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Social capital has the potential to be a resource for societies, contributing to
a range of beneficial economic, social and health outcomes. The concept of
social capital has emerged as an idea which can help us further articulate the
relationship between health and its broader determinants. In the context of
young people’s health and wellbeing, the more we invest in social capital as
a health asset early on in life, the more young people can experience its posi-
tive effects within their families, from their friends, at school and in their local
neighborhoods and communities. However, our ability to construct a robust
and rigorous evidence base that helps to link and explain the sub domains of
social capital to understand how it might be built require a more consistent and
systematic approach to research. A range of issues concerning, theory, defini-
tion and measurement need to be considered during the planning of such re-
search if the challenges of the concept’s complexity are to be overcome. This
paper rehearses 8 of the key issues that have arisen out of past social capital
research in order to advance thinking about how it might be best utilized for
promoting young people’s health and wellbeing.

Introduction

In this article an eight point program-
me (Table 1) is presented with key is-
sues that have arisen out of past social
capital research in order to advance
thinking about how it might be best
utilized for promoting young people’s
health and wellbeing, The aim is to
highlight how future research might
be planned and implemented to en-
sure that a future evidence base can be
translated into a set of effective actions
for youth development.

Social capital has the potential to be a
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resource for societies, contributing to
a range of beneficial economic, social
and health outcomes. The concept of
social capital has emerged as an idea
which can help us further articulate
the relationship between health and its
broader determinants. In the context
of young people’s health and wellbe-
ing, Morgan (2010) highlights the pos-
sibility for social capital to be a ‘health
asset’ - that is any factor (or resource),
which enhances the ability of indivi-
duals, communities and populations to
maintain and sustain health and well-
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Table 1. Eight point programme on reseatch social capital among young people

1 | Definitions — be clear about the disciplinary perspective being taken

2 | Theory — make explicit the hypothesised mechanisms for change

3 | Measurement — make use of indicators with an established evidence base

4 | Social capital as a multi-component concept — map and link the indicators used to
make explicit the inter-relationships between them

of age, gender and culture

5 | Social capital - ensure the definitions and measurement of the concept take account

6 | Use bonding, bridging and linking social capital to understand the relative importan-
ce of individual and collective notions of the concept

ded as active social agents

7 | Research on social capital as it relates to young people needs to ensure they are inclu-

8 | Asset based approaches to young people’s health and wellbeing can help overcome
notions of the ‘downside’ to social capital

being (Morgan and Ziglio, 2007) - and
argues that the more we invest in social
capital and its related constructs early
on in life, the more young people can
experience its positive effects within
their families, from their friends, at
school and in their local neighbour-
hoods and communities.

Research studies aiming to examining
the links between social capital and
health have been accumulating since
the carly 1990’s. Whilst, the vast ma-
jority of these studies explored social
capital’s importance to adult health
(for example: Kawachi et al., 1996,
1997, 2001; Cooper et al., 1999; Lind-
strom et al., 2001; Stafford et al., 2004;
Mohan et al., 2005), youth studies star-
ted to appear in the latter half of this
first decade (Lundberg 2005; Ferguson
2006; Boyce et al., 2008; Morgan and
Haglund 2009; Elgar et al., 2011).

A review and critical synthesis publis-
hed by Ferguson in 2006, summarised
what had be learned about the rela-
tionship between social capital and
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children’s wellbeing up to 2002. A wide
range of social capital indicators were
used in these studies broadly categori-
sed as family or community social capi-
tal. More specifically, family indicators
were broken down into family struc-
ture, quality of parent-child relations,
adult interest and monitoring and ex-
tended family exchange and support.
Community social capital indicators
covered: the exchanges of social sup-
port between families; parents’ enga-
gement within civic institutions and
religious networks; and perceptions of
school and neighbourhood quality (i.e.
children and young people’s social ca-
pital as expressed by the parent’s views
or actions).

Ferguson concluded that there was
considerable empirical evidence to indicate
that family and community based interactions
and relationships have a positive effect on
children’s overall wellbeing’.

However, existing social capital stu-
dies of both adults and young people
remain fraught with a number of con-
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ceptual, measurement and design is-
sues. Kawachi (2010) highlighted that
the heterogeneity in measurement ap-
proaches which is common across all
studies makes higher level synthesis
difficult. Lin (2001) criticised work on
social capital from a design perspective.
He argued that the tautological issues
associated with social capital and its
links to health could only be overcome
through longitudinal studies which are
more capable of determining the cau-
sal direction of the associations already
established in the research literature.

Szreter and Woolcock’s (2004) high-
light that many of the conceptual and
theoretical issues associated with social
capital can be overcome if studies are
more precisely framed within a clear
theoretical perspective. They summari-
se the 3 perspectives as: social support
(accrual of benefits through participa-
tion in social networks); inequalities
(widening economic disparities ero-
ding citizens’ sense of social justice
and inclusion; and political economy
(poor health being determined exclusi-
vely from exclusion to material resour-
ces). Morgan (2010) adds a 4™ petspec-
tive for thinking about young people’s
health and wellbeing, That is the health
asset perspective. It suggests that the
more we provide young people with
opportunities to experience and accu-
mulate the positive effects of a range
of protective factors (‘health assets)
that outweigh negative risk factors, the
more likely they are to achieve health
and wellbeing during critical develop-
ment periods and in later life.

In sum, varying definitions and measu-
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rement in social capital research in its
early phase have been helpful in gene-
rating an array of hypotheses that can
be tested empirically. However, as Ka-
wachi (2010) suggests the heterogen-
eity in approaches makes higher level
synthesis difficult. More importantly
a reluctance to embrace the complex-
ity of the concept has inhibited the
growth of research that attempts to
provide more insights into how social
capital might work to produce health.
This paper argues that our ability to
construct a robust and rigorous evi-
dence base that helps to link and ex-
plain the sub domains of the concept
requires a more systematic approach
to research. Here we outline a 8 point
plan that might help those interested in
progressing social capital research as it
relates to young people, onto its next
developmental phase.

Definitions — be clear about the dis-
ciplinary perspective being taken
The varying disciplinary perspectives
put forward by the 3 main perpetra-
tors of social capital Pierre Bourdieu
(1986), James Coleman (1988) and Ro-
bert Putnam (1995) have already been
well rehearsed (see Ottebjer (2005) for
example). Whilst each of these authors
describes social capital through a dif-
ferent disciplinary lens, theit common
thread relates to the importance of po-
sitive social networks of different ty-
pes, shapes and sizes in bringing about
social, economic and health develop-
ment between different groups, hierar-
chies and societies.

Morrow (2001) argued early on that
Putnam’s definition of social capital
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had little utility for young people as by
definition they are excluded from civic partici-
pation by their very nature as children’. She
suggested that Bourdieu’s concept of
sociability (the ability and disposition
to sustain networks) might be more
relevant as it recognizes that these
networks are not just neighbourhood
and geographically bound. However,
Schaefer-McDaniel (2004) purports
that all the main perspectives can con-
tribute to new theories for younger age
groups. For example, Bourdieu’s more
individualistic notion of social capital
might be helpful in understanding how
to build the competences to access
and work successfully within social
networks, as a precursor to their wil-
lingness and ability to contribute to the
civic networks important to the values
expressed in Putnam’s more collective
definition.

In research terms, therefore it is not
helpful to place the different perspec-
tives in opposition. However, making
more explicit our intentions and goals
for young people will facilitate why
one might be more important than the
other, for the purposes of the research
question in mind.

Theory — make explicit the hypo-
thesised mechanism for change

Baum (2010) raises the concern that
considering social capital’s utility alo-
ne without situating it in a broader
set of social theories is meaningless.
The assets approach is helpful here,
as it promotes the use of a range of
existing theories and ideas to identify
those factors that are protective of
health (Morgan el al, 2010; Eriksson

444

and Lindstrom, 2010). The premise
being that young people with a good
sense of well-being possess problem-
solving skills, social competence and a
sense of purpose, which can be utilised
as health assets that can help them re-
bound from setbacks, thrive in the face
of poor circumstances, avoid risk-ta-
king behaviour and generally continue
on to a productive life (Scales, 1999,
Morgan et al, 2008).

A range of health assets have already
been identified for youth health and
development (Scales, 1999), stemming
from 3 types of applied research - po-
sitive youth development, prevention
and resiliency (Resnick, et al., 1997,
Lerner et al., 2003; Benson et al, 20006).
They include: family dynamics, sup-
port from community adults, school
effectiveness, peer influence, values
development, and a range of specific
skills and competencies required for
young people to thrive.

However, there remains a task to un-
derstand: the precise mechanisms or
pathways which operate between these
assets and health; whether some assets
are more important than others; how
the cumulative effects of different as-
sets benefit young people as they grow
up; and how different social and cul-
tural contexts impact on the benefits
of them.

Included in these assets are many of
the underlying constructs of social ca-
pital such as sense of belonging to the
family and community, trust and safety
and a willingness to contribute and
participate in a wide range of commu-
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nity activities. Social capital therefore
has the potential to provide an organi-
zing framework which can help to link
and explain the assets that are seen to
be important for young people’s health
and development.

It is timely for social capital research
to advance such that it can move bey-
ond a concept with potential towards a
theory with explanatory power. Theo-
ries help us to predict what may hap-
pen by creating structure and systems
out of sets of observations, thus hel-
ping us to understand the empirical
world in a systematic way. However, as
Szreter and Woolcock (2004) empha-
sise the development of social capital
as a theory can only be advanced if the
reason we are interested it in is made
explicit. Those interested in progres-
sing social capital research for young
people’s health should at the very least
state the intended perspective from the
outset. The perspectives put forward
by Szreter and Woolcock, 2004 and
Morgan (2010) provide a useful star-
ting point for consideration.

Measurement — make use of
indicators with an established
evidence base

Our ability to construct a robust and
rigorous evidence base on the links
between social capital and health relies
on valid and reliable means of measur-
ing it and developing indicators that
can represent it.

The majority of adult social capital stu-
dies have been carried out using either
ecological or cross sectional study de-
signs to investigate the associations
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between the indicators of social capital
and a range of mortality, health and
behavioural indicators, although there
are some examples of other designs
(Lindstrom, et al., 2003). These were
important in the early days of social
capital research to establish a platform
for creating more sophisticated hy-
potheses. For example, original work
by Kawachi et al (1997) used single
measures of trust as a high level indi-
cator of social capital to correlate its
relationship to mortality levels across
US states. This study was influential in
stimulating interest within the research
and policy communities and led to a
rapid growth in adult related social ca-
pital research.

Some authors (for example Harpham
et al, 2002, Blaxter, 2004) warn of the
dangers of relying solely on surveys
to determine levels of social capital in
different populations and the limita-
tions that this may have in determining
the relationship between social capital
and health. In particular, they refer to
issues relating to the subjectivity of
people’s responses to survey questions,
the need for detailed question sets to
tap into any one aspect of social capital
(often not viable in social surveys) and
the static nature of surveys which can-
not capture the dynamic characteristic
of the concept.

All these issues are directly relevant to
the pursuit of an evidence base on the
links between social capital and young
people’s health. In particular social
surveys have a role to play in setting
out the most meaningful indicators
of social capital which can be conti-
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nually refined and developed as more
is understood about the range of un-
detlying constructs that underpin it.
Morgan and Haglund (2009) have pre-
viously argued that further work needs
to be done to unravel the concept of
social capital into its lowest constituent
parts so that future empirical research
can more systematically attempt to link
and explain the antecedents and con-
sequences of social capital — see next
section, social capital as a multi-component
concept. That is what are the factors that
can help to build social capital and
what might result as the benefits of
doing so.

There are two things that researchers
can do to advance the measurement of
social capital in future studies. Firstly,
assess whether from existing studies in-
dicators can be replicated and secondly
to continue to map well validated in-
dicators against an explicit theoretical
perspective of the concept. In this way
a more detailed knowledge base will
be built on the potential pathways to
health and other related outcomes.

Social capital as a multi-component
concept — map and link the
indicators used to make explicit the
inter-relationships between them
The multi-component nature of social
capital has often been argued to be its
weakness, some questioning whether
by incorporating so many disparate
social phenomena into one concept,
leads to a loss of distinct meaning
(Portes, 1998). The individual con-
structs which underpin it cut across
many pre-existing concepts as sociabi-
lity, social networks, trust, reciprocity,
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and community and civic engagement,
causing some to question the worth of
changing linguistics to further health
development (Lynch et al., 2000).

In the context of young people’s health,
it might be argued that the dimensions
of social capital become even more
complex. Firstly, a wider range of so-
cial environments that take account of
where young people’s health is expe-
rienced needs to be considered. Young
people’s social spaces are different to
those of adults and indeed the com-
munity (or neighbourhood) may be less
important than the home and school
(Morrow, 2001). More recently their
social spaces have expanded to include
the internet which has the potential to
influence both the positive and nega-
tive aspects of social capital (Jung et al,
2005; Sally and Morrison, 2000).

Morgan and Haglund (2009) have
made attempts to understand the
contexts within which young people’
health and wellbeing takes place, by de-
veloping social capital measures which
take account of 3 domains of social
capital (sense of belonging; autonomy
and control; and social networking) in
3 different environmental contexts (fa-
mily, school and the neighbourhood).
In doing so they answer Morrow’s
(2002) call to have a tool for the ana-
lysis of the social environment, which
can accommodate the way that fami-
lies, children, friendships, social net-
works, institutions, norms and values
change temporally (through the life
course) and spatially (migration in and
out of geographic boundaries).
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Social capital complexity can be its
strength over other concepts as long as
researchers pay attention to the measu-
rement of its constituent parts and to
the range of potential theoretical pet-
spectives that may be relevant to eluci-
date pathways to health. It’s strength as
a multi-component concept can only
be realized if we are able to develop
a structural framework, which outli-
nes, links and explains the relationship
between the dimensions that underpin
it (Hean et al., 2003). Such a fram-
ework would take account of the fact
that social capital is dynamic in that it
may take different forms in different
circumstances and over time

Earl and Carlson’s (2001) view is that
evidence on the social-environmental
influences of child health and well-
being can only be accrued if theory,
measurement and analysis advance
together. A complete and robust tax-
onomy of social capital indicators is
therefore needed, involving an iterative
process of testing and re-development.

Social capital - ensure the
definitions and measurement of
the concept take account of age,
gender and culture

It soon became apparent in the adult li-
terature that social capital is not a ‘one
size fits all’ concept and the ability to
acquire it may differ across gender, age,
culture and the life course. People’s net-
works, self-concepts and communities
are fluid and dynamic, which means
that notions of communities may be
different and have relative importance
to different groups at different times
(Swann and Morgan, 2002).
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Qualitative research has been useful in
helping us to look beneath the surface
at the hard-to-measure processes and
actions of people’s relationships to
others, at community structures, and
the ‘life’ of communities and networks
and hence understand how social ca-
pital might be conceptualised for dif-
ferent purposes. Some examples of
these manifestations include: the lack
of relevant community spaces for po-
sitive social interaction (Campbell et
al, 1999), individual constructions of
health and relations to community by
males and females (Sixsmith and Bone-
ham, 2003; Boneham and Sixsmith,
2005) and the need to place the voices
of social participants at the centre of
social capital studies (Morrow, 2001).
The latter is particularly important for
young people as they are often exclu-
ded from the possibilities to participate
in community life (Weller, 2006) — see
section on young people as social agents for
further discussion.

In sum, any research that aims to pro-
gress the applicability of social capi-
tal to young people’s health must deal
with the fact that their networks and
communities are likely to inhabit dif-
ferent spaces than adults and therefore
the vocabulary needs to be extended
beyond community to include, the fa-
mily, school and peers. The need to
understand how social capital might
manifest itself across and between dif-
ferent population groups, provides an
additional rationale for the develop-
ment of a framework that helps the
unravelling of the concept to its lowest
common denominator, so that it can
more easily be assembled for different
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purposes, contexts and populations.
For example even the small age range
of 11-15 year olds, reflect different
needs: the onset of adolescence; the
time when young people face the chal-
lenges of physical and emotional chan-
ges; and the middle years when young
people start to consider important
life and career decisions (Cuttie, et al,
2009) and consequently may require
particular definitions or theoretical
underpinnings of social capital to be

applied.

Use bonding, bridging and linking
social capital to understand the re-
lative importance of individual and
collective notions of the concept

Rostila’s (2011) describes differences
between individualistic and collective
notions of social capital as either indi-
vidual social resources that ‘signify ca-
pital that an individual can acquire th-
rough their social relationships across
geographical
collective social capital signifies non-

boundaries  whereas,

exclusive resources within a  social
structure that are formed through co-
ordinated action by people in a social
structutre’

Individualistic and collective notions
of social capital have been further
differentiated by developments in ty-
pes of social capital such as: bridging;
bonding; and linking (Narayan, 1999;
Putnam, 2000; Szreter and Woolcock,
2004). The rationale for these distin-
ctions arose because of the growing
recognition that social capital can have
different consequences in different
contexts.
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Bonding

Bonding social capital is characteri-
sed by the internally focused strong
bonds held by groups of similar ethnic
groups, families or communities of
interest. As Putnam (2000) described
it, ‘bonding social capital links you to people
Just like you, the same gender, or age, or race.
These sorts of links are good for some and not
Jfor others’. At the community level par-
ticularly in diverse multi-cultural com-
munities, levels of social capital may be
high within groups - but less so across
groups — which can sometimes lead to
tension and adverse outcomes (Abada
et al., 2007).

Bonding social capital is most associa-
ted with its ‘downside’ which reflects
the assumption that all strong net-
works and bonds are good. Some net-
works are not necessarily conducive to
community health, such as the Mafia or
teen gangs - in these cases social capi-
tal can be used as a resource for social
control — effectively excluding certain
parts of a community (Leonard, 2008).
In the context of young people parti-
cularly during early to mid adolescence,
the establishment of friendships with
peers represents a critical develop-
mental task, and may have a long-term
impact on young people’s adjustment
(Poulin and Chan, 2010). Positive
friendships can facilitate opportunities
for the development of social compe-
tencies, afford different kinds of social
support, and help young people to face
new situations and stressful life expe-
riences (Hartup, 1996). However, some
bonded peer relationships can lead to
detrimental outcomes and therefore it
is important to be able to understand
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the prerequisites and conditions that
support youth relationships that are
positive for them and not detrimental
to others (Sussman et al., 1997).

Bridging

Bridging social capital in contrast to
bonding social capital captures a range
of less strong bonds, which are more
outward looking between and across
groups, friends or businesses. In this
instance, individuals may foster ties
with people unlike themselves — most
likely from different races or genera-
tions. It is argued that this type of soci-
al capital is more likely to foster diverse
democratic societies (Putnam, 2000).
Kim and colleagues (2000) studied the
relationship between bonding social
capital and bridging social capital on
health and found that both were im-
portant, however according to Gra-
novetter (1973, 1983) the benefits of
weak ties as a social resource have
much more potential for health than
strong and lasting ties. Weak ties are
important to individual health as they
can open up access to a wide range
and amount of information, access
to services and other resources, whilst
strong bonding networks tend to be
more inward looking and in particular
cases they can produce harmful effects
(Portes, 1998).

It might be suggested that Bourdieu’s
definition of social capital is helpful as
it identifies the importance of not only
being able to accumulate weak ties but
also the need to understand how to uti-
lise the resources from them. That said,
the central theory associated with his
definition is the role that social capital
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plays in the process of preserving and
reproducing class structures within so-
ciety, especially through mediating eco-
nomic capital. Given that much of the
context of social capital is concerned
with understanding processes that can
reduce health and social inequalities,
the benefits of weak ties could easily
be placed within a negative context.

Bridging social capital (as with bon-
ding social capital) can be beneficial to
health but only if there is a predetermi-
ned reason for putting them to use and
there are set of societal values behind
them. The research task therefore is to
assess the nature of weak ties that help
to enhance individual social skills and
competencies that allow young people
to operate within and across a range
of networks that may or may not be
geographically bound. Some suggest
such networks may enable community
integration across different groups
which can be even more health enhan-
cing (Berkman, 2000; Kawachi, 2000,
Swann and Morgan, 2002).

Linking

The third type of social capital ack-
nowledges that for the development of
good community health, there needs
to be a range of positive connections
between members of local commu-
nities and the institutions that govern
them. Linking social capital refers to
the relations between these groups
and the potential to break down the
power imbalance that might exist bet-
ween groups in different social strata.
High ‘linking social capital” communi-
ties build the capacity to involve local
people in the decisions which affect
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their lives, facilitating the leverage of
resources, ideas and information from
formal institutions(Szreter and Wool-
cock, 2004). At first glance, this type
of social capital may not seem relevant
during adolescent years, however given
the argument for more active involve-
ment of them in the health develop-
ment process (Moore, 1999; Weller
2007; Holland, 2009) — linking social
capital might provide the facility for
enhancing youth participation in mat-
ters that concern them.

Weller (2006) provides a good example
of how young people can actively con-
tribute to shaping their communities as
long as adults (parents, professionals,
policy makers) recognise that all civic
engagement does not have to take pla-
ce in town halls. In this example, young
people (in the main boys) campaigned
for, developed and managed their own
skate boarding facilities through net-
works of consultation, solidarity and
social capital between friends, family
and those with links to decision making
bodies. Such research could be tested
empirically if the use and further deve-
lopment of indicators used by Morgan
and Haglund (2009) to reflect levels of
autonomy and control in decision ma-
king are embraced.

In sum, bridging and bonding social
capital have the potential to be health
enhancing but only if there is a prede-
termined reason for putting them to
use. Halpern (2005) suggests that poli-
cies supportive of social capital should
contribute to creating "z contemporary
shared ‘moral’  disconrse” and develop
processes that facilitate mutual respect.
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These initiatives would aim at creating
“pro-social” behaviour. Explicit sug-
gestions include the development of
forums appropriate to the 21st century
for deliberating and agreeing common
moral and behavioural habits (perhaps
through deliberative polling or conven-
tional citizenship education).

There is still work to be done in rela-
tion to young people’s health and well-
being to understand what the optimum
balance between outward looking weak
ties and those that are geographically
bound. It should be possible to pre-
serve the rights and liberties of indi-
viduals to pursue their own life and
goals and the need to foster the values
that provide individuals with a sense
of duty and obligation to contribute to
community both within and outside of
geographical boundaries.

Research on social capital as it
relates to young people needs to
ensure they are included as active
social agents

Given the increasing commitments
made by policy at an international and
national level (WHO, 2005, DH, 2009)
to involve young people in the health
development process, social capital by
definition provides an opportunity for
young people to be seen as active social
agents, who shape the structures and
processes around them (Moore, 1999).
The spirit of involvement during child-
hood and adolescence may lead to bet-
ter capacity and willingness to become
active citizens in future years, hence
fulfilling Putnam’s name to regain the
notion of the civic community.
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Of course the major criticism of ear-
lier work on social capital and young
people is that it did not take on board
developments in the sociology of
childhood which endowed young pe-
ople with agency (James and Prout,
1997) that are capable of generating
and using social capital in their own
right (Morrow, 2001). Whilst there
are numerous theoretical expositions
to further the idea of young people
as ‘social agents’ (Schaefer-McDaniel,
2004; Bassani, 2007), the empirical
work required to provide evidence of
the benefits of including young people
in the health development process is
under developed.

However include:
Pong et al’s (2005) study of immigrant
adolescent’s school achievement which
emphasised the need for appropriate
parenting styles that encourage joint
decision making which can improve

some examples

the social functioning of young people
both within and outside the home;
Vieno et al’s (2005), provided evidence
of the benefits of democratic school
processes particularly as adolescents
get older; and Morgan and Haglund’s
(2009) inclusion of indicators relating
to ‘autonomy and control’ perceived
by English adolescents within the fa-
mily school and neighbourhood and
the influence this can have on young
people’s health and wellbeing. Howe-
ver further work needs to be done to
explore this.

Further research should test the idea
that there more opportunities young
people have early on in life, to be in-
volved in shared decision making, the
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more empowered they feel to actively
seek networks that they can participate
in and actively contribute to, for their
own and others benefit. Such research
would necessarily involve the develop-
ment of appropriate indicators of dif-
ferent levels of involvement and that
manage to capture the spirit of shared
decision making which necessarily en-
tails some boundary setting and role
modelling from adults.

Asset based approaches to young
people’s health and wellbeing
can help overcome notions of the
‘downside’ to social capital

An increasing number of quantitative
youth studies started to appear in the
latter half of this first decade (Lund-
berg 2005; Ferguson 20006; Fitzpatrick
et al., 2005; Cantillon, 2006 Boyce et
al., 2008; Morgan and Haglund 2009;
Parcel and Dufur, 2009 and Sclee et al.,
2009; Elgar et al., 2011). This literatu-
re covered a wide range of outcomes
from health and education through to
delinquency and violence, however in
general there were few attempts to as-
certain the mechanisms through which
social capital might support health de-
velopment.

Some suggested reasons why this mig-
ht be the case include: most of the stu-
dies used cross sectional design to es-
tablish the links between social capital
and the chosen outcome; few attempts
were made to embrace social capital as
a multi-component concept, instead
using single indicators used proxies
for some aspect of it only allowing a
general assessment of the relationship
between social capital and the chosen
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outcome; lastly and importantly as
stated above, many studies have failed
to make explicit the theoretical basis
upon which they are based. The con-
sequence being that the studies left out
many of the contributory factors that
might lead to the development of so-
cial capital and the intermediate factors
that lie between it and final longer term
outcome.

The asset model (Morgan and Ziglio,
2007) may provide one means of over-
coming the latter issue as it uses an in-
clusive approach to understand all tho-
se protective factors that might have an
a cumulative effect on a young person’s
changes for health and wellbeing, As
highlighted previously this overcomes
Baum’s (2010) concern that social ca-
pital can only have utility if conside-
red alongside other health concepts.
The asset model asserts that the more
opportunities we provide for them to
experience and accumulate the positive
effects of a range of health assets the
more likely they are to avoid risk taking
behaviour, thrive in difficult circums-
tances and attain positive outcomes. It
does this in 3 ways. Firstly, uses a life
course framework to understand the
skills and competences required by
individuals to maximise their opportu-
nities for health. Secondly, it embraces
the collective contribution of a wide
range of health concepts - including
social capital - (Bronfenbrenner, 1979,
Bourdieu, 1993; Blum et al., 2002)
capable of identifying resoutrces for
health. Thirdly it introduces the idea of
salutogenesis (Antonovsky, 1979, 87)
which identifies ways in which health
can be created rather than focusing
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solely on disease prevention which is
the predominate focus of much health
research. Antonovsky uses the ‘sense
of coherence’ scale which estimates
an individual’s ability to view their
world and immediate environment as
comprehensible, manageable and mea-
ningful and claims that the way that a
person views life has a positive influ-
ence on their health. Lindstrom and
Eriksson (2000) express this resource
that enables people to manage tension,
to reflect on their external and inter-
nal resources, to identify and mobilize
them, to promote effective coping by
finding solutions, and resolve tension
in a health promoting manner.

In the context of social capital research
it provides an intermediary outcome
on the pathway to health providing
more opportunities for making expli-
cit the processes through which health
and related outcomes are produced.

Conclusion

Existing research has been useful in
establishing an evidence base on the
potential for social capital to be a key
protective factor for young people’s
health. This paper calls for the next
phase of research to be more syste-
matic so that efforts to synthesise can
more easily demonstrate the benefits
of investing in it. The eight point plan
presented here provides a framework
for achieving this by illustrating how
some of the theoretical and methodo-
logical challenges associated with re-
search efforts to date can be overcome.
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