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Abstract: Objectives: Social capital has been recognized as one important social determinant for health, but we still have 
limited knowledge about how it can be used to explain inequality in health. This study investigated the links between 
individual social capital and self-rated health by gender and educational level, and analyzed if access to social capital 
might explain the observed disparities in self-rated health between men and women and different educational groups. 
Study design: A cross-sectional survey in Northern Sweden. Methods: A social capital questionnaire was constructed and 
mailed to 15 000 randomly selected individuals. Different forms of structural and cognitive social capital were measured. 
Self-rated health was used as the outcome measure. Crude and adjusted OR and 95% CI were calculated for good self-
rated health and access to each form of social capital. Multivariate regression was used to analyze how sociodemographic 
factors and access to social capital might influence differences in self-rated health by gender and educational level. 
Results: Access to almost each form of social capital significantly increased the odds for good self-rated health for all 
groups. A higher education significantly increased the odds for access to each form of social capital, and being a man 
significantly increased the odds for having access to some forms of social capital. The health advantage for higher 
educated and men partly decreased when controlling for access to social capital. Conclusions: Access to social capital can 
partly explain the observed health inequality between men and women and different educational groups. Strengthening 
social capital might be one way of tackling health inequality. It is important to consider the structural conditions that 
create unequal opportunities for different groups to access social capital. 
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INTRODUCTION 

 Social capital has become a vital but debated concept 
within social epidemiology and public health research. Whe-
ther social capital is a collective feature, “social networks, 
the reciprocity that arise from them, and the value of these 
for achieving mutual goals” [1 p.1], or an individual 
attribute, “the ability of actors to secure benefits by virtues 
of memberships in networks and other social structures [2 p. 
6], has been widely discussed. Currently several researchers 
advocate that social capital has both individual and collective 
characteristics [3, 4] even though the level of analysis, i.e., 
individual or collective, requires distinct theoretical and 
methodological considerations.  

 Collective, i.e., social cohesion, approaches [5-8] view 
social capital as something characterizing whole commu-
nities or states by levels of social participation, trust, and 
reciprocity. Collective social capital is believed to promote 
various collective and individual benefits such as democracy, 
economic sustainability as well as health [5, 6]. Since social 
capital is viewed as a collective and non-exclusive good [4], 
it is hypothesized that individuals who live in high social 
capital areas may benefit despite being low-trusting or low 
participating individuals. 
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 The current paper relies on an individual, i.e., social net-
work, approach towards social capital. Social capital is 
viewed as resources accessible to individuals by involvement 
in social networks or other social structures [9, 10]. These 
can be various forms of support, information, knowledge, or 
material resources that are useful for reaching certain ends 
(such as health) that would not be possible to reach in the 
absence of the networks. These resources do not reside 
within the individual (i.e., intrapersonal resources) but in the 
structure of his/her social networks. Thus, to gain access to 
social capital an individual must be related to others. Access 
to individual social capital is believed to influence health by 
ensuring social support, control, status and participation that 
may decrease levels of stress and thereby have positive 
effects on health [11].  

Social Capital and Health 

 Numerous studies have investigated the potential link 
between social capital and health outcomes such as mortality 
[12-14], cardiovascular diseases [15] obesity, physical 
inactivity [16] and self-rated health [17-22]. To date, the 
strongest association has been found between trust (as an 
indicator of social capital) and self-rated health [23]. Self-
rated health is a subjective summary of how people perceive 
their overall health [24] and has shown high reliability in 
repeated measurements [25]. Self-rated health has an 
independent effect as a predictor of mortality [26, 27] and 
strengthens the effect of biomedical risk factors in predicting 
stroke, especially among men [28]. 
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 The link between social capital and health is still some-
what unclear.  Studies have been inconclusive or shown 
conflicting results. Consequently, the field has been criti-
cized as being based on weak evidence and limited theore-
tical conceptualization [29, 30]. However, others interpret 
the discrepancy in research results as partly due to “lack of 
convergence in the social capital measures used…and the 
extent to which residual confounding is handled” [22 p. 
2271].  Many studies depend on secondary data retrieved 
from existing registers or surveys and this result in the use of 
single indicators to measure social capital. Harpham, Grant 
and Thomas [31] underline the need of specifically designed 
questions for the explicit purpose of measuring social capital 
in various contexts. Distinguishing between structural and 
cognitive social capital has also been identified as important 
for deriving more conclusive results about the relation 
between social capital and health [3]. 

 A systematic review of 1996-2006 literature on the link 
between social capital and physical health showed that of the 
51 reviewed studies, 43 were based on a social cohesion 
approach (ecological or multilevel) while only 8 applied an 
individual level approach [23]. Even if the link between 
collective social capital and health needs to be expanded, 
development of the relation between individual social capital 
and health is essential since it can contribute to an increased 
understanding of the observed health inequality between 
groups within a community. The underlying assumption is 
that social and gender inequalities in health can be at least 
partly understood by the degree of social capital that is 
accessible to different groups in society. Access to social 
capital is in turn influenced by social structural conditions 
and therefore not equally distributed in society [32]. 

 Rose [18] explored the role of social and human capital 
in explaining inequalities in health among Russians. The 
results indicate that both human and social capital account 
for much of the variation in self-rated physical and emo-
tional health. Social capital indicators such as participation 
in or exclusion from various networks, reliable friends, 
control over life, as well as trust, increase levels of good 
health more than human capital (i.e., education, age, gender, 
household income and socioeconomic status). In Finland, 
Hyyppä and Mäki [19] examined access to social capital 
among the Swedish-speaking minority and the Finnish-
speaking majority living in the same community. They 
concluded that the Swedish-speaking group had access to 
more social capital (civic trust, civic participation) and that 
membership in religious associations and number of helpful 
friends was positively associated with self-rated health; 
mistrust had a negative association.  

 The annual Swedish national public health survey, con-
ducted by the Swedish National Institute of Public Health, 
demonstrates clear social and gender inequalities in health. 
Women have higher levels of illness absence and higher 
levels of health care utilization than men [33]. Also, a higher 
proportion of the Swedish women than men have poor self-
rated general and mental health [34]. More Swedes with high 
education (i.e., university) rate their health as good compared 
to those with less education (basic and secondary) [34]. 
Those with high education are also less likely to be obese or 
smoke compared with people with low education [35]. 

 Investigating the association between self-rated health 
and access to different forms of social capital may increase 
understanding of observed gender and social inequality and 
how to intervene against this inequality within a Swedish 
context.  

Aim 

 The overall aim of this study was to investigate the links 
between individual social capital and self-rated health by 
gender and educational level.  

 The specific aims were: 

• To describe the distribution of self-rated health by socio-
demographic factors and access to social capital 

• To determine the association between structural and 
cognitive social capital and self-rated health  

• To assess differences in access to structural and cog-
nitive social capital  

• To analyze how access to structural and cognitive social 
capital might influence differences in self-rated health  

Different Forms of Social Capital  

 The theoretical development of social capital has led to a 
distinction between different forms of capital. Most current 
definitions distinguish between structural and cognitive 
social capital [22, 31]. Structural social capital concerns con-
nections and participation in various network activities [31, 
36] while cognitive social capital refers to less tangible 
factors such as perceptions of trust, solidarity, and 
reciprocity [36]. 

 The structural components of social capital can in turn be 
divided into bonding, bridging, and linking social capital. 
Bonding social capital is characterized by involvement in 
(often small) networks with strong ties between the members 
that strengthen common identities and function as a source 
of help and support among members. Bridging social capital 
is described as involvement in networks with weaker ties 
that link people from different networks together and thereby 
become important sources of information and resources [6, 
37]. Szreter and Woolcock [7] introduced the concept of 
linking social capital which consists of involvement in net-
works with vertical ties between people in different formal 
or institutionalized power hierarchies in a society. Table 1 
illustrates the distinction between structural and cognitive 
social capital and their corresponding components.  

 Different forms of social capital are believed to affect 
health in various ways. Harpham et al. [31] state that struc-
tural social capital can influence the access to institutions 
and resources which might provide support and reduce the 
effect of negative life events. Thus, bonding social capital 
might provide emotional support that thereby reduces stress 
[38]. Bridging and linking social capital are believed to 
increase access to health information, health services and 
other resources that might improve the ability to solve health 
problems [38]. Access to cognitive social capital can 
influence health by enhancing feelings of safety and self 
esteem [38]. Many studies indicate a stronger association 
between self-rated health and the cognitive forms of social 
capital than with the structural components [23, 39, 40]. 
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MATERIALS AND METHODS 

Study Design and Data Collection 

 This study used survey data from a random sample of 
people living in region of Umeå, Northern Sweden. A social 
questionnaire was mailed to 15 000 randomly selected indi-
viduals, 18-84 years old, and stratified by municipality. Data 
collection was performed in collaboration with Statistics 
Sweden during October 2006 - January 2007. Data from a 
total of 4836 women and 3980 men (n=8816) were collected.  

 The Umeå region consists of six collaborating munici-
palities located in the northern county of Västerbotten, 
Sweden. The region has a population of 140 000 citizens: 
100 000 live in the largest municipality, Umeå and the 
remaining 40 000 reside in more rural areas. The ques-
tionnaire was based on a thorough review of existing inter-
national measure instruments and developed to measure both 
structural and cognitive social capital at individual and 
neighbourhood levels. Representatives from the participating 
municipalities were actively involved in the development of 
the questionnaire and both officials and local politicians took 
part in discussions about the final design. The questionnaire 
covered the following content areas: 

• Sociodemographic background factors  

• Perceptions about living area 

• Civic and political engagement  

• Reciprocity and trust 

• Social networks  

• Social support  

• Self-rated health and health-related quality of life 

 Individually linked register variables such as sex, age, 
marital status and country of birth were taken from the 
population register (Statistics Sweden) and added for use in 
this study.  

Measurement of Social Capital 

 We wanted detailed and comprehensive measures of 
different forms of social capital. However, there are only a 
few studies that have empirically investigated the effects of 
different forms of social capital on health [22]. Our deve-
lopment of different measurements for structural and cog-
nitive social capital was designed in accordance with sugges- 
 

tions from the literature [4, 31] and based on a thorough 
review of existing international instruments for measuring  
 

social capital. In this paper, the analysis focuses on indivi-
dual social capital. Collective social capital will be included 
in a separate analysis and reported elsewhere.  

Measurement of Structural Social Capital 

 Structural social capital was measured by involvement in 
bonding, bridging, and linking social networks. We created 
indexes since these are broad concepts based on several 
variables. Initially, variables/items that could be theoretically 
linked to the concepts of bonding, bridging and linking 
social capital were selected and used in a confirmatory factor 
analysis. The factor analysis was performed using the 
software AMOS 17 and carried out separately for each form 
of structural social capital. Hence, the confirmatory factor 
analysis was used to examine whether our theoretically 
selected items also emerged as statistical clusters. For the 
bonding index, some variables had to be excluded due to too 
little variation in the item. This concerned questions such as 
those about “good social relations with family and friends” 
where more than 90% of the respondents answered “yes”. 
Overall, this analysis indicated high levels of close relations 
with family and friends in the target population. The factor 
analysis resulted in five significantly connected items for the 
bonding index, three significantly connected items for the 
bridging index, and four significantly connected items for 
the linking index. Due to the large sample size, even low 
values of factor loadings (ie, below 0.50) became significant. 
However, in order to give each index equal weight, we kept 
the three items with the highest factor loading for each 
index. Hence, each index could have a total score of three. 
All variables where dichotomized in further analyses. Table 
2 illustrates the variables included in the three indexes.  

 For the variables included in the bonding index, res-
pondents were asked to answer “yes”, “no” or “not appli-
cable to me”. The last option was coded as no. In the first 
bridging item, respondents were asked about the size of their 
social network, given four different options: 0-5, 6-10, 11-
15, or more than 15 people, where the last option gave one 
score. The question about engagement in associations 
consisted of a list of 15 different types of associations, (such 
as sports, church, parents, youth, relief, or cultural groups) 
where involvement in at least one association was required 
to get one score. Concerning participation in public events 
the respondents were asked to answers yes or no, as well as 
for the variables included in the linking index. Each “yes” 
answer gave one score. When dichotomizing the index, one  
 

Table 1. Structural and Cognitive Social Capital - Definitions and Components 

 

STRUCTURAL SOCIAL CAPITAL 

Participation in Social Networks 

COGNITIVE SOCIAL CAPITAL 

Perceptions of Trust, Reciprocity and Safety 

• Involvement in Bonding Networks 

• Involvement in Bridging Networks 

• Involvement in Linking Networks 

• Trust; generalized, personalized and institutionalized 

• Reciprocity norms 

• Safety 
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to three scores were coded as having “access” to this form of 
social capital, while zero score was coded as having “no 
access”. 

Measurement of Cognitive Social Capital 

 In line with theoretical and methodological development 
in the field of social capital, cognitive social capital was 
measured using single variables for perceptions of trust, 
reciprocity norms, and sense of security [31]. All variables 
were dichotomized for the analyses. Previous studies [6, 40] 
have shown the importance of distinguishing between 
different kinds of trust, such as trust in people in general 
(sometimes referred to as “thin” trust), trust in people one 
knows (personalized or “thick” trust) and trust in formal 
institutions (institutionalized trust). Thus, generalized, perso-
nalized and institutionalized trusts were assessed separately. 

 Generalized trust was assessed by the question “do you 
think most people can be trusted, even those you are not 
personally known to?” (yes/no), where yes indicated access 
to generalized trust. Personalized trust was assessed by the 
question “Do you feel you can trust people in your neigh-
bourhood?” with the options yes-totally, yes-partly, no-not 
really, no-not at all, and the first two options indicated access 
to personalized trust in the dichotomized measure. Institu-
tionalized trust was assessed by the question “In general, 
how much do you trust the following public institutions?” 
followed by a list 13 public institutions (such as the social 
services, health care, the media and the church). Options 
were graded as very much, rather much, rather little, not at 
all, and no opinion. The first two options were combined to 
indicate trust in the dichotomized measure. Trust in 7-13 

public institutions was classified as having access to 
institutional trust when the 13-item summary measure was 
created. Reciprocity norms was accessed by the statement; 
“If one help others, one can expect to get help when needed”. 
The statement was graded on a four point scale ranging from 
“fully agree” to “do not agree at all”. Fully agree and partly 
agree were combined to indicate access to reciprocity norms 
in the dichotomized measure. Sense of security was assessed 
by the question “How secure or insecure do you feel when 
walking alone in your neighbourhood during evenings?” The 
question was graded on a four point scale ranging from very 
secure to very insecure. The option “don’t know/never out 
alone” was also given. Very secure and fairly secure was 
combined to indicate access to security in the dichotomized 
measure. Table 3 summarizes the variables used to assess 
cognitive social capital.  

 The partial non responses were low (less than 3% for 
almost all questions) and were taken into account by coding 
them as “no”, indicating no access to that form of social 
capital.  

Measurement of Self-Rated Health 

 Self-rated health was used as the outcome measure. In 
our study the respondents were asked to grade their general 
health on a five point scale from very good to very poor 
(How to you perceive your overall health during this last 
year? - Very good, fairly good, fair, fairly poor, and very 
poor). Those who answered that their general health was 
very or fairly good were considered as having good self-
rated health when the measure was dichotomized.  

Table 2. Variables Included in the Bonding, Bridging and Linking Indexes Used to Assess Structural Social Capital 

 

Structural Social Capital Variables Included 

BONDING 

Social Capital 

• Have good social relations with neighbours 

• Have done favours for a neighbour during the last 12 months 

• Have received favours from a neighbour during the last 12 months 

BRIDGING 

Social Capital 

• Have a social network consisting of more than 15 people 

• Have been engaged in at least one association during the last 12 months 

• Have participated in public events during the last 12 months 

LINKING 

Social Capital 

• Have contacted an authority or politicians in order to influence local decisions during the last 12 months 

• Have participated in public meetings in order to influence local decisions during the last 12 months 

• Have been engaged in a political party during the last 12 month 

 

Table 3. Variables Used to Assess Cognitive Social Capital 

 

Cognitive Social Capital Variables 

Trust 

• Generalized: Trust people in general, even if not personally known 

• Personalized: Trust people in the neighbourhood 

• Institutionalized: Trust at least 7 out of 13 enumerated public institutions 

Reciprocity norms • Agree to the statement “If one help others, one can expect to get help when needed” 

Sense of security • Feel very or fairly secure when walking alone in the neighbourhood during evenings 
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Measurements of Sociodemographic Variables 

 Sex (men/women) was used to indicate gender diffe-
rences. Education (higher/secondary/basic) was used to 
categorize educational level. “Higher” education indicates 
university and college university education; “secondary” 
education indicates upper secondary, vocational or folk high-
school education; and “basic” education indicates 6-9 year 
compulsory school education. In accordance with previous 
literature or [31], the following variables were considered as 
potential important confounders / control variables: Age (age 
groups 18-30, 31-64, and 65-84 years), Marital status (living 
with partner/living alone), Children at home (living with 
children below 18 years of age; yes/no), Country of birth 
(Sweden/other), and Level of urbanization (urban/ rural). 
Level of urbanization was classified into urban/rural based 
on participants’ description of their living area. Those who 
described their living areas as small village or hamlet were 
considered to be rural while those who described their living 
area as a district, street, block or housing area were 
considered to be urban.  

Statistical Analyses 

 The distribution of all variables by good vs. poor self-
rated health was calculated. Crude odds ratios (OR) and 95% 
confidence intervals (CI) for good self-rated health were 
calculated. To investigate the association between social 
capital and health by gender and educational level, OR and 
95% CI were calculated for good self-rated health and each 
form of social capital, stratified by sex and educational level, 
and controlled for other sociodemographic variables. OR and 
95% CI were calculated for men’s and women’s access to 
each form of social capital, controlling for all sociodemo-
graphic variables. To analyze the access to each form of 
social capital by educational level, OR and 95% CI were 
calculated for all educational groups (basic/ secondary/ 
higher), and controlled for all other sociodemographic 
variables. To analyze how access to social capital might 
influence differences in self-rated health by gender and 
educational level, OR and 95% CI were calculated for good 
self-rated health for men and women as well as different 
educational groups. A multivariate regression model was 
built, stepwise controlling for a) all sociodemographic 
variables, b) sociodemographic variables plus access to 
structural social capital, c) sociodemographic variables plus 
access to cognitive social capital, and d) sociodemographic 
variables plus access to structural and cognitive social 
capital. All analyses were performed using SPSS version 
15.0 software. 

RESULTS 

 The response rate was approximately 60% (8816 res-
pondents). The non response rates were slightly higher 
among men (56%) and younger people (40%) compared to 
women (43%) and older people (30%).  

 Table 4 shows the distribution of variables by self-rated 
health, as well as crude ORs for good self-rated health for all 
variables. A higher proportion of the men (71%), rated their 
health as good compared to women (65%). Similarly, a 
higher proportion of people with a higher or secondary 
education reported their health as good compared to people 

with a basic education. Of those living in urban areas, 69% 
reported their health as good compared to 41% in rural areas. 
A slightly higher proportion of those living with partner 
rated their health as good compared to those living alone, as 
well as those living with children below 18 years of age 
compared to those living without children. Univariate 
logistic regression was used to analyze if these patterns 
remained significant. The results showed that men had 
higher odds for rating their health as good compared to 
women (OR 1.29). Further, a higher or a secondary degree 
significantly increased the odds for good self-rated health 
(OR 2.3 and 1.7) compared to a basic education. Living with 
partner significantly increased the odds of reporting good 
health (OR 1.39), as did living with children below 18 years 
of age (OR 1.42). Living in urban areas slightly increased the 
odds for good self-rated health (OR 1.12), while there was 
no significant difference in odds for good self-rated health 
by country of birth.  

 Table 4 shows that those who have access to social 
capital report their health as good to a greater extent than 
those who do not have access. This pattern concerned all 
forms of social capital. Univariate logistic regression showed 
that access to both structural and cognitive social capital 
significantly increased the odds for good self-rated health. 
The odds for good self-rated health were approximately 
twice as high for those with access to each form of cognitive 
social capital (institutional trust OR 1.82, generalized trust 
OR 1.98, personalized trust OR 2.18, reciprocity norms OR 
1.86, and sense of security OR 2.06). Access to structural 
social capital also increased the odds for good self-rated 
health, although to a lower extent; access to bridging social 
capital increased the odds for good self-rated health by 80%, 
access to bonding by almost 30%, while access to linking 
social capital just slightly increased the odds for good self-
rated health (OR 1.17).  

The Association between Structural and Cognitive Social 
Capital and Self-Rated Health by Gender and Educational 

Level 

 Table 5 illustrates the association between each form of 
social capital and good self-rated health, stratified by sex and 
educational level, and controlled for other sociodemographic 
variables. Access to each form of social capital, except for 
linking, significantly increased the odds for good self-rated 
health for both men and women as well as for all educational 
groups. Access to the cognitive forms of social capital, i.e., 
trust, reciprocity norms, and sense of security, was more 
important for good self-rated health than the structural forms 
of social capital, although access to bonding and bridging 
social capital increased the odds for good self-rated health. 
Thus, access to the same forms of social capital was health-
enhancing for men, women, and all educational groups. 

Gender and Educational Level Differences in Access to 
Structural and Cognitive Social Capital 

 Table 6 illustrates the variance in access to each form of 
social capital by gender and educational level after 
controlling for sociodemographic variables. The likelihood 
of having access to bonding and linking social capital was 
higher among men compared to women. On the other hand, 
women had 20% higher odds for access to bridging social 
capital. Concerning the cognitive forms of social
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Table 4. Distribution of Variables by Self-Rated Health, and Crude Odds Ratios (OR) with 95 % Confidence Intervals (CI) for 

Good Self-Rated Health 
 

 Total (n=8816) 100% 
Good Health (n=5982) 

67.8% 

Poor Health (n=2834) 

32.2% 

Crude OR Good Self-

rated Health 

Sex     

Women 54.9 65.3 34.7 1 

Men 45.1 70.9 29.1 1.29 (1.18-1.42) 

Educational level     

Basic 24.9 56.0 44.0 1 

Secondary 46.2 68.9 31.1 1.70 (1.56-1.94) 

Higher 28.8 74.7 25.3 2.30 (2.05-2.61) 

Age     

65-84 22.8 57.8 42.2 1 

31-64 60.1 69.5 30.5 1.66 (1.50-1.85) 

18-30 17.2 74.7 25.3 2.15 (1.87-2.47) 

Marital status     

Living alone 31.1 63.0 37.0 1 

Living with partner 68.9 70.2 29.8 1.39 (1.26-1.52) 

Children at home     

No 72.8 65.8 34.2 1 

Yes 27.2 73.1 26.9 1.42 (1.28-1.57) 

Level of urbanization     

Rural living 43.7 66.5 33.5 1 

Urban living 56.3 68.9 31.1 1.12 (1.02-1.22) 

Country of Birth     

Other 5.7 67.4 32.6 1 

Sweden 94.3 67.9 32.1 1.02 (0.85-1.23) 

STRUCTURAL SOCIAL CAPITAL    

Bonding     

No Access 60.3 65.8 34.2 1 

Access 39.7 71.2 29.0 1.27 (1.16-1.39) 

Bridging     

No Access 35.9 59.8 40.2 1 

Access 64.1 74.2 27.6 1.81 (1.59-2.06) 

Linking     

No Access 62.1 66.6 33.4 1 

Access 37.9 70.0 30.0 1.17 (1.07-1.29) 

COGNITIVE SOCIAL CAPITAL    

Institutional trust     

No Access 68.3 63.9 36.1 1 

Access 31.7 76.4 23.6 1.82 (1.65-2.02) 

Generalized trust – agree that all people can be trusted    

No Access 22.6 55.8 44.2 1 

Access 77.4 71.4 28.6 1.98 (1.79-2.19) 

Personalized trust - trust in neighbours    

No Access 7.5 50.8 49.2 1 

Access 92.5 69.2 30.8 2.18 (1.86-2.55) 

Reciprocity norms – agree that helping others pays back    

No Access 13.9 55.4 44.6 1 

Access 86.1 69.9 30.1 1.86 (1.65-2.11) 

Sense of security - level of security when walking alone at evenings   

No Access 17.4 54.1 45.9 1 

Access 82.6 70.8 29.2 2.06 (1.84-2.30) 
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Table 5. Odds Ratios (OR) with 95 % Confidence Intervals (CI) for Good-Self-Rated Health by Access to each form of Social 

Capital, Stratified by Sex and Educational Level 

 

OR Good Self-Rated Health*  OR Good Self-Rated Health** 

Sex Educational Level Form of Social Capital 

STRUCTURAL 
Women Men Basic Secondary Higher 

No Access 1 1 1 1 1 
Bonding 

Access 
1.37 

(1.20-1.56) 
1.37 

(1.18-1.59) 

 

1.34 
(1.11-1.60) 

1.41 
(1.20-1.64) 

1.38 
(1.15-1.65) 

 

No Access 1 1 1 1 1 

Bridging 
Access 

1.64 
(1.44-1.87) 

1.48 
(1.28-1.71) 

 1.55 
(1.30-1.85) 

1.61 
(1.39-1.86) 

1.55 
(1.28-1.88) 

 

No Access 1 1 1 1 1 

Linking 
Access 

1.11 
(0.97-1.28) 

1.10 
(0.94-1.28) 

 1.25 
(1.01-1.54) 

1.01 
(0.87-1.16) 

0.93 
(0.79-1.10) 

COGNITIVE  

No Access 1 1 1 1 1 
Institutional 

trust Access 
1.67 

(1.43-2.18) 
1.79 

(1.52-2.11) 

 1.75 
(1.42-2.16) 

1.73 
(1.46-2.04) 

1.67 
(1.40-1.99) 

 

No Access 1 1 1 1 1 
Generalized 

trust Access 
1.84 

(1.60-2.12) 
1.83 

(1.56-2.15) 

 1.74 
(1.44-2.11) 

1.91 
(1.63-2.24) 

1.79 
(1.44-2.23) 

 

No Access 1 1 1 1 1 
Personalized 

Trust Access 
2.34 

(1.89-2.90) 
2.23 

(1.71-2.91) 

 2.51 
(1.78-3.53) 

2.05 
(1.61-2.62) 

2.53 
(1.85-3.46) 

 

No Access 1 1 1 1 1 
Reciprocity 

Norms Access 
1.77 

(1.50-2.09) 
1.78 

(1.47-2.16) 

 1.63 
(1.30-2.06) 

1.88 
(1.54-2.30) 

1.83 
(1.45-2.30) 

 

No Access 1 1 1 1 1 
Sense of 

Security Access 
1.91 

(1.66-2.20) 
1.80 

(1.37-2.35) 

 1.97 
(1.58-2.45) 

1.81 
(1.47-2.23) 

1.82 
(1.46-2.27) 

*Adjusted for age, education, marital status, children at home and level or urbanization 
**Adjusted for sex, age, marital status, children at home and level of urbanization 

 
 

capital, men had higher odds for access to personalized trust 
(OR 1.33) and slightly higher odds for access to generalized 
trust (OR 1.12) compared to women. Further, men had more 
than five times higher odds for access to a sense of security 
(OR 5.72) compared to women.  

 Table 6 shows that access to all forms of social capital 
was unequally distributed between different educational 
groups. There were significant differences between higher 
and basic educated individuals in access to each form of 
social capital. People with higher education had significantly 
higher odds for access to all forms of social capital compared 
to those with a secondary or basic education. For the 
structural forms of social capital, those with higher 
education had more than four times higher odds for access to 
bridging (OR 4.40), and around three times higher odds for 
access to linking social capital (OR 3.12) than those with 
basic education. This discrepancy between the educational 

groups was considerably smaller regarding access to bonding 
social capital (OR 1.38 for those with a higher education). 
Concerning the cognitive forms of social capital, the higher 
educated had three times higher odds for access to gene-
ralized trust (OR 3.04), around two times higher odds for 
access to institutional and personalized trust (OR 2.12 and 
2.39 respectively), 70% higher odds for sense of security and 
40% higher odds for access to reciprocity norms than those 
with a basic education.  

Do differences in access to structural and cognitive social 
capital influence the distribution of self-rated health by 
gender and educational level? 

 A question that naturally arises is whether men’s self-
rated health advantage (crude OR 1.29, see Table 4) over 
women remains after controlling for access to social capital. 
Table 7 illustrates OR for good self-rated health when con-
trolling for various variables. Men’s health advantage over 
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women increased when controlling for all sociodemographic 
variables (OR 1.36). When access to structural social capital 
was added to the model, men’s health advantage remained. 
This can probably be  explained by women’s higher odds for  
access to bridging social capital (Table 6). However, when 
controlling for access to cognitive social capital, men’s 
health advantage over women decreased (OR 1.21). This 
indicates that men’s greater access to cognitive social capital 
(especially sense of security, see Table 6) can partly explain 
men’s self-rated health advantage. No further difference in 
OR for good self-rated health between men and women was 
found when controlling for access to both structural and 
cognitive social capital.  

 Similarly, one could question if the health advantage for 
those with secondary and higher education (Crude OR 1.70 
and 2.30 respectively) remains after controlling for access to 

social capital. Table 6 showed that those with a higher 
educational level (secondary and higher) had higher odds for 
access to all forms of social capital, both structural and cog-
nitive, compared to those with a basic education. Table 7 
shows how the self-rated health advantage for the high edu-
cated groups decreased when controlling for sociodemo-
graphic variables (OR 1.42 for secondary and OR 1.92 for 
higher education). After controlling for access to structural 
and cognitive social capital, the health advantage for the 
higher and secondary educated decreased further. When 
controlling for access to both structural and cognitive social 
capital, the odds for good self-rated health decreased even 
further (OR 1.25 for secondary and OR 1.50 for higher 
education). This indicates that the self-rated health advantage 
for the high and secondary educational groups can be partly 
explained by their higher likelihood of having access to 
social capital. 

Table 6. Odds Ratios (OR) with 95 % Confidence Intervals (CI) for Access to each form of Social Capital by Sociodemographic 

Variables 

 

 OR Access to STRUCTURAL 

social capital* 

OR Access to COGNITIVE 

social capital* 

 Bonding Bridging Linking 
Institutional 

trust 

Generalized 

trust 

Personalized 

trust 

Reciprocity 

norm 

Sense of 

security 

Women 1 1 1 1 1 1 1 1 

Sex 

Men 
1.20 

(1.10-1.31) 

0.82 

(0.75-0.90) 

1.22 

(1.11-1.33) 

1.06 

(0.96-1.16) 

1.12 

(1.01-1.24) 

1.33 

(1.13-1.58) 

1.11 

(0.98-1.25) 

5.72 

(4.93-6.63) 

Basic 1 1 1 1 1 1 1 1 

Secondary 
1.29 

(1.14-1.47) 

2.16 

(1.91-2.46) 

2.34 

(2.04-2.69) 

1.23 

(1.08-1.42) 

1.43 

(1.24-1.64) 

1.44 

(1.14-1.81) 

1.20 

(1.01-1.42) 

1.57 

(1.32-
1.87) 

Education 

Higher 
1.38 

(1.20-1.59) 

4.40 

(3.82-5.07) 

3.12 

(2.71-3.61) 

2.12 

(1.84-2.45) 

3.04 

(2.58-3.57) 

2.39 

(1.85-3.09) 

1.40 

(1.17-1.69) 

1.71 

(1.43-2.04) 

65-84 1 1 1 1 1 1 1 1 

31-64 
0.67 

(0.59-0.76) 

0.78 

(0.69-0.89) 

0.99 

(0.87-1.13) 

1.05 

(0.91-1.20) 

1.07 

(0.93-1.24) 

0.59 

(0.45-0.77) 

1.19 

(1.00-1.41) 

2.24 

(1.90-2.66) Age 

18-30 
0.19 

(0.16-0.22) 

0.73 

(0.62-0.85) 

0.74 

(0.64-0.87) 

0.78 

(0.66-0.92) 

0.67 

(0.57-0.80) 

0.25 

(0.19-0.33) 

1.06 

(0.86-1.29) 

1.40 

(1.16-1.69) 

Living 

alone 
1 1 1 1 1 1 1 1 

Marital status 
Living with 

partner 

1.44 

(1.30-1.60) 

1.21 

(1.09-1.34) 

1.10 

(1.00-1.22) 

1.14 

(1.02-1.26) 

1.35 

(1.20-1.51) 

1.62 

(1.36-1.92) 

1.31 

(1.27-1.99) 

1.31 

(1.15-
1.49) 

No 1 1 1 1 1 1 1 1 

Children at home 
Yes 

1.15 

(1.03-1.28) 

1.41 

(1.26-1.59) 

1.13 

(1.01-1.26) 

1.09 

(0.97-1.22) 

0.98 

(0.85-1.11) 

1.16 

(0.94-1.44) 

1.19 

(1.01-1.40) 

1.14 

(0.97-1.35) 

Rural 1 1 1 1 1 1 1 1 
Level of 

urbanization 
Urban 

0.50 

(0.45-0.55) 

0.95 

(0.87-1.05)  

0.90 

(0.82-0.99) 

1.00 

(0.91-1.10) 

1.04 

(0.94-1.16) 

0.57 

(0.48-0.69) 

0.72 

(0.63-0.82) 

0.29 

(0.26-0.34) 

Other 1 1 1 1 1 1 1 1 

Country of birth 
Sweden 

1.70 

(1.38-2.08) 

1.68 

(1.39-2.02) 

1.16 

(0.96-1.41) 

1.75 

(1.42-2.16) 

2.18 

(1.80-2.64) 

2.60 

(2.03-3.34) 

1.59 

(1.27-1.99) 

1.46 

(1.16-1.83) 

*Based on a model including all sociodemographic variables. 

 



Social Capital, Gender and Educational Level The Open Public Health Journal, 2010, Volume 3     9 

DISCUSSION 

 The aim of this study was to investigate the links bet-
ween structural and cognitive social capital and self-rated 
health by gender and educational level. Further, we wanted 
to determine if access to social capital might explain the 
observed disparities in self-rated health between men, 
women, and different educational groups. Our results show 
that both structural and cognitive social capital increase the 
odds of good self-rated health almost equally for men and 
women, as well as groups with high, secondary or basic 
education (Table 5). While no major differences were found 
in the association between social capital and self-rated health 
by gender and educational level, large disparities were found 
in the odds for access to social capital, both by gender and 
between different educational groups (Table 6). Having a 
higher education significantly increases the odds for access 
to each form of social capital. Being a man significantly 
increases the odds of having access to two of three forms of 
structural social capital (bonding and linking) and three of 
five cognitive forms of social capital (generalized trust, 
personalized trust and sense of security). Further, the results 
show that the observed self-rated health advantage for men 
and higher education groups can be partially explained by 
their greater likelihood of access to social capital.  

The Association between Different Forms of Social Capital 
and Self-Rated Health 

 The cognitive components of social capital used (i.e., 
institutional, generalized, and personalized trust, reciprocity 
norms, and sense of security) were in accordance with pre-
vious studies [23, 39-41]. Cognitive components increase the 
odds for good self-rated health more than structural com-
ponents of social capital (i.e., involvement in bonding, bridg-
ing, and linking social networks). Among cognitive forms, 
access to personalized trust (e.g., trust in neighbors) and 
sense of security (e.g., feeling secure when walking alone at 
evening) had the greatest increase in odds for good self-rated 
health: all groups (OR greater than 2.0 for those with access 
to personalized trust and OR greater than 1.8 for those with 
access to sense of security), followed by generalized trust, 

reciprocity norms and institutional trust. Among structural 
forms, access to bridging social capital (i.e., large social 
networks, and involvement in associations and public events) 
increases the odds for good self-rated health approximately 
50% in all groups.  

 Other studies have found that involvement in small 
informal networks (i.e., bonding social capital) is related to 
health [42, 43], while links between associational member-
ship (i.e., bridging social capital) and health are less clearly 
demonstrated [23, 43]. The importance of associational 
membership for health may be influenced by contextual and 
historical conditions. In Sweden, associations have histo-
rically played an important role in mobilizing people for 
change and well-being; in other contexts, informal social 
networks might be more important.  

Social and Gender Differences in the Association Between 
Social Capital and Self-Rated Health 

 Our results (Table 5) show a robust and similar pattern of 
access to both structural and cognitive social capital increa-
sing the odds for good self-rated health irrespective of sex or 
educational level. No gender or social (educational) diffe-
rences in the association between self-rated health and social 
capital were visible in our study. However, other studies 
have indicated that effects of social capital may differ by 
gender and other social aspects. Baron-Epel, Weinstein, 
Haviv-Mesika, Garty-Sandalon, and Green [44] found diffe-
rences between Arab and Jewish Israelis with individual 
social capital associated with better self-rated health prima-
rily in the Jewish majority population and to a lesser extent 
in the Arab minority population. Further, the access to social 
capital was lower in the Arab than the Jewish population. 
Other studies have found gender differences in the health 
effects of social capital. In a study from Finland, Nyqvist, 
Finnäs, Jakobsson, and Koskinen [41] found that in the 
Swedish speaking minority both men and women had access 
to more social capital (i.e., were more likely to attend social 
activities, visit family, friends and relatives, and had higher 
trust and sense of security) compared to the Finnish-speaking 
majority, which had a significantly increased likelihood of 

Table 7. Odds Ratios (OR) with 95 % Confidence Intervals (CI) for Good Self-Rated Health by Sex and Educational Level 

According to Four Different Models 

 

 

Model 1 

(Sociodemographic 

Variables*) 

Model 2 

(Model 1 Plus Access to 

Structural Social 

Capital**) 

Model 3 

(Model 1 Plus Access to 

Cognitive Social 

Capital***) 

Model 4 

(Model 2 Plus Access to 

Cognitive Social 

Capital***) 

  OR (95% CI) OR (95 % CI) OR (95 % CI) OR (95 % CI) 

Women 1 1 1 1 
Sex 

Men 1.36 (1.24-1.50) 1.39 (1.26-1.52) 1.21 (1.09-1.33) 1.24 (1.12-1.36) 

      

Basic 1 1 1 1 

Secondary 1.42 (1.25-1.61) 1.32 (1.16-1.50) 1.31 (1.15-1.49) 1.25 (1.10-1.43) Education 

Higher 1.92 (1.68-2.21) 1.69 (1.46-1.95) 1.62 (1.40-1.87) 1.50 (1.30-1.74) 

* Sex, education, age, marital status, children at home, level of urbanization, and country of birth 
** Bonding, bridging and linking social capital 
*** Institutional trust, generalized trust, personalized trust, reciprocity norms and sense of security 
 



10      The Open Public Health Journal, 2010, Volume 3 Eriksson et al. 

experiencing good self-rated and psychological health for  
the Swedish-speaking men but not the Swedish-speaking 
women. In their study from Tasmania, Australia, Kavanagh, 
Bentley, Turrell, Broom, and Subramanian [45] found that 
some forms of social capital at the area level, i.e., neighbor-
hood safety and political participation, reduced the risk of 
poor self-rated health for women but not men. Similarly, 
Stafford, Cummins, Macintyre, Ellaway, and Marmot [46] 
investigated gender differences in the association between 
health and neighborhood environment in the UK and found 
that some forms of neighborhood social capital (social 
cohesion), i.e., trust and integration into wider society, had 
greater influence on women’s than men’s self-rated health. 
Living in a neighborhood with low levels of trust and inte-
gration significantly increased the odds for less than good 
self-rated health for women but not men. Thus, the findings 
of gender differences between social capital and health are 
inconsistent. This fact might be due to level of analyses. The 
above studies indicate that area level (i.e., collective) social 
capital might be more important for women’s than men’s 
health, while individual social capital might be equally 
important for men and women. However, the effect of social 
capital on health might also differ by contextual conditions 
and this could explain why gender differences in the effects 
of individual social capital were found in a Finnish study 
[41] but not in our study. Comparing different groups of 
women and men (such as Finnish/Swedish) in the same 
population might also lead to different results compared to 
the analysis of men versus women as we did. 

Negative Health Effects of Social Capital 

 We found no indication that access to some forms social 
capital might be bad for health, although this has been found 
in other studies. In their study about sexual health and social 
capital in a South-African mining community, Campbell, 
Williams, and Gilgen [47] showed that associational mem-
bership could be both positive and negative for sexual health. 
Involvement in sport clubs was associated with positive 
sexual health for both men and women, while involvement in 
so called “saving clubs” (stokvels) was associated with nega-
tive sexual health for both men and women. Mitchell and 
LaGory [48] investigated the link between individual 
bonding and bridging social capital and mental distress in a 
deprived southern US city neighborhood and found that 
bonding social capital is associated with mental distress. 
Thus, strong ties may also be burdensome for the main 
providers who are often women. Kawachi and Berkman [49] 
found that the stress-related negative consequences of social 
networks have greater influence on the women’s psycho-
logical health than the positive effects of support. One 
limitation in our study is the treatment of men and women as 
homogenous groups, which might obscure that the effect of 
social capital may differ between different subgroups among 
men and women. In our study, those living with children less 
than 18 years of age had significantly higher odds for access 
to bridging social capital after controlling for all the included 
sociodemographic variables compared to those living with-
out children (Table 6). Further, this group had approximately 
40% higher odds for good self-rated health (Table 4). 
However, after controlling for the sociodemographic varia-
bles, this health advantage almost disappeared (data not 
shown). Thus, access to bridging social capital may not 

necessarily be health enhancing. Further studies are needed 
to investigate the effects of social capital for different 
subgroups of men and women while considering factors such 
as family structure and age. 

Social and Gender Inequality in Access to Social Capital 

 Our results revealed great disparities in access to social 
capital between groups:  the higher educated are more likely 
to have access to all forms of social capital compared to 
people with basic education; men are more likely of having 
access to some forms of social capital than women. Several 
studies have indicated that social capital is not an equal 
resource in a society but differs between age, ethnic and 
social groups and between men and women.  In a survey of 
households in Adelaide, Australia, Ziersch [43] found that 
those with greater resources and higher education also had 
greater access to social capital. In their qualitative studies, 
Campbell, Wood, and Kelly [42] found large differences in 
how men and women create their social networks and in the 
support they gain from them. Moss [50] discussed how men 
and women have unequal access to social capital due to 
gender constructions, culture and norms. In their study on 
urban-rural networks during the 1997-1999 Indonesian 
economic crisis, Silvey and Elmhirst found that women’s 
involvement in social networks had protective effects during 
the time of crisis [51]. Since women’s social capital was 
highly affected by gender expectations of caring for other 
family members, their social capital primarily consisted of 
bonding social networks.  This excluded them from more 
powerful social networks and opportunities.  Conversely, we 
found that women in our study were less likely of having 
access to bonding social capital (remember that we measured 
bonding as good relations with neighbours and not as good 
and close relations with family, relatives and friends). In 
accordance with Putnam [6], we instead found that women 
had higher access to bridging social capital (i.e., involvement 
in associations, public events and big social networks) than 
men. This fact may be a result of existing gender relations, 
such as higher expectations that women will be involved in 
civil society and children’s activities.  

 Sociological views (such as Bourdieu’s [9]) on social 
capital add important power perspectives by stating that 
membership in groups, i.e., possession of social capital, is 
not something naturally given but a product of collective or 
individual investment strategies. The dominant groups in a 
society are thus capable of building powerful networks, 
excluding those with fewer resources to invest. Accordingly, 
one could assume that the resources following with higher 
education (i.e., human and economic capital) also facilitates 
the access to social capital, which could explain why groups 
with high education have higher odds for access to all forms 
of social capital. Similarly, men’s higher odds of access to 
social capital compared to women could be explained by the 
existence of male-dominated gender structures. In our study, 
the most striking difference between men and women con-
cerned a sense of security: men were more than five times 
more likely to feel secure when walking alone in the neigh-
borhood at evening. This finding indicates a serious gender 
inequality in sense of security that is one aspect of access to 
social capital that probably influenced the observed health 
inequality between men and women in our study setting.  
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Limitations 

 Some limitations with this study need to be considered. 
One main limitation is the cross-sectional nature, implying 
that reverse causality cannot be ruled out (i.e., that good self-
rated health leads to access to social capital). Longitudinal 
studies are needed to further elucidate the causal pathways 
between social capital and health. In our survey, the 
respondents were asked to voluntarily provide their personal 
identity number to allow for future follow-up studies and 
3500 of the respondents (40%) did so. Future studies will 
allow us to follow these people over time to analyze changes 
in self-rated health and access to social capital.  We did not 
have any questions regarding health behaviour or risk factors 
in our survey and this can be seen as a limitation. Health 
behaviours such as smoking and physical activity can 
probably influence both self-rated health and access to social 
capital. Future follow up studies will allow us to connect our 
survey data to other health registers.  Finally, the higher non 
response rates for men might bias the results if the male 
respondents are healthier than those men who did not 
respond. However, our finding that Swedish men are more 
likely to rate their health as good compared to Swedish 
women is consistent with previous research [34] and this 
makes selection bias less likely.  

CONCLUSIONS 

 This study supports the idea that access to both structural 
and cognitive social capital increases the odds for good self-
rated health. The positive association between access to 
social capital and good self-rated health was equal for both 
men and women as well as for all educational groups. How-
ever, the likelihood for access to social capital was unequal 
distributed by gender and educational level. The secondary 
and higher education groups were more likely to have access 
to all forms of structural and cognitive social capital com-
pared to the basic education group. Similarly, men were 
more likely to have access to some forms of structural and 
cognitive social capital compared to women. The health 
advantage for the secondary and higher education groups, as 
well as men’s health advantage over women, partly dis-
appeared when controlling for access to social capital. These 
findings indicate that access to social capital can explain to 
some extent the observed health inequality between men and 
women and different educational groups. These results have 
implications for public health interventions. Strengthening 
social capital where it is lacking might be one way of lessen-
ing health inequality. However, when trying to strengthen 
social capital for health promotion purposes one must also 
consider the structural and political conditions that create the 
unequal opportunities to access social capital.  
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