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INTRODUCTION

Neighborhood environments are increasingly recognized to be important contexts where
health outcomes are shaped and where interventions can be directed. From the negative
health impacts associated with living in areas with high levels of air pollution (1, 2) to the
possible health benefits of local social networks(3), a growing body of research suggests that
where one lives can indeed influence one’s health. Identifying and evaluating which
particular neighborhood qualities and characteristics are important to health is central to
understanding better the connection between health and place and can inform future health
intervention strategies.

Neighborhoods comprise both physical and social environments that overlap and
that are not mutually exclusive. We recognize and appreciate both the physical and social
dimensions of neighborhoods, but our interest is focused upon the social aspects of the
neighborhood environment. With regard to such social aspects, many conceptions and
definitions of neighborhoods presume that residents of a particular neighborhood share
certain traits and interact with each other. Some of the features of such interactions, such as
levels of trust and reciprocity between individuals, fall under the rubric of social capital
which is considered by many to be an essential component of productive communities and
cohesive neighborhoods(4).

Unlike financial or human capital that is typically considered an individual trait, social
capital refers to the nature and quality of social relationships between individuals.
Interpersonal trust, norms of reciprocity or mutual aid and civic engagement are qualities
that are frequently associated with social capital (5-7). Higher levels of such qualities
arguably foster the development of communities and neighborhoods that coalesce and
cooperate. Social capital has also been positively linked to a range of societal phenomena
including youth development(8, 9), educational attainment(10), economic growth(11),
environmental preservation(12) government performance(5), and more recently, health(13,
14).

With regard to the relationship between social capital and health, several possible
linkages can be drawn. For instance, individual health may benefit from one neighbor
helping another in a time of need or community health may benefit from the collective
action of residents protesting the health risks of toxic waste coming from a nearby industrial
facility. Aggregate- and individual-level analyses in the United States and elsewhere indicate
that social capital is positively related to self-rated health(14) and child obesity risk(15), and
inversely related to mortality(16). Despite such findings, questions remain about how social
capital is conceptualized and measured and the causal pathways between it and individual
health(7, 17, 18).

One overlooked question concerns variations in social capital, and in particular,
local-level variations in the relationship between social capital and health. Though macro-
level studies indicate that social capital indeed varies geographically, for instance, across the
United States(16) or the administrative regions of Italy(5), there is relatively little research on
how social capital varies locally or between different population groups(19). In an attempt
to assess and illustrate the overall influence and significance of social capital upon health or
some other specified outcome, it is often presumed that social capital operates similarly for
different groups or from one place to another.

We use the fact that societies are organized geographically to examine how different
types of neighborhoods may mediate the association between social capital and health.
Though social capital is construed and understood as a societal attribute, societies at large
comprise myriad groups and diverse interests. Moreover, such groups and interests, and the



social relationships that constitute them, are situated within particular places. Social capital
may reflect this geography. We explored how the relationship between social capital and
health varied between different types of neighborhoods. Specifically, we examined how the
association between social capital and self-rated health varied between very poor, poor and
non-poor neighborhoods across Los Angeles County.

METHODS

Data source

This analysis used data from the first wave of the Los Angeles Family and Neighborhood
Survey (LAFANS), a longitudinal study of families in LLos Angeles County, the most
populous county in the United States (2005 est. pop. 9.94 million)(20). The survey included
questions about employment history, education, residential mobility and health. Data used
in this analysis are drawn from the adult household composition, neighborhood perception
and health outcomes modules. The first wave of interviews with approximately 6,000
residents in 3,500 households was completed in January 2002. The survey includes 65
different neighborhoods (census tracts) across Los Angeles County, and targeted
approximately 40 to 50 households from each neighborhood. Hence, the data set includes a
diverse sample from the 88 cities within Los Angeles County.

The LAFANS is a stratified random sample designed to over-sample poor
neighborhoods or those census tracts with a high proportion residents living below the
poverty line. Twenty tracts (neighborhoods) were selected from the very poor group (top
ten percent of the poverty distribution), twenty from the poor strata (60" to 89" percentiles)
and the remaining 25 tracts comprise the non-poor (bottom 60 percent of the poverty
distribution). We took advantage of the sample design and performed strata- or domain-
specific logistic regression analyses and compared the results from very poot, poor and non-
poor neighborhoods.

Key variables

Self-rated health

The dependent variable used in our analysis is self-rated health. Respondents were asked to
rate their general health as either: excellent, very good, good, fair or poor. Answers of
excellent/very good/good were coded 1 and fair/poor were coded 0.

Measures of social capital and neighborhood perceptions

The neighborhood perception module of LAFANS asked respondents to answer questions
about various neighborhood characteristics and qualities. To gauge local levels of trust and
social cohesion, both of which are considered components of social capital, respondents
were asked whether they strongly agreed, agreed, were unsure, disagreed or strongly
disagreed with the statements, “People in the neighborhood can be trusted,” and “This is a
close-knit neighborhood”. Responses of strongly agree and agree were coded 1 and all other
answers were coded 0.

To evaluate reciprocity respondents were asked, “How often do neighbors do favors
for each other”? The answers of often and sometimes were coded 1 and answers of rarely
or never were coded 0. We also use responses to the question about the number of
neighbors with whom a respondent had conversations in the last thirty days to obtain an
overall sense of community cohesion and engagement. Respondents who talked to three or



more people were coded 1 and those who talked with fewer than three neighbors were
coded 0.

In addition to questions that measure neighborhood levels of social capital, we use
answers from two general questions about a respondent’s neighborhood. First, respondents
were asked about how their neighborhood’s safety. Answers of completely safe, safe and
fairly safe were coded 1 and somewhat dangerous and extremely dangerous were coded 0.
Second, respondents were asked, “How satisfied are you with your neighborhood?”. Those
very satisfied and satisfied were coded 1 and neutral, dissatistied and very dissatisfied
responses were coded 0.

Demographic characteristics

Standard demographic characteristics such as sex, age group, race/ethnicity, matital status
and whether a respondent attended high school are also included in subsequent analyses as
binary control variables. LAFANS also contains information about the legal status and
citizenship of respondents. Undocumented respondents were coded 1 and those of legal
status were coded 0.

Rather than use individual or imputed income, respondents were grouped according
to the economic stratum of their neighborhood of residence (i.e., very poor, poor or non-
poor). This approach holds income constant across each of the three neighborhood types.
By estimating separate logistic regressions for very poor, poor and non-poor neighborhoods
in Los Angeles, inter-neighborhood variations in the relationship between social capital and
health are revealed. This approach also sheds light upon how different types of
neighborhoods may contextualize or shape this and other relationships.

Analyses

Statistical analyses were carried out with SPSS version 12 running on Windows XP.
Logistic regressions were used to explore the relationship between the dichotomized self-
rated health variable and the measures of social capital, neighborhood satisfaction and safety,
and the socioeconomic covariates in very poor, poor and non-poor neighborhoods.
Separate backwards conditional regressions were estimated for each neighborhood and
variable inclusion was determined on the basis of the likelihood ratio test. Similar stepwise

techniques have been used to explore the association between neighborhoods and health
elsewhere(21, 22)

RESULTS

The total number of respondents was reasonably similar across neighborhoods; 733
respondents were from very poor neighborhoods, 759 from poor neighborhoods and 957
from non-poor neighborhoods. In order to facilitate comparisons between different
neighborhoods, proportions are reported in table 1.



TABLE 1: Percentages and frequencies of social capital measures, neighborhood
perceptions and respondent characteristics from the Los Angeles Family and Neighborhood
Survey, 2002 (n=2449)

Very poor Poor Non-poor
neighborboods neighborhoods neighborboods
N =733 N =759 N =957
Percent (frequency)  Percent (frequency)  Percent (frequency)
Excellent/very good/ 67.5 (494) 73.7 (559) 88.6 (672)
good health
Trust 45.6 (334) 60.6 (460) 82.3 (788)
Close-knit 43.8 (321) 49.8 (378) 64.9 (621)
Favors 56.8 (416) 61.8 (469) 71.2 (681)
Conversations 40.0 (293) 43.0 (326) 48.0 (459)
Neighborhood 40.0 (293) 64.7 (491) 88.8 (850)
safety
Neighborhood 59.1 (433) 78.0 (592) 91.3 (874)
satisfaction
Female 60.3 (442) 57.8 (439) 58.9 (564)
Married 35.1 (257) 50.1 (380) 60.2 (576)
No High School 57.2 (419) 44.8 (340) 11.5 (110)
Undocumented 29.2 (214) 15.9 (121) 3.6 (34
Latino 78.7 (577) 72.3 (549) 28.0 (268)
Af. American 16.4 (120) 6.6 (50 7.0 (67)
Asian-American 0.8  (6) 55 (42 13.4 (128)
White 41 (30) 16.5 (125) 53.3 (510)
Age:
18-24 15.1 (111) 15.5 (118) 8.0 (77)
25-34 39.2 (287) 28.1 (213) 22.7 (217)
35-44 22.2 (163) 30.4 (231) 34.7 (332)
45-54 113 (83) 128 (97) 17.8 (170)
55-64 6.8 (50 59 (45) 8.6 (82
> 65 53 (39) 7.2 (55) 8.3 (79




Opverall, the tabulated results are consistent with previous research and our expectations.
Very poor neighborhoods have the fewest respondents reporting excellent, very good or
good health, followed by respondents in poor and non-poor neighborhoods, respectively.
Several other variables exhibit similar inter-neighborhood variations. For instance, non-poor
neighborhoods have the highest proportion of married respondents and the lowest
proportion of undocumented workers. Conversely, the poorest neighborhoods of Los
Angeles have the highest proportion of respondents who did not attend high school.
Female respondents are over-sampled similarly across neighborhood types and each age
category contains similar proportions of respondents.

Table 1 also reveals how the racial/ethnic mosaic of Los Angeles County is closely
linked to the economic stratum of a neighborhood. Nearly 80 percent of respondents in
very poor neighborhoods are Latino, but in non-poor neighborhoods this figure is 28
percent. Similarly, twice as many African-American respondents reside in very poor
neighborhoods than in non-poor neighborhoods (16 percent v. 7 percent). This gradient is
inversed for Asian Americans and whites, with higher proportions of each group found in
non-poor neighborhoods. For comparison, the US Census Bureau reports that
approximately 47 percent of all residents in Los Angeles County are Latino, 30 percent are
white, 12 percent are of Asian descent and 9 percent are African American(23). The over-
sampling of poor neighborhoods subsequently resulted in the over-sampling of Latinos and
African American in very poor neighborhoods.

Unsurprisingly, respondent perceptions of neighborhood satisfaction, safety and
social capital also vary between very poot, poor and non-poor neighborhoods. Respondents
living in non-poor neighborhoods report the highest levels of neighborhood satisfaction (91
percent) and safety (89 percent). These figures are appreciably lower in very poor
neighborhoods. With regard to the measures of social capital, respondents in very poor and
poor neighborhoods report lower levels of trust, reciprocity and social engagement and
cohesion. Of the four measures of social capital, perceived trust exhibits the greatest range
between neighborhoods.

Significant odds ratios (p < 0.05) and 95 percent confidence intervals from the final step of
the strata-specific logistic regressions are reported in table 2. Note that the initial step (not
shown) of the backwards-stepwise logistic regressions for each neighborhood type was
identical and included all variables identified in table 2. The criteria used to select variables
in each of the final models were also identical for each neighborhood.



TABLE 2. Significant odds ratios (and 95% confidence intervals) from logistic regressions
in very poor, poor and non-poor neighborhoods in Los Angeles.

Very poor

neighborhoods
N=733

Poor
Neighborhoods
N=759

Non-poor

neighborhoods
N=957

Neighborhood
variables:

Trust
Close-Knit
Favors
Conversations
Safety
Satisfaction

Socio-economic
control variables

Female
Married

No high school
Undocumented

Latino
Asian-American
African-American
White

age 18-24
age 25-34
age 35-44
age 45-54
age 55-65

1.54 (1.08, 2.19)

1.49 (1.04, 2.12)

0.68 (0.48, 0.96)

0.53 (0.37, 0.75)

5.97 (3.25, 10.97)
455 (2.89,7.17)
2.10 (1.32, 3.33)

1.89 (1.31, 2.72)

0.51 (0.35, 0.75)

0.47 (0.32, 0.68)

2.96 (1.54, 5.69)
3.29 (1.75, 6.17)
2.66 (1.56, 5.54)
2.26 (1.37,3.72)

0.25 (0.12-0.54)

0.41 (0.25, 0.67)
2.07 (1.33, 3.22)
0.22 (0.13, 0.38)
0.26 (0.11, 0.62)

9.63 (3.51, 26.40)
7.72 (3.56, 16.75)
4.08 (2.15,7.77)
3.30 (1.62, 6.73)
3.05 (1.25, 7.41)




Only the female, high school attendance and lowest-three age group variables are
significantly related to self-rated health across all Los Angeles neighborhoods. Females are
less likely than males to report good health, as are respondents who did not attend high
school. With regard to the latter, respondents who live in non-poor neighborhoods are half
as likely to report good health compared to their counterparts in very poor and poor
neighborhoods. Married respondents were twice as likely to report good health compared to
non-married respondents, but this relationship was only significant in non-poor
neighborhoods. Undocumented respondents were less likely to report good health, but
again in only non-poor neighborhoods. The variation of this and other results between
neighborhoods suggests that personal judgments about health are contingent upon where a
respondent lives.

The likelihood of reporting good health decreases as age increases in all
neighborhoods, up to age 44 in very poor and poor neighborhoods and up to age 65 in non-
poor neighborhoods. Respondents living in non-poor neighborhoods however are far more
likely to report good health than are respondents in similar age brackets in very poor and
poor neighborhoods. Note also that respondents in the 55 to 64 age bracket living in poor
neighborhoods are less likely to report good health than other age groups, but respondents
in the same age bracket living in non-poor neighborhoods are three times more likely to
report good health.

With the exception of whites in poor neighborhoods, associations between
race/ethnicity and self-reported health were largely insignificant across very poot, poot and
non-poor neighborhoods in Los Angeles. This result can be explained by our strategy of
estimating separate models for very poor, poor and non-poor neighborhoods, and the over-
sampling of Latinos. Given the close link between income and race/ethnicity that is present
in Los Angeles and other US cities(24), much of the variation in race/ethnicity was probably
accounted for when the neighborhoods of Los Angeles County were categorized according
to income. Though race/ethnicity has been linked to disparities in health and health
outcomes (25-27), this result illustrates that when income differences are considered,
racial/ethnic differences in health are much less critical as explanations (28).

Associations between the measures of social capital and self-rated health were also
largely insignificant across all neighborhoods in Los Angeles. The only significant
relationships between neighborhood variables and self-rated health were found in the
poorest neighborhoods of Los Angeles. Neighborhood satisfaction and neighborhood
cohesion increased the likelihood of reporting excellent or good health in very poor
neighborhoods, and neighborhood safety was linked to good health in only poor
neighborhoods. No significant relationships between social capital, neighborhood
satisfaction and safety and health exist in non-poor neighborhoods, or those areas which
exhibited the highest levels of social capital, neighborhood safety and overall neighborhood
satisfaction according to table 1.

DISCUSSION

This study explored whether and how the association between social capital, neighborhood
perceptions and self-rated health varied across very poor, poor and non-poor neighborhoods
in Los Angeles County. In very poor neighborhoods, higher self-rated health was related to
neighborhood cohesion and to neighborhood satisfaction. In poor neighborhoods, safety
was linked to higher levels of self-rated health. Finally, no significant relationships were



found between social capital, neighborhood satisfaction and safety, and self-rated health in
non-poor neighborhoods.

After controlling for various socioeconomic covariates, we found only moderate
associations between social capital, neighborhood perceptions and self-rated health.
Moreover, these relationships were limited to poorer neighborhoods in Los Angeles County.
Despite these rather modest statistical results, our analyses provide two valuable insights that
can inform and guide future research on social capital and urban health.

First, we showed how the relationship between self-rated health, social capital and
other covariates is contextualized or shaped differently depending upon whether one lives in
a very poor, poor or non-poor neighborhood. For instance, marriage is good for one’s
health, but only if you live in a non-poor neighborhood. High school attendance is also
important to one’s health, but less so in poorer neighborhoods. One explanation for such
variation between neighborhoods is that individuals make personal judgments and
evaluations (e.g., about health) on the basis of their immediate surroundings (e.g., neighbors
and neighborhoods). Therefore, “good health” is a relative concept and is a function of
where you live, to whom you compare yourself and with whom you interact. Additional
research is necessary to explore how these and other relationships vary when categorizing
neighborhoods according to similar criteria in different cities or when using different criteria
altogether.

Second, holding constant individual income within neighborhoods underscored the
significance of financial capital to health outcomes, and highlighted the close link between
race/ethnicity and income in Los Angeles County. In addition to accounting for
racial/ethnic differences in self-rated health, the neighborhood stratification strategy also
accounted for differences in social capital, neighborhood safety and neighborhood
satisfaction. Though it is possible that social capital serves as a substitute for financial
capital(29), our results do not support this particular claim.

There were some limitations to this study. Categorizing neighborhoods as very poor,
poor or non-poor, in order to hold individual income constant, concealed intra-
neighborhood variations that may have been notable. Similarly, the use of broad
racial/ethnic categories such as Latino and Asian, especially in a large cosmopolitan area like
Los Angeles County, conceals possibly significant variations between population sub-groups
(e.g., Chinese v. Korean). Comparing the above results to other cities also may not be
entirely appropriate given the diverse and unique racial/ethnic complexions of American
cities. Finally, as with all cross-sectional analyses, accounting for change, for instance, in the
social or economic character of a neighborhood, is not possible with these data.

Our analyses revealed notable differences in levels of social capital between very
poor, poor and non-poor neighborhoods in Los Angeles. However, social capital was only
marginally linked to self-rated health in only very poor neighborhoods. Though individual
opportunities, choices and outcomes, ranging from housing to health, clearly hinge upon
income and financial capital, more research is needed to examine how different population
groups and cultures construct, use and possibly benefit from social capital. Research that
explores such intra- and inter-city variations in social capital and health would be particularly
informative(30), and may yield useful information when targeting health promotion policies
and strategies in the future.
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