the health of individuals is often easier to accomplish in
communities with a high level of social capital (Eng et al., 1990; Audibert, 1997; Sampson et al., 1997;
Gebremedhin et al., 2004; Wakefield, & Poland, 2005). However, it should be kept in mind that it is quite
possible that a high level of social capital, such as religious beliefs and traditions, leads to negative results in
terms of health, insofar as social capital is sometimes an element preventing economic and medical progress
(Goldin, 1992).

2.3 Individual consequences of social norms

Thirdly, social capital can influence the health of individuals through two channels: the worthlessness of oneself
and social control. First of all, people having little social capital can feel excluded and adopt harmful behaviors
for themselves and their entourage. Indeed, people having such feelings often develop a bad image of themselves
and feel useless, which leads them to low self-esteem and even stop making efforts to maintain good living
conditions, for example, alcoholism, tobacco addiction, self-mutilation, and so on (Black Report, 1982, 1988), or
even to no longer feel the need to respect others —violence, “abandonment” of children, and so on— (Kawachi et
al., 1997, 1999; Kennedy et al., 1998; Wilkinson, 2002). On the contrary, a strong social capital can make a
difference if practices favorable to health exist within the community, such as the practice of physical activities
(Lindstrom et al., 2001) or the discouragement of smoking, taking drugs or drinking alcohol (Lindstrém, 2003;
Greiner et al., 2004; Poortinga, 2006b; Siahpush et al., 2006). In such contexts, it is the impact of the
reinforcement of enhancive behaviors and the control of deviant behaviors that is pointed out. Moreover, the
theory of diffusion of the innovations (Rogers, 1983) suggests that innovative behaviors, when fully understood,
propagate more quickly in communities showing high levels of cohesion and whose members know and trust
each other.

2.4 Collective consequences of social norms

Finally, if the thesis of Putman et al. (1993) and Putnam (1995), according to which more social capital allows an
improvement of institutional performances through the spread out of norms of reciprocity, trust and cooperation,
proves to be exact —as seems to certify his work on the Italian regions (Putnam et al., 1983, 1993)—, the health of
individuals should then benefit from a greater efficiency of the health system and also from an increase in the
budget of the health system resulting from a greater economic growth. Moreover, this theory corresponds very
well with that of Wilkinson (1996) who describes an interaction between social capital —or social cohesion— and
the level of income inequality in a society. Indeed, for Wilkinson (1996), cohesive societies that have developed
standards of solidarity would be less unequal, all else being equal, which would allow an equivalent reduction in
the psychosocial consequences of inequality’s perception on self-esteem, stress, anxiety, and anger, which in turn
would reinforce the mechanism described by Putnam et al. (1993) and Putnam (1995) and trigger a virtuous
circle.

3. Conclusion

To conclude, it appears that social capital is related to health through a large spectrum of phenomena. Undeniably,
the massive use of this concept is relatively new with promising results. However, in turn, it should not
overshadow the role of other factors in the reduction of health problems, but should attempt to insert it into a
more general theory of health. In addition, works in the field of social capital should be dealt with caution,
especially as this encompasses not one but several concepts. Indeed, the more these works are developed the
more difficult they are to untangle: “When one scratches beneath the surface of social capital things quickly
become more complicated” (Lynch et al., 2000, p.404). However, such a difficulty should lead us to more rigor
and exhaustiveness in the measurement of various elements of social capital to help carry out investigations
where it would be possible to assess —along with the more traditional determinants of health— the relative
contribution of these different elements.
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