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Is Social Capital the Key to Inequalities in Health?
| Neil Pearce, PhD, and George Davey Smith, MD, MSc, DSc, FFPHMThere has been vigorous

debate between the “social
capital” and “neomaterialist”
interpretations of the epi-
demiological evidence regard-
ing socioeconomic determi-
nants of health. We argue that
levels of income inequality, so-
cial capital, and health in a
community may all be conse-
quences of more macrolevel
social and economic proc-
esses that influence health
across the life course. 

We discuss the many rea-
sons for the prominence of so-
cial capital theory, and the po-
tential drawbacks to making
social capital a major focus of
social policy. Intervening in
communities to increase their
levels of social capital may be
ineffective, create resentment,
and overload community re-
sources, and to take such an
approach may be to “blame
the victim” at the community
level while ignoring the health
effects of macrolevel social
and economic policies. (Am J
Public Health. 2003;93:
122–129)

IT HAS LONG BEEN
established that socioeconomic
factors are major determinants of
health and mortality.1 The term
“socioeconomic status” is used in
widely varying contexts; some-
times it is used to refer to social
class, sometimes to social status,
sometimes to position in a social
hierarchy, and often simply as a
generic term for specific socio-
economic factors such as income,
education, area characteristics,
and occupation. These are all
strongly related to overall
health,2 although the patterns are
different for different diseases.
Childhood deprivation is impor-
tant for some causes of adult ill
health (e.g., stomach cancer,
stroke), later life circumstances
are important for others (e.g., ac-
cidents, violence, lung cancer),
and cumulative socioeconomic
circumstances are important for
yet others (e.g., coronary heart
disease, chronic obstructive pul-
monary disorder).3

The recent renewed interest in
socioeconomic determinants of
health has stemmed in part from
the increases in socioeconomic
inequalities, particularly in anglo-
phone countries, during the
1980s and 1990s. There has
also been particular emphasis on
evidence that income inequality
is positively associated with na-
tional mortality rates4,5 as well as
with state mortality rates within
the United States.6,7 If this evi-
dence is correct, this is clearly of
crucial importance, since it im-
plies that “development” in itself
may not automatically be good
for health, and that the way in
which the gross national product
(GNP) is shared within the popu-

lation may be as important as its
absolute level. Thus, in some
countries, a large increase in
GNP has been accompanied by
little benefit in terms of health,
whereas some relatively poor
countries (e.g., China, Jamaica,
Costa Rica) and states (e.g., Ker-
ala in India) have made major
improvements in health care and
life expectancy.8,9

This much would be accepted
by most researchers into socio-
economic determinants of health.
However, there is little agree-
ment on the explanations for
these patterns or what they
mean for social policy. In particu-
lar, there has been vigorous de-
bate between proponents of the
“social capital” and “neomaterial-
ist” interpretations of the epi-
demiological evidence10–15 that
mirror, at the community level,
the traditional debates between
proponents of the structural/ma-
terialist and behavioral/lifestyle
interpretations of the epidemio-
logical evidence at the individual
level.16 A common line of argu-
ment for the social capital ap-
proach has been that (1) income
inequality is a major determinant
of national mortality rates; (2) the
mechanism by which this occurs
is that increased income inequal-
ity reduces “social capital,” which
in turn results in poorer health in
the relevant communities; and
(3) the most likely explanation
for this mechanism involves psy-
chosocial factors.

The evidence for these propo-
sitions and the possible reasons
why social capital theory has re-
ceived such prominence deserve
consideration, as do the potential
drawbacks of making social capi-

tal a major focus of social policy.
Levels of income inequality, so-
cial capital, and health in a com-
munity may all be consequences
of more macrolevel social and
economic processes that influ-
ence health across the life
course. The danger is that focus-
ing on communities and inter-
vening to increase their levels of
social capital may be ineffective,
create resentment, and overload
community resources, and to
take such an approach may be to
“blame the victim” at the com-
munity level while ignoring the
health effects of macrolevel so-
cial and economic policies.

INCOME INEQUALITY 
AND HEALTH

Rodgers was the first to for-
mally examine the links between
income inequality and health, ar-
guing that the curvilinear associ-
ation between individual income
and health meant that countries
with greater income inequality
would experience lower life ex-
pectancy.17 Wilkinson indepen-
dently rediscovered the relation-
ship between income inequality
and health,18 and he argued, in a
seminal paper that has sparked a
decade-long debate, that income
inequality had an effect on popu-
lation health independent of the
effect of individual income.4

The evidence that income in-
equality is one of the major de-
terminants of population health is
tenuous. For example, the last 15
years has seen a continuing sub-
stantial fall in mortality rates in
New Zealand at a time when the
country has experienced a major
increase in income inequality19
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FIGURE 1—Time trends in income inequality (measured by the Gini coefficient) and age-standardized
mortality rates (per 100000 population) in New Zealand.

(Figure 1). Similar patterns have
been seen in Finland, Britain,
Japan, and the United States.12

Furthermore, absolute levels of
GNP continue to be associated
with national mortality rates, al-
though the associations may be
weaker for wealthier coun-
tries.12,20 This is not to say that
factors such as income inequality
are not important. However, they
are probably not the major deter-
minants of population health, at

least in the short term, since they
cannot alter what has gone be-
fore and life expectancy is depen-
dent on lifetime social circum-
stances, not simply on recent
social conditions.3,15

There are some exceptions to
this, including the rapid and cata-
strophic fall in life expectancy in
Eastern Europe after 1989,21

which was influenced in part by
an increase in binge drinking
consequent on drastic economic

restructuring. But even during
this period of considerable eco-
nomic change (and increase in
income inequality), the changes
in cause-specific mortality rates
continue to reveal the influence
of social conditions many dec-
ades ago. For example, stomach
cancer rates continued their
steady decline,22 probably re-
flecting improvements in living
conditions in the childhood of
these cohorts and thus cohort de-

creases in Helicobacter pylori in-
fection in people now dying in
late adulthood.3

A recent comprehensive analy-
sis of the cross-national associa-
tions between income inequality
and health23 produced quite dif-
ferent findings from those of
Wilkinson.4,5 The associations
that did exist between income in-
equality and health were largely
limited to child health outcomes,
whereas a positive association
between income inequality and
national mortality rates was seen
for those aged 65 years and
older. The authors commented
that higher income inequality
within the United States and
within the selected countries in-
cluded in Wilkinson’s original
analysis4 was probably associated
with the unequal distribution of
many powerful determinants of
health, whereas this may not be
the case for the larger group of
countries included in the more
recent analysis. A striking feature
of the updated examination of
the association of income in-
equality and health is that even
with more recent data the associ-
ations are seen for the group of
countries originally included by
Wilkinson, but not in the larger
group of countries (Figure 2).

Across the United States de-
gree of income inequality is asso-
ciated with a wide range of fac-
tors that may influence health,
with greater income inequality
associated with higher unemploy-
ment, higher proportions of peo-
ple without health insurance,
lower per capita medical spend-
ing, lower rates of high school
graduation, and a higher propor-
tion of the population with non-
European ancestry.7 Indeed, sta-
tistical adjustment for ethnicity
statistically accounts for all of the
association between income in-
equality and health within the
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Note. Circles represent country population size.

FIGURE 2—Income inequality and life expectancy (from Lynch et al.23) for the same 9 countries reported
by Wilkinson et al.,10 but with information updated to 1989–1991 (A) and with the addition of the other
7 countries for which income inequality data are now available for the period 1989–1991.

United States.24,25 Similarly, ad-
justment for education—a marker
of early-life social circumstances
as well as later-life socioeco-
nomic position26—also accounted
for all of the association between
income inequality and mortality
in a recent US study.27 Further-
more, recent studies from Den-
mark28 and Japan29 found that
the associations between income

inequality and mortality28 or
self-rated health29 disappeared
when the findings were adjusted
for individual income. Thus, the
“evidence favoring a negative
correlation between income in-
equality and life expectancy has
disappeared,”30(p1) and it appears
that the associations that do exist
are primarily due to effects of in-
dividual income rather than true

contextual effects of income in-
equality.31

Thus income inequality and
health outcomes may be related
across the United States because
in this context income inequality
reflects many current and past
social and environmental factors
that have important health ef-
fects. Across countries, the asso-
ciation between current income

inequality and these social and
environmental factors may or
may not exist depending on the
choice of countries and their his-
torical, cultural, political, and
economic contexts. Jurisdictions
that allow income inequality to
increase may often be those that
also systematically underinvest in
education, welfare, health care,
and a range of social institutions
that serve as safety nets for peo-
ple in unfavorable circumstances,
and in these circumstances in-
come inequality, both currently
and in the past, will be related to
health outcomes. When this de-
pendence no longer holds—for
example, when a rapid increase
in income inequality has oc-
curred but bodies such as trade
unions have been able to resist
the dismantling of hard-won
rights such as health care and
welfare—the association with
health outcomes will not be seen.
In this view the association be-
tween income inequality and
health is not automatic; this is in
contrast to the position that sees
income inequality as having a
necessary and direct influence on
health outcomes through the
consequences of perceptions of
inequality on psychological fac-
tors and community-level social
capital.5

SOCIAL CAPITAL

The concept of social capital
has recently been mobilized
within the health field primarily
as a possible explanation for find-
ings with respect to inequalities
in health, and in particular for
the relationship between income
inequality and health (see, for ex-
ample, Kawachi et al.32). How-
ever the concept of social capital
was developed for different pur-
poses, and its major relevance is
outside the area of health in-
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equalities.33–41 Social capital has
been defined as “the features of
social organization, such as civic
participation, norms of reciproc-
ity, and trust in others, that facili-
tate cooperation for mutual ben-
efit.”32(p1491) Social capital is thus
a community-level variable
whose individual-level counter-
part is measured by a person’s
social networks, although social
capital is probably more than just
the sum of individual-level social
networks. Since social networks
are associated with health at the
individual level (although the di-
rection of causal association and
degree to which it is due to con-
founding by other factors is un-
certain), it is plausible that social
capital could be associated with
health at the community level.

The social capital hypothesis is
supported by evidence that indi-
cators of social capital, such as
trust and belonging to and volun-
teering for community organiza-
tions, are strongly related to mor-
tality rates. In the United States,
Kawachi et al.32 analyzed data
from 39 states and found that
mortality rates were strongly re-
lated to per capita density of
membership in voluntary groups
and by levels of “social trust” as
measured by the proportion of
state residents who believed
statements such as “Most people
would try to take advantage of
you if they got the chance.” The
associations remained, but were
diminished, when the analyses
were adjusted for poverty levels.
The authors concluded that dis-
investment in social capital ap-
pears to be one of the pathways
through which income inequality
influences mortality rates.

Taken as whole, however, the
evidence regarding social trust
and health is less than com-
pelling: associations are inconsis-
tent and appear to be confined to

particular countries, particularly
the United States. A recent cross-
national study found that mea-
sures of social capital were only
weakly and inconsistently associ-
ated with cause-specific mortality
and that greater distrust was ac-
tually associated with lower mor-
tality from coronary heart dis-
ease.23 In contrast, associations
of some country-level variables
with health outcomes were as we
would expect given our knowl-
edge of the determinants of
health. For example, the percent-
age of the government made up
by women—an indicator of em-
powerment—was strongly in-
versely related to infant and
child mortality rates and to the
prevalence of low birthweight.23

Even where associations have
been observed between mea-
sures of social capital and popu-
lation health, it is by no means
clear that these associations are
causal. At the individual level, it
is very difficult to isolate the ef-
fects of factors such as income,
education, occupation, and con-
trol, and it is even more difficult
to do so with factors defined at
the community level.42 In gen-
eral, communities that have high
levels of participation and trust
may be healthier, but it is by no
means established that this asso-
ciation is causal. Some advocates
of the social capital hypothesis
acknowledge the possibility of
other interpretations of the in-
come inequality findings,32,43,44

but to date there has been little
research that would enable us to
distinguish between these com-
peting interpretations.

That social capital is an impor-
tant determinant of population
health and health differentials is
a hypothesis that needs to be ex-
plored and tested against com-
peting hypotheses, not a ready-
made explanation that can

simply be “verified” in isolation.
It is not sufficient simply to show
that social capital is associated
with mortality rates, while adjust-
ing for an incomplete set of con-
founders such as income alone.32

If social capital is to be a major
focus of health and social policy
then it is necessary to show that
levels and changes of social capi-
tal explain population mortality
patterns better than other com-
peting theories.

THE PSYCHOSOCIAL
INTERPRETATION

When it is claimed that social
capital is causally associated with
population health, it is not clear
what the etiological pathways are
considered to be. In a recent re-
view, Macinko and Starfield45

document the diverse ways in
which “social capital” has been
operationalized, as variables that
can be computed only at the
community level (e.g., effective-
ness of local government, crime
levels, numbers of demonstra-
tions or strikes) and as aggre-
gates of individual data (e.g., the
proportion of respondents report-
ing low levels of trust in their
neighbors or government, or the
percentage of individuals in-
volved in community groups).

Social capital can be—and has
been—defined broadly to in-
clude virtually all socioeconomic
aspects of society,46 particularly
by proponents of the hypothesis
that social capital is an impor-
tant determinant of population
health.47,48 To link these broad
social factors to health, several
possible causal mechanisms
have been proposed, including
the influence of social cohesion
on health-related behaviors, dif-
ferential procurement of social
services, and variations in indi-
viduals’ access to life opportuni-

ties and material resources (e.g.,
health care, education) that are
consequent on greater inequal-
ity.47,48 However, a narrower
psychosocial definition of the
mechanisms linking social capi-
tal and health has been the most
influential.5

The psychosocial interpreta-
tion proposes that socioeconomic
differences affect health through
perceptions of place in the social
hierarchy.32 Thus, the growing
gap between rich and poor has
led to declining levels of social
cohesion or “trust.” Wilkinson
has argued that perceived low
position in the social hierarchy
produces negative emotions such
as shame and distrust, which are
translated into poor health
through psycho-neuro-endocrine
mechanisms as well as through
stress-induced behaviors such as
smoking.4,5 At the same time,
these negative emotions are
translated into antisocial behav-
ior and reduced participation in
community organizations.

Wilkinson has argued for the
psychosocial interpretation as the
best explanation for the associa-
tions between income inequality
and mortality in some wealthy
countries.4 This argument has in
part been based on animal ex-
periments49,50 that are of ques-
tionable applicability in human
populations—as some of the ani-
mal experimenters themselves
acknowledge.51 However, a
major argument for the psycho-
social interpretation has been
that “a shift in emphasis from ab-
solute to relative standards indi-
cates a fall in the importance of
the direct physical effect of mate-
rial circumstances relative to psy-
chosocial influences.”4(p168)

In fact, little evidence has
been given for this assertion. It
appears to be based on the as-
sumption that in wealthy soci-
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eties the poor have enough for
the daily necessities of life, since
there are countries that have the
same average level of per capita
income as that of the poor in rich
countries, but where average lev-
els of health are considerably
better than the health of the poor
in rich countries. The health
problems of the poor therefore
cannot be due to material condi-
tions and must therefore be due
to psychosocial factors. However,
a given level of income may be
sufficient for daily life in a devel-
oping country but quite inade-
quate in a wealthy country in
which access to a telephone, a
television, a car, and a job may
be necessary to participate in
daily life and to have access to
good health care.

A given income—even when
corrected for purchasing parity
across countries—has different
consequences in societies with
different degrees of inequality.
For example, in cities like Lon-
don, where there are relatively
large numbers of wealthy people
who can support very high prop-
erty prices, even people with in-
comes that, on an international
scale, appear high cannot afford
decent accommodation. The fact
that such competition is local (the
number of wealthy individuals in
London will not influence house
prices in Naples) is commensu-
rate with the finding that inequal-
ities in health according to in-
come are seen within countries,
but not across countries.

A life-course perspective is im-
portant when considering a sec-
ond major argument for the psy-
chosocial perspective. This is the
suggestion that since the gradient
in health outcomes is continuous
across the socioeconomic spec-
trum it cannot be due to absolute
material standards. Thus, with re-
spect to the Whitehall study of

British civil servants, it has been
argued that the “gradient in mor-
tality among civil servants who
are not poor argues for the im-
portance of psychosocial factors
linked to position in the hierar-
chy.”52(p1127) However, this argu-
ment ignores the earlier life expe-
rience of these civil servants. The
top-grade civil servants will al-
most all have come from privi-
leged backgrounds, while the
lower-grade (but still middle-
class) civil servants will in many
cases have come from poorer
backgrounds. Indeed, the top-
grade civil servants are consider-
ably taller and have a consider-
ably lower risk of mortality due
to stomach cancer than the
lower-grade civil servants, sug-
gesting that their childhood cir-
cumstances were more favor-
able.53 Many studies have
demonstrated that deprived cir-
cumstances in childhood increase
the risk of poor health outcomes
in adulthood, independent of
later-life social circumstances.3,54

Thus, when lifetime social cir-
cumstances are taken into consid-
eration, the gradient is not myste-
rious and need not be attributed
to (somewhat mystical) psychoso-
cial influences.

RISK FACTOR OR
OUTCOME?

Levels of income inequality,
social capital, and health in a
community may all be conse-
quences of macrolevel social
and economic processes that in-
fluence health across the life
course. When this dependency
is not seen, then the health asso-
ciations of income inequality
and social capital will not be
seen. It is hardly surprising that
an increasingly individualistic
free market–oriented society, in
which job security is diminished,

benefits have been cut, and the
social security safety net is in-
creasingly fragile, produces both
reduced levels of trust and com-
munity participation and in-
creased inequalities in income
and health. New Zealand, for ex-
ample, has large socioeconomic
inequalities and invests rela-
tively little in education and
other forms of human and social
capital.55 If social capital (and
psychosocial consequences of
position in a hierarchy) were im-
portant direct determinants of
health, it would be expected that
overall health levels should have
deteriorated in recent years in
New Zealand. They have not.
This is consistent with life-
course notions, since the lifetime
experiences of successive co-
horts in New Zealand certainly
improved across the 20th cen-
tury, in line with their improving
health status.

This interpretation of recent
developments in New Zealand is
consistent with the main alterna-
tive explanations for socioeco-
nomic differences in health. Neo-
materialist explanations argue
that interpretations should start
with the structural and material
causes of inequalities rather than
just with perceptions of inequal-
ity. Lynch et al. present the
tongue-in-cheek metaphor of air-
line travel and the effects on
well-being of traveling in econ-
omy class.11 Under a psychoso-
cial interpretation, these health
effects might be due to the feel-
ings of resentment, and conse-
quent loss of social capital, en-
gendered when economy-class
passengers walk past the first-
class seats on leaving the plane
(or perhaps the differing levels of
trust in the airline experienced
by economy- and first-class pas-
sengers). A neomaterialist inter-
pretation would emphasize the

cramped and uncomfortable
seats in economy, the conse-
quent inability of passengers to
sleep, and the fact that improve-
ments in economy class are
often resisted by those who
travel in first class. Although it is
important not to push the anal-
ogy too far, it does make the
point that we should start by ex-
amining the material, institu-
tional, and political factors that
are major determinants both of
community levels of social capi-
tal and of health inequalities. In
this framework, psychosocial
mechanisms may also play a
role, but as just one of a number
of sets of potential pathways be-
tween the macrolevel forces and
health.

WHY IS “SOCIAL
CAPITAL” FASHIONABLE?

Despite the relatively weak na-
ture of the evidence connecting
social capital to population
health, the concept has received
considerable publicity, and in
some instances enthusiastic sup-
port and advocacy, in recent
years.

At first glance, the concept of
social capital seems to have a lot
in its favor. It combines the eco-
nomic concept of “capital” with
social concepts such as “trust”
and “fairness.” Thus “social capi-
tal” takes its place alongside
“economic capital” and “human
capital” as something fundamen-
tal to the smooth functioning of
society and economic growth.
When the importance of social
factors is presented in economic
terminology, these factors are
made more acceptable to the
currently dominant political and
economic orthodoxy.

In fact, the concept of “social
capital” is largely a repackaging
of old ideas such as “community
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capacity,” “empowerment,” and
“social support.”12,33,46 The con-
cept has thus revitalized a field
of research that had produced
relatively weak and inconsistent
findings with major problems of
interpretation as to whether the
observed associations were
causal or were due to reverse
causality (ill health reduces an
individual’s or community’s so-
cial networks) or confounding
(low levels of social networks are
associated with ill health but the
association, rather than being
causal, is due to other socioeco-
nomic factors that influence both
phenomena). Similar considera-
tions apply to the conceptualiz-
ing of social capital in other
fields. Thus it has been sug-
gested that both social capital
and the supposed economic and
social benefits of social capital
are outcomes of political proc-
esses that underlie them both,
rather than being causally
linked.33

A second possible reason for
the concept’s recent popularity is
that the term “social capital” is
flavored with an economic
essence46 in which the consider-
ation of social factors is justified
as a means to the end of eco-
nomic growth (for those with a
market-driven ideology) as well
as an end in itself (for those with
a more communitarian ideol-
ogy).56 Thus, it appears to repre-
sent a “third way,” in which the
community forms the missing
link between macrolevel eco-
nomic policies and individual-
level behaviors. In practice, the
term has been widely embraced
across the political spectrum by
different interest groups who
have interpreted it according to
their own agendas. In particular,
it has been used to depoliticize
issues of social and economic
development.33

BOWLING ALONE OR
BLOWING ALONG?

Finally, it is instructive to ex-
amine how the concept of social
capital has colonized health dis-
course and the ways in which
health researchers have influ-
enced the social capital theorists.
One of the most influential social
capital theorists has certainly
been Robert Putnam, whose
1993 book Making Democracy
Work34 is considered seminal. A
later article and then book, en-
gagingly titled Bowling
Alone35,36—with the lone bowler
standing as the symbol of the vic-
tim of declining social capital—
has had much influence on aca-
demics, social policy analysts,
and politicians.57 How has Put-
nam’s interest in health devel-
oped? In Making Democracy
Work he explicitly states that
health should not be considered
an outcome of social capital:
“[W]e must be careful not to give
governments credit (or blame)
for matters beyond their control.
In the language of policy analy-
sis, we want to measure ‘outputs’
rather than ‘outcomes’—health
care rather than mortality
rates. . . . Health depends on fac-
tors like diet and lifestyle that are
beyond the control of any demo-
cratic government.”34(p65–66)

However, Putnam’s work was
eagerly taken up by health re-
searchers, and only 7 years after
excluding health as an outcome
Putnam claims that “[o]f all the
domains in which I have traced
the consequences of social capi-
tal, in none is the importance of
social connectedness so well es-
tablished as in the case of health
and well-being”; that “bowling
alone represents one of the na-
tion’s most serious public health
challenges”; that social capital is
as well-established and as impor-

tant as smoking as a cause of ill
health, and that these findings
are heartening because “it’s eas-
ier to join a group than to lose
weight, exercise regularly and
quit smoking.”36(p326–331) These
are strong and certain claims for
someone who previously thought
social capital should not be stud-
ied as a cause of health out-
comes. They are also seriously
worrying conclusions if the last
quote is taken seriously by peo-
ple responsible for health policy
(or by people who decide not to
quit smoking because they have
joined the Rotary Club).

Clearly, social capital theorists
are successful social entrepre-
neurs, know a bandwagon when
they see one, and know when it
is time to change horses. It is not
just in the health field that Put-
nam seems to have been influ-
enced by his followers to change
his conclusions about his work.
In Making Democracy Work34 it is
clear that historical-path depen-
dence—in which forces set in
train at one particular time are
relatively autonomous and do not
change rapidly with changing cir-
cumstances, and thus have long-
term effects—is taken to be of
considerable importance, while in
later work Putnam seems to sug-
gest that rapid social change
could yield rapid results.33

Putnam is not an epidemiolo-
gist, and we cannot expect him to
realize that much of what he says
with respect to health makes no
epidemiological sense. We might
hope that his enthusiasm would
be restrained by health research-
ers; however, health researchers
have also been too willing to see
gold where it does not exist.
Thus, remarkably, when Lochner
et al. showed a very weak effect
of income inequality on mortality
(by quintile, low to high income
inequality, relative risks of death

were 1.00, 1.08, 1.10, 1.11, and
1.12) and a very strong effect of
family income (relative risks 1.00,
1.52, 2.14, 2.69), they focused
their discussion on the tiny effects
of income inequality—which they
oversell and which may well be
residual effects of other vari-
ables—being as yet more of “[t]he
evidence linking income inequal-
ity to both population and indi-
vidual health outcomes [that]
continues to grow.”58(p390)

DOWNPLAYING SOCIAL
CAPITAL

Is there any harm in embrac-
ing a concept that has such wide
appeal and that seems to suggest
useful interventions that we can
all feel good about? Almost
everyone is in favor of encourag-
ing community development and
participation in community or-
ganizations. If this not only is
good for health but may also be
good for economic growth, then
what is the problem? Surely in-
terventions that increase com-
munity levels of social capital
must be good for health, and at
least cannot do any harm, so are
the social capital and neomateri-
alist explanations not on the
same side, in that they both
stress the importance of socio-
economic factors, even if they
have different interpretations of
the evidence?

Well, maybe, but we know
that research that focuses on in-
dividual behaviors without con-
sidering the wider social context
can too easily result in blaming
the victim and producing inter-
ventions that can be ineffective
or even harmful.16,59 It would be
accepted by most proponents of
the social capital hypothesis that
simply urging individuals not to
smoke tobacco is ineffective, be-
cause individual smoking behav-
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ior is largely socially determined.
Analogously, it is important to
acknowledge the macrolevel eco-
nomic policies that strongly influ-
ence levels of social capital in a
particular community.33 Other-
wise, intervening in communities
to increase their levels of social
capital may be as ineffective, or
as damaging, as intervening to
encourage individuals to change
their lifestyles. Usually such an
approach doesn’t work, creates
resentment, overloads commu-
nity resources, and “blames the
victim.” Thus, as Lynch et al.
have noted, “there has been little
discussion of the possibility that
focusing on what materially and
politically disenfranchised com-
munities can do for themselves
may be akin to victim blaming at
the community level.”11(p1201)

A further issue is that in-
creases in social capital for some
sections of the community may
represent decreases in social cap-
ital for others. In the US context,
it has been argued that levels of
social capital may be high in the
National Rifle Association or the
Mafia, but this may not be good
for public health.12 Similarly, Put-
nam recently remarked on the
increases in social capital occur-
ring during wartime, with respect
to the effects in the United States
of the so-called war against ter-
rorism,60 but this increase in so-
cial capital in one country is cer-
tainly not beneficial to the health
of infants and children in Af-
ghanistan and Iraq.

It should also be noted that,
even within a particular commu-
nity or demographic group, in-
creased community involvement
may not necessarily be good for
health.61 The modern move to
the cities and away from tradi-
tional communities has occurred
not only for economic reasons
but has often also involved a

break from stifling social net-
works that reinforce traditional
values, both positive and nega-
tive. Strong social networks can
be coercive and sources of strain
as well as support.11,61 Of course,
as Sen notes, “if a traditional way
of life has to be sacrificed to es-
cape grinding poverty or minus-
cule longevity . . . then it is the
people directly involved who
must have the opportunity to
participate in deciding what
should be chosen.”9(p31) The point
is that it is possible to overro-
manticize traditional community
values and that many people
choose, and should have the
right to choose, to escape from
traditional social networks that
are harmful to their health.

Finally, the vagueness of the
concept of social capital makes it
widely acceptable but open to
widely varying interpretations,
and it offers little in the way of
effective interventions. The dan-
ger is that this vague, popular
concept diverts attention from
the macrolevel economic and so-
cial policies that set the bounds
within which communities and
individuals live.33 There is no
great mystery as to why socio-
economic and health inequalities
have increased in countries such
as New Zealand in the last 20
years.62,63 Health researchers
should consider the health effects
of macrolevel policies and should
not study community-level fac-
tors (such as social capital) or in-
dividual-level factors (such as
lifestyle) out of context. To take
these macrolevel economic poli-
cies as a given and then study
only factors that may have a
marginal effect on health is un-
scientific and leads to social pol-
icy that is at best ineffective and
at worst harmful to the health of
individuals, communities, and
populations.
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