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ABSTRACT

Background: Studies in early psychiatric epidemiology explored the nature of the
social, political and historical environment and its relationship to psychiatric
morbidity. Modern psychiatric epidemiology has not had this focus, but has instead
examined psychiatric morbidity from the perspective of the individual. However, the
relationship between one aspect of the social environment (community healthiness)
and psychiatric morbidity has begun to be explored through the concept of social
capital. Recent research appears to indicate that communities featuring high levels of
social capital have lower rates of mental health problems. Yet research into social
capital has failed to clarify what social capital is, how its different parts relate, or how
best to measure it. Of particular relevance to its use in research in social psychiatry,

~ there has been little empirical research into a key aspect of social capital, volitional
community participation. The aims of this thesis are therefore (a) to attempt to
describe volitional community participation by exploring its structures and dynamics
and (b) to describe how the structures and dynamics of community participation are
associated with psychological distress, including in regard to their relationship with
social trust. The findings are reviewed in terms of the contrasting experiences of

women and men and of three generations of adult Australians.

Method: This thesis is based on the Eurobodalla Study, which was purpose-designed
to address the research aims. It is a stratified cross-sectional general population
survey conducted in coastal New South Wales, Australia. Participants were 963
adults aged 18-97, randomly selected from the electoral roll. They filled out an

| ‘anonymous, voluntary mail questionnaire. . Data were collected from late 2001 to
early 2002.



Results: Exploratory and confirmatory factor analyses revealed that community
participation contains fourteen separate domains of activity and three higher order
“super-domains”, including informal social connectedness, civic engagement and
political participation. Multi-dimensional scaling revealed the fourteen domains
could also be ordered on two dimensions, a public-private dimension and a choice-
obligation dimension. Further, respondents were grouped via cluster analysis to
reveal a typology of seven kinds of people based on patterns of participation, which
included a group for each generation of men and women (six groups in total), and a
group of “elite connectors”. There were striking differences in the profiles of the
seven types in terms of patterns of participation, socio-demographic characteristics,

‘and distress.

Conclusions: Community participation is not a unitary concept, but is made up of
fourteen distinct domains organised within three super-domains. Further, the domains
differ in whether they reflect public or private kinds of participation, and whether
people undertake them primarily out of choice or out of obligation. Not all domains
of community participation are associated with mental health and the strength and
direction of the association differs amongst those that are. Lower levels of distress
were found among older generations and among elite connectors, and worse among
Baby Boomers and Generation Xers, particularly among Baby Boomer men and
Generation X women. Future research into the relationship between community
participation and mental health might benefit from taking account of its structures and
dynamics and of the patterns of participation that characterise different types of
people.
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CHAPTER 1: INTRODUCTION

CHAPTER SUMMARY

This chapter begins with a statement of the broad area of
interest of the thesis, and is followed by a targeted review of
literature and rationale for the study. Various theoretical
stances with respect to explaining the relationship between
community participation and mental health are presented, and
the thesis is located in terms of one of these stances, a social
capital explanation. An analysis of the strengths, and of the
conceptual and methodological challenges, of sOcia/ capital
research follows, together with specific research questions to be
addressed. The chapter concludes with a statement of aims for
the study, a summary of the hypotheses, and an overview of the
contents of each chapter in terms of addressing the hypotheses.

MENTAL HEALTH, COMMUNITY PARTICIPATION, AND
PSYCHIATRIC EPIDEMIOLOGY

The relationship between participating in the community and the onset and course of

mental health prob]emsl received research attention in the early days of psychiatric

epidemiology, and has also been the subject of research very recently in the field of

social capital. This chapter presents a targeted review of both fields of research, and

describes how this thesis builds on ideas from different research disciplines,

including psychiatric epidemiology, psychology, political science, and sociology.

Theory development and methodology are built primarily on psychiatric

! The term “mental health problems” is used in this thesis to denote specific mental

disorders that meet clinical diagnostic criteria, and also mental health problems at

sub-clinical levels.

Page 1



epidemiology, the field of research of this thesis. Early studies in social psychiatry
(a branch of psychiatric epidemiology) explored longitudinally the relationship
between individual psychiatric morbidity and the social, economic and historical
context in which study participants were living. This interest in social psychiatry is
not prominent in modern Australian psychiatric epidemiology. But the relationship
between the quality of the socio-economic environment and individual psychiatric
morbidity has begun to receive attention through the notion of social capital. This is

where other fields of research make a contribution.

In terms of theory development, the literature on social capital is mostly found in the
fields of political science and sociology, with some core elements explored
empirically in medical and, to some degree, psychiatric epidemiology. I have
therefore dréwn material on social capital, as relevant to psychiatric epidemiology,
from those fields. Specifically, community participation fs the feature of interest in
this thesis, with a subsidiary focus on social trust, so these are the elements that I
have emphasised. The latest research findings about psychiatric morbidity are taken
from modern psychiatric epidemiology. These findings are supplemented by
material on life course development, drawn from developmental psychology,
personality, also drawn from the field of psychology, and material on social support

drawn from psychology and psychiatric epidemiology.

Finally, in terms of methodology and analysis, which are a major focus of this thesis,
the methods used in psychiatric epidemiology are very different from and greatly
superior to those used in social capital research. The thesis uses epidemiological
approaches supported by technical material on instrument development common in
psychology (for example, as in a measure of trust that I analyse on pp.37-38 of this
chapter). These ideas and their sources are reviewed in this chapter, and detailed
with respect to measure selection and development in Chapter 2. Chapters 3 to 6
present informationk on the techniques and analyses appropriate for responding to the
research questions together with the analyses and findings, with overall findings and

implications drawn together in the final chapter.
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In sum, this thesis is about how a feature of the social environment (community
participation) is related to psychological distress, including possible causal pathways.
The thesis is thus centred in the field of psychiatric epidemiology. But by borrowing
to a limited degree certain ideas and technical approaches from other disciplines, the
elements, structures, and dynamics of community participation, and the relationship

between community participation and mental health, are examined.

COMMON MENTAL HEALTH PROBLEMS IN AUSTRALIA
Mental health can be defined as people’s ability to “.... think and learn, .... and [to]

live with their own emotions and the reactions of others” (Herrman 2001). Such
attributes are becoming less commonplace, because the prevalence of common
mental health problems, such as anxiety and depression, has been steadily increasing
(Twenge 2000). This trend is likely to continue (Sartorius 2001). Research indicates
that the prevalence of mental health problems is also increasing among children in
Australia (Langsford et al 2001), as it is in America (Browne et al 2004). Currently
around one in five Australian adults meets the diagnostic criteria for a mental
disorder each year (Andrews et al 1999), and many more exhibit sub-clinical levels
of symptomatology (Butterworth & Berry 2004)’. Indeed, mental health problems
have become the leading cause of non-fatal disease burden in Australia and account
for nearly one-third of years lost to disability (Mathers et al 1999). They account for
more than twice the level of disability or impairment in the Australian community
than the next Ihost disabling health problem, nervous system and sense organ

disorders.

Costs of mental health problems
The prevalence and impact of mental health problems is thus vast, and they affect

society and individuals in many ways. Firstly, the direct economic costs of mental
health problems to the healthcare system are enormous (Garattini et al 2004, Ingoglia
2003, Knapp 2003), with depression and anxiety contributing the largest drain on

healthcare resources (Tylee 2000). Thesc costs are not only apparent in developed

? See Appendix 1.1.
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economies, but also in developing economies (Harpham et al 2004, Patel &
Kleinman 2003). Further, levels of disability associated with mental health problems
are a major contributor to levels of unemployment and thus also involve massive
costs to the economy (Butterworth & Berry 2004). In addition, mental health
problems account for significant productivity losses among people in paid
employment, particularly in terms of reduced effectiveness on the job, but also in

terms of sick days (Lim et al 2000).

General costs to society

Though extensive in their own right, the costs of mental health problems are not
limited to economic productivity and to the healthcare system, but are also felt in
fields as diverse as education, housing, welfare, and the criminal justice system
(Ingoglia 2003). For example, mehtal health problems are associated with more
frequent and more severe criminal offending (Hodgins 2001, Hodgins & Lalonde
1999, Munkner et al 2003, Nelson 2002), especially for those with dual diagnoses
(Putkonen et al 2004). Though the extent of the association is contested (Draine et al
2002), there is consensus that offenders with mental health problems experience
more difficulty in their rehabilitation than those without mental health problems, and
require special services (Kolker & Delgado 2003). This is also the case for juvenile
offenders (Stewart & Trupin 2003).

Costs fo individuals

Mental health problems also place an enormous burden, financially and emotionally,
on those who care for people experiencing problems (Droes et al 2004), and on |
others close to them. For example, children growing up in families in which one of
their parents experiences mental health problems are at significantly higher risk than
other children of developing mental health problems or displaying disordered
behaviour (Baydar et al 2003, Hinshaw 2004, Kilic et al 2003). In addition, for those
individuals experiencing mental health problems, the subjective experience of their
disability, and the accompanying levels of suffering, can be profoundly distressing

(Rodgers et al 2004). Western European research has shown that diseases can be

Page 4



given weightings that allow them to be compared in terms of their severity, and this
helps illustrate the severity of the subjective experience of specific mental disorders.
For example, in terms of the severity of the illness, out of fifteen illnesses, severe
depression ranked third behind quadriplegia and being in the final year of a terminal
illness (Schwarzinger et al 2003). In Australia in 2001, around 2% of deaths and
11% of years of life lost resulted from suicide, and seven Australians end their own

lives each day (Commonwealth of Australia 2003).

THE NEED FOR RESEARCH INTO MENTAL HEALTH

Given the vast economic, social, and personal costs of mental health problems, it is
imperative to find ways, where possible, to prevent their development, and to treat
problems quickly and effectively following onset. According to the National Action
Plan for Promotion, Prevention and Early Intervention for Mental Health
(Commonwealth of Australia 2000) for Australia, a spectrum of mental health
interventions needs to be applied according to the nature and stage of the disorder.
These interventions should address the needs for prevention, treatment, and
continuing care, as appropriate to the disorders and to the circumstances of the

individuals concerned.

Yet despite the research-based, consensual, and practical recommendations outlined
in the National Action Plan, mental health researchers, clinicians, carers, and people
with mental health problems point to the inadequacy of mainstream mental health
services (Hickie et al 2001). They also point to the extensive unmet need (Ialongo et
al 2004), and it has been argued that there is a need for a greater awareness of the
impact of mental health problems on the community and on individuals (Anonymous
2003, Herrman 2001, Tylee 2000). This is also the case in Australia (Andrews et al
2001a, Andrews et al 2001b, Herrman 2001), where unmet need is especially marked
in deprived areas (Abas et al 2003), and where only about one in six people with

mental health problems receive effective treatment (Andrews et al 2001b).
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One of the strategies required in effectively addressing increasing levels of mental
health problems, and in meeting the need for effective interventions, is to increase
the current level of research funding. A recent Australian Society for Health
Research report discussing methodologies to quantify the impact of health
interventions demonstrated stunning returns on investment in health research and
development (Access Economics Pty Ltd 2003). But in terms of the disease burden
of mental disorders, mental health is substantially under-funded in Australia (Jorm et
al 2002), and many potentially useful avenues of research remain unexplored. One

of these is the subject of this thesis.

A PROPOSITION: PEOPLE ARE PRODUCTS OF THEIR
ENVIRONMENT

This thesis examines the relationship between volitional community participation and
general psychological distress. Volitional community participation refers to the
many ways that people can participate in their communities out of choice. That is, it
excludes kinds of participation that people are not free to choose to do or not to do,
such as shopping, accessing medical services and, for many, engaging in paid
employment. Examples of volitional community participation include spending time
with friends, belonging to a sporting club, volunteering, and going on political

demonstrations (Vromen, 2003).

First and foremost, it is necessary to acknowledge that community participation does
not exist in a vacuum, but within a dynamic socio-economic context. This context
affects health outcomes for communities and for individﬁals. In that it affects health
outcomes generally, it affects mental health outcomes too, and there is extensive
evidence linking mental health with the socio-economic context (eg., Rodgers 1991).
The links between the socio-economic context and community and individual health
outcomes are not usually direct, and do not affect all people equally. Instead, they
are felt primarily through a range of mediating factors. Among these mediating
factors is community participation. Two case studies from early longitudinal studies

in psychiatric epidemiology are presented below. They both illustrate the
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extensiveness of the range of socio-economic factors that can be relevant to mental
health, and the complexity of the causal pathways linking factors within the social

environment to mental health outcomes.

EARL Y RESEARCH LINKING COMMUNITY PARTICIPATION AND
MENTAL HEALTH

Early longitudinal studies in psychiatric epidemiology described the social
environment in which people lived, and linked facets of this environment with
individual and group mental health outcomes via various risk factors. Examples of
this kind of study can be found in the work of Elder and his colleagues (Elder 1979,
Elder 1994, Elder & Caspi 1988, Elder et al 1985) and Leighton and his colleagues
(Leighton 1965, Leighton 1994, Léighton et al 1962). Both sets of studies were
conducted in North America, Elder’s in Berkeley, and Leighton’s in Canada. Elder’s
participants were born in the 1920s, and constituted the first longitudinal cohort
studies of children. Selected findings from these studies have been presented here as
illustrations of how the social environment can influence mental health outcomes

and, in particular, the role that community participation plays in this relationship.

The effects of the Great Depression on mental health
Elder charted the effects of the Great Depression of the 1930s on the individual

psychosocial development of two cohorts of children. The older cohort, born in
1920-21, were adolescents during the Depression while the younger group, born in
1928-29, were young children. These studies generated numerous interesting
findings, including findings about some of the moderators and mediators of the-
relationship between the environment and mental health outcomes. Elder’s findings
with respect to the psychosocial development of study participants who were
adolescents during the Depression (the earlier born cohort) are presented here as an

example.
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Being a teenager in the Depression: good for boys, bad for
girls

The experience of adolescent girls during the Great Depression was quite different
from that of adolescent boys (Elder & Caspi 1988). Generally speaking, being an
adolescent during the Depression was harmful to the psychosocial development of
girls, but it was beneficial to that of boys. In both cases, the harm and benefits
resulted from the effect that poverty had on differences in the level and nature of

community participation experienced by girls and boys.

Not all families experienced extreme financial adversity, which Elder called
“deprivation, during the Great Depression of the 1930s. But all households that did
experience deprivation attempted to compensate for their loss by “restructuring
resources and relationships” in different ways (Elder & Caspi 1988). These
restructurings, some of which delivered more successful outcomes than others,
mediated the impact of economic adversity on members of the household system,
leaving some harmed and some strengthened by the same adversity, even within the
same household. Overall, girls fared badly because their deprivation meant they
missed out on participating in desired ways in their community. Specifically, they
missed out on socialising with their peers and meeting boys. Instead of having the
time and the money to go out and have fun, they were not able to buy fashionable
clothes and spent almost all their time at home performing little valued household
chores, the quantity of which was greatly increased by their deprivation. Thus
deprivation had the effect of pushing adolescent girls prematurely into adult roles,
and these roles alienated them from their community. The end result of this chain of

factors was elevated rates of mental health problems among deprived adolescent

girls.

Boys’ lives were also affected by household restructuring but, in their case, it led to

increased community participation. Specifically, it led to early participation in the

3 In this research, deprivation is a relative rather than an absolute concept, and refers to the degree of
financial adversity experienced. Its specific definition is living in a household that lost at least one-
third of its pre-1930s wealth during the Great Depression Elder GH. 1979. Historical change in life
patterns and personality. Life Span Development and Behavior 2: 117-59.
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paid workforce. As soon as they were old enough, boys in deprived households
would be expected to find paid work. As very young adolescents, they would
perform simple tasks (such as running errands for neighbours), for which they would
be paid small amounts. As they grew older they would progress to more responsible
and more highly paid work. Unlike the girls’ work, the boys’ work took them out of
the home, and it was greatly valued because it brought money into the house. Asa
result, working boys were granted premature access to the respect, freedoms, and
privileges usually reserved for working men. So, Elder concluded, the boys “were
needed, and, in being needed, they had the chance and responsibility to make a real
contribution to the welfare of others”, which strengthened their sense of belonging
(1 974: p.291). The end result of this chain of factors was lower than average rates of

‘ psychiafric morbidity among deprived adolescent boys.

As for their sisters, deprivation had the effect of pushing adolescent boys
prematurely into adult roles. But in the boys’ case, these roles connected them to
their community, rather than alienating them from it. And so, while the girls’ sense
of self-worth tended to be undermined by their adult role-taking, that of the boys
could be enhanced, and these contrasting life experiences were reflected in

contrasting mental health outcomes at the time and throughout their lives.

Better to be born poor than to become poor

Mediators and moderators of the impact of the social environment on individual
mental health outcomes may.be further explored by examining the circumstances of
the adolescents more closely. For example, outcomes for girls were not uniform, and
their experiences varied markedly depending on their particular circumstances. Elder |
described two sets of circumstances (1988). Firstly, living in a family that sustained
heavy financial losses during the Depression was a risk factor for the development of
mental health problems among adolescent girls, but not equally among all girls. In
terms of mental health outcomes, girls whose families were formerly financially
comfortable responded to'depfivation with elevated rates of mental heélth problems

than did girls whose families were poor in the first place. Thus, deprivation was
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associated with the development of mental health problems for all adolescent girls,
but it was associated with higher rates of morbidity for formerly financially

comfortable girls.

Fathers favoured good-looking daughters

Secondly, both boys and girls felt the stress of hardship partly through the more
negative behaviour of fathers in deprived families (Elder et al 1985). For fathers,
severe financial loss incrcased their “emotional instability, tenseness, and
explosiveness” making them more “punitive and arbitrary”. Of particular note was
the increased likelihood of fathers in deprived families behaving in a rejecting
manner. While having a loving and supportive father was a protective factor against
the development of symptoms of low self-esteem and serious psychological distress,
having a rejecting father was a risk factor for these problems. In particular, the
daughters of rejecting fathers were less goal-oriented, less socially capable, and felt
more inadequate than the daughters of non-rejecting fathers. They were also less

calm, more moody, and more easily hurt.

A girl’s appearance was a factor in her l>ikelihood of being rejected by her father, and
thus in her likelihood of developing mental health problems. Elder had the girls’
physical attractiveness rated by members of his team. He found that fathers were
more likely to display rejecting behaviour towards their adolescent daughters if the
daughters were not attractive. On the other hand, fathers of attractive daughters were
more likely than average to behave in a supportive and nurturing manner, even if the
family had suffered extreme financial adversity. These nurtured girls had lower rates
of mental health problems than less supported girls, and both grew up to be more
“competent selves” (Elder 1979), even though they grew up in deprived families.
Thus, fathers’ rejection or support of their daughters was a mediator of the impact of
deprivation on their daughters’ mental lhealth, and the daughters’ attractiveness was a

moderator of their fathers’ rejection or support.
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These selected findings provide some insight into the complex and interactive nature
of the causal pathways associating factors in the social environment with mental
health outcomes in individuals (Elder & Caspi 1988, Elder et al 1985). The findings
of research that examined mental health outcomes for a community, rather than for

individuals, also illustrate this point.

Rebuilding after anihilation: The Stirling County Studies

A set of studies by Leighton and his colleagues charted the transformation over some
twenty years of the impoverished and marginalised inhabitants of a small rural slum
in Canada, “The Road”, into an “integrated community” as prosperous, happy and
productive as any other in the region. From a pervasive culture of despondency,
alienation, and self-destructive negativity, the people of The Road acquired the skills
and motivation to take chafge of their lives and of the development of their
community (Leighton 1965). Their descent into poverty and degradation appears to
have originated from the erosion of their language and culture of origin, and from a
comprehensive loss of economic opportunity. Prominent among the debilitating
features of their degraded state were hostile mistrust of each other, and especially of
strangers, a lack of ability or desire to cooperate to solve problems, and ways of
behaving and dressing that marked them as undesirable to other people living in the
surrounding region. Specifically, Leighton found “broken homes, few and weak
associations, inadequate leadership, few recreational activities, hostility and
inadequate communication, as well as poverty, secularization and cultural confusion”

(Leighton, 1962: p.1021).

The process of recovery

The people of The Road did not initiate their own recovery (Leighton 1965). Local
government officials, prompted by Leighton and his team, decided to intervene to
help the community. Their intervention included tangible and cultural resources
based on three strategies. The first was to encourage residents to develop leadership
skills in the hope that this would lead to the introduction of “social organization” and

social values. The remaining two were education and economic opportunities. The
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process of change started with encouraging residents to cooperate to achieve one
small goal, which was determined by the community itself. This goal was to raise
enough money to introduce electricity into the schoolroom so that movies could be
shown. The people were left to achieve this goal on their own and, to do so they had
to learn basic leadership and cooperation. Their goal was achieved, and enough extra

cash was raised to pay for electricity for two years.

This first achievement became the template for the next, and so on, until the
community became practiced at solving problems and cooperating to reach shared
goals. Over time, future-oriented and public-spirited values emerged within the
community, along with rising levels of formal and informal social participation. The
Road was eventually able to integrate itself completely into its region, and this

helped it progress more quickly.

Complex causal pathways

In comparing The Road community with other communities in the same area,
Leighton and his colleagues found that the process of developing and of recovering
from mental health problems was not identical in all communities (Leighton et al
1962). For example, the risk of developing psychiatric problems was much greater
for all people in disintegrated communities, regardless of social class. That is,
people of lower socio-economic status in integrated communities faced a much lower
risk of developing psychiatric problems than higher status people in disintegrated
communities. More detailed analysis of participants’ social networks revealed that
belonging to a stable and well-integrated social group within the community reduced
the risk of developing psychiatric problems compared with identifying with “non-
conformists”. Thus, while economic, educational, and work status factors all had a
separate bearing on rates of psychiatric problems, all of them had to be taken
together, along with other factors with which they were associated, to understand in a
rounded way how a social environment could lead to the development of mental

health problems.
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Community participation is an essential feature of healthy
communities

After following this community for nearly twenty years, Leighton concluded that the
ability to work together to achieve collective goals was essential in overcoming the
effects of poverty and degradation (Leighton 1994). To develop this ability,
communities needed some initial assistance, including increased educational and
economic opportunities. But more than that, they needed to acquire two essential
skill groups. These were, firstly, the basic elements of “human relations”, to lead, to
follow, and to cooperate. Second were the basic elements of self-management,
confidence, optimism, and the ability to set and strive for practical goals. Ina
struggling community, these aﬁﬁbutes could only be acquired in the context of

learning through participating in the collective life of the community.

Leighton’s conclusions about what was required for a community to make a
transition from falling apart to pulling together were strikingly similar to Elder’s
essential criteria for a “competent self”. These criteria included being “goal-
oriented” (planned, optimistic, and determined), not being “submissive” (helpless
and resigned in the face of setbacks), and not exhibiting “self-inadequacy” (failure to
value oneself and to expect others to do the same) (Elder 1979). Both Leighton’s
and Elder’s study participants learned their individual skills in a social environment,

the former through community participation, and the latter in the home.

In both sets of studies, therefore, community and individual outcomes were greatly
influenced by specific features of the social environment, and this pertains to two
propositions that are central to the development of this thesis. One is that the social
environment, including levels of community participation, impacts considerably on
outcomes for individuals as well as for whole communities. The second is that the
pathways that lead from what goes on in the social environment to different
individual mental health outcomes are both complex and indirect. That is, there are
many factors that influence mental health, they interact with each other in many

ways, and the associations among them are often non-linear.
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ANOTHER PROPOSITION: PEOPLE CREATE THEIR OWN
ENVIRONMENT

A complementary proposition is that the social environment is not a neutral external
factor that affects all people in the same way, and to the same degree, but that people
influence their own environment. For example, people with high levels of
neuroticism attract negative life events. In a general population study of 8§92
Australians, people who reported symptoms of neuroticism were involved in more
negative interpersonal interactions than low-neuroticism participants (Poulton &
Andrews 1992). The authors concluded that high-neuroticism people could not be
considered merely “passive reactors” to whom events happened, but were “highly
emotionally sensitive and overly responsive” people who inadvertently attracted

interpersonal difficulties.

In addition, not only can personality affect mental health at particular times, or with
respect to particular events, it can influence mental health over the entire life-course.
For example, evidence from a British longitudinal study, the National Survey of
Health and Development, revealed that adolescent personality made a contribution to
predicting adult mental health experiences (Rodgers 1996). Similarly, childhood
adversity predicted chronicity in adult mental health problems in clinical and in

| general population samples of Australians (Brown et al 1994) and in international
samples (Rutter & Smith 1995).

People can also affect other factors within their social environment, such as their
levels of social support. For example, depending on their personality, different
people have different types and levels of social support (Emmons 1992), including
across cultures (Tong et al 2004). And in a twenty-year follow-up of London
children who were ten years old in 1970, childhood behaviour problems predicted
severely difficult life events in early adulthood, irrespective of factors such as adult
behaviour, mental health, or continuing contact with family of origin (Champion et al
1995).
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A FINAL PROPOSITION: PEOPLE ARE PRODUCTS AND CO-
CREATORS OF THEIR ENVIRONMENT

With evidence to support the propositions that people are products of their social
environment and that they also help create it, it would seem that the relationship
between the social environment and individual outcomes would be reciprocal. That
is, people influence, and are influenced by, their social environment. For example,
early life experiences can lead to the development of certain attitudes and behaviour
that can affect people throughout their lives. In one study, positive early
relationships with parents were associated with higher levels of adult social support
(Sarason & Sarason 1982). Further, people develop and change throughout their
lifetime, and this takes place within a context of continual social change (Elder

1994).

The focus of this thesis is the relationship between mental health and a specific
aspect of the social environment, community participation. It is therefore necessary
to consider the nature of the relationship between mental health and community
participation specifically, and to review any social, historical, or generational factors
that are relevant to understanding this relationship. This will be the purpose of the
rest of this chapter.

DIRECTION OF THE RELATIONSHIP BETWEEN COMMUNITY
PARTICIPATION AND MENTAL HEALTH
There are three theoretical stances, or explanatory frameworks, with respect to the

nature of the relationship between community participation and mental health. The
first is that participation and mental health are not in fact linked, and that shared
associations with other factors explain apparent links between them. That is,
confounding factors lead to certain levels of participation, and equally lead to certain
mental health outcomes. The second theoretical stance proposes that mental health
problems lead to deficits in community participation, while the third proposes an
opposite causal pathway. That is, a lack of participation leads to mental health

problems. This third theoretical stance can also be interpreted as meaning that
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participation is protective against mental health problems. These three stances are

not mutually exclusive and are reviewed briefly in turn below.

Explanatory framework 1: Participation and mental health
are not linked

The proposition that participation and mental health are not linked rests on evidence
that confounding factors cause differences both in the features of individuals’ social
environment and separately in their mental health outcomes. I am not aware of any
research directly addressing the relationship between confounding factors, mental
health, and levels of participation specifically. However, it could be argued that the
social environment includes community participation, and thus that findings about
the social environment can be assumed to apply to participation. These confounding

factors can be intrinsic or extrinsic.

Possible intrinsic confounding factors in the relationship
between community participation and mental health

Personality is an example of an intrinsic confounding factor, and we have already
seen that personality factors can affect individuals’ social environment. For

example, neuroticism attracts adverse interpersonal interactions (Poulton & Andrews
1992). Personality has also been linked directly to mental health problems (Heikkila
et al 2004), such as psychological distress (Lincoln et al 2003), and burnout among
students (Jacobs & Dodd 2003). Personality may also separately influence aspects of
people’s social environment and their mental health outcomes. One study found that
personality independently predicted both mental health problems and social support
(SaraSon & Sarason 1982). People who tended towards inflexible, conventional, and
hostile personality profiles reported lower levels of social support, and were less

happy and more worried, than their more flexible, tolerant peers.

Another form of evidence that personality influences mental health outcomes is that
interventions can be tailored to suit people’s personality types. For example, an

assessment of personality was used to select appropriate mental health treatment
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programs for people whose problems require residential interventions (Fassino et al

2004).

Possible extrinsic confounding factors in the relationship
between community participation and mental health

It has been proposed that “most mental health problems have neither psychological
causes nor psychological solutions, but are socially caused and can only be socially
solved” (Fryer 1999). Examples of “socially caused” or extrinsic factors that can
separately influence both participation and mental health are poverty and
unemployment. A relationship between poverty and mental health is clearly evident
in developing economies (Harpham et al 2004, Mubarak et al 2003). A review of
eleven community studies of the relationship between poverty and mental health in a
number of developing economies indicated that poverty has been a risk factor for the
development of mental health problems consistently over the last decade (Patel &
Kleinman 2003). Following on from pioneering British work on the social aetiology
of mental health problems (Brown & Harris), a relationship between poverty and
mental health continues to be found in developed economies (Almog et al 2004,
Mauksch et al 2003, Taylor et al 2003). Further, poverty has been linked to specific
mental health problems. For example, it is among the factors that have been found to
trigger the onset of schizophrenia (Mueser & McGurk 2004). ’

A review of the relationship between income support receipt and mental health
summarised evidence showing that unemployment can lead to the development of
mental health problems among a variety of groups within the general population,
such as older men who had lost their jobs, and young people undergoing the
transition from school to work (Butterworth & Berry 2004). Indeed, around the
world, unemployment contributes significantly to the onset of and difficulty
recovering from mental health problems (Akhavan et al 2004, Brown et al 2003,
Dooley 2003, Fryer & Fagan 2003, Matoba et al 2003). Mostly, unemployment
contributes to the development of common mental health problems, such as
depression (Barkow et al 2003). But the links between unemployment and mental

health problems can be very specific. For example, in Japan, unemployment has
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been directly causally linked to completed suicides by hanging (Abe et al 2004).
Lone parenthood has similar and often more severe effects on mental health
(Butterworth 2003, Hope et al 1999).

Explanatory framework 2: Mental health problems are a
barrier to community participation
People with mental health problems find themselves excluded from participating in

their communities in a wide variety of ways (Bonner et al 2002), and isolation and
alienation are common features of the lives of people experiencing mental health
problems (Mubarak et al 2003). Indeed, studies from around the world show that
people living with mental health problems not only feel isolated, but they share a
history of being actively rejected by the general community (Madianos et al 1987,
Phelan et al 2000, Rahav et al 1984, Smith 1981). Even groups that have come
together in the community with the goal of supporting people with mental health
problems occasionally reject some members. For example, mental health support
groups have been shown to form and maintain strong behavioural norms, and
violations of those norms have at times been punishable by exclusion from the group
(Parr 2000). A recent Swedish study revealed that the degree of social isolation that
people with mental health problems face is even reflected in higher rates of dying
alone (Thiblin et al 2004).

As we saw in Explanatory framework 1, there is an extensively documented causal
pathway from unemployment to psychiatric morbidity. That is, unemployment,
which is a form of exclusion from participation in the community, can contribute to
the development of mental health problems. The reverse is also the case, and mental
health problems can contribute to the failure to find employment, or to the loss of
employment (Danziger et al 2000a, Danziger et al 2000b, Derr et al 2001, Derr et al
2000, Lennon et al 2001). In addition, people who have lost paid employment
commonly report feeling rejected by and alienated from the general community
(Strohschein 1998), and this is linked to mental health problems (Forbes et al 2003,
Mills et al 2004).
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Another form of evidence of the causal impact of mental health problems on
economic participation is that programs for addressing mental health problems can
be remarkably effective in helping people find or retain employment (Butterworth &
Berry 2004). Effective programs have included cognitive therapies, and training to
enhance personal effectiveness skills, such as mastery and resilience. Of particular
relevance to this thesis, one of the most effective forms of mental health intervention
with respect to employment was assisting people in building their social networks
(Harris et al 1999).

Explanatory framework 3: Lack of participation influences
the development of mental health problems

This is the explanatory framework most strongly supported by the studies in
psychiatric epidemiology reviewed earlier in this chapter. For example, Leighton
showed thaf the ﬁrst achievement of the people of The Road, raising money to get
electricity connected in the church hall, was based on their coming together to
address a collective need (Leighton 1965). That is, people who had previously had
little to do with one another met to work out how they would collectively attain a
goal. Prior to their coming together, rates of psychiatric morbidity were substantially
higher than they were after they had started meeting. This participation in the

community was the initiating force in the process of recovery within the community.

Echoing these community-level findings at the individual level, Elder and his team
looked at the differential effects of participation and non-participation on adolescents
growing up in the Great Depfession (Elder & Caspi 1988). This research showed
how withdrawal from the community led to the development of mental health
problems among adolescent girls, while heightened involvement in the community
was protective against the development of mental health problems among adolescent
boys. It can thus be inferred that lack of participation played a causal role in the
development and prevention of mental health problems among adolescent girls and
boys respectively. The findings of early psychiatric epidemiology therefore
indicated that participation was associated with positive psychological outcomes, and

protective against the development of negative outcomes.
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Recent studies have reported similar findings. Higher levels of individual
connectedness are associated with fewer mental health problems (Kawachi &
Berkman 2001, Lee et al 2001, Twenge 2000, Wainer & Chesters 2000), including
among adolescents (Bond et al 2001). For example, in a study of over 1,200 Scottish
adolescents aged 12 to 18 years, participating in social activities with peers was a
protective factor against the development of mental health problems, and difficulties
in social relationships were a source of distress (Hendry & Reid 2000). Another
study involved over 12,000 American high school students who participated as part
of the National Longitudinal Study of Adolescent Health (Resnick et al 1997). The
study found that two aspects of connectedness (to family and to schbol) were more
strongly‘ associated than any other factors with lower levels of problems. These
problems included distress, suicide ideation and attempts, violence, substance

misuse, and problem sexual behaviour.

Participation in the community, or connectedness to others, is particularly important
for people whose experiences in society are less easy, as a group, than they are for
other groups, such as for New Zealand Maori (Huriwai et al 2000). Another study
looking at the experience of particular groups within the community compared the
social connectedness and mental health of immigrants with those born in the
community (Hao & Johnson 2000). Participating generally in the community,
religious observance, and being in a relationship were beneficial to everyone’s

mental health, but particularly to the immigrant residents.

Participation has also been shown to have a role in the course of mental health
problems. That is, it has been argued that lack of participation inhibits recovery from
mental health problems once they have started. For example, lack of participation
has been associated with difficulty recovering from depression following the onset of
an episode (Prince et al 1998). Thus, even where lack of community participation is
not a primary cause of the onset of mental health problems, it still has an

intermediate, or mediating, causal effect on their course.

Page 20



SUMMING UP: PARTICIPATION AND MENTAL HEALTH ARE
LINKED TO EACH OTHER, AND TO OTHER FACTORS

We have seen that participation and mental health are linked to each other, and to
other factors. Some have argued that intrinsic factors (such as personality) and
extrinsic factors (such as poverty and unemployment) directly cause differences in
levels of participation and also in levels of mental health problems. Others have
argued that mental health problems lead to a lack of community participation. Still
others have shown that failing to participate in the community can lead to, or stand in
the way of recovery from, mental health problems, and that community participation

is protective against the development of mental health problems.

All three theoretical stances are valid and evidence-based, and they are not mutually
exclusive. Indeed, studies in early psychiatric epidemiology have shown that the
relationship between the social environment and mental health is complex and

interactive, and that community participation is a mediator of this relationship.

However, while early psychiatric epidemiology focused on the relationship between
the social environment, community participation, and mental health, recent
psychiatric epidemiology has not had this focus. As a result, the least researched
theoretical stance with respect to participation and mental health is the proposition

that deficits in levels of participation may contribute to mental health problems.

USING SOCIAL CAPITAL THEORY TO EXAMINE THE
RELATIONSHIP BETWEEN PARTICIPATION AND MENTAL

HEALTH
Though contemporary psychiatric epidemiology has not emphasised the effect of

community participation on mental health, research into social capital has begun to
do so. This is a key field of research to investigate, because community participation
is one of the most important components of social capital (Heying 1997). Thus this
thesis draws on social capital theory to investigate the relationship between

community participation and mental health. Methodological issues in doing this are
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addressed later, while below is a brief review of the concepts behind social capital

theory.

A SELECTIVE INTRODUCTION TO SOCIAL CAPITAL

Three authors have been prominent in theory development in social capital,
Bourdieu, Coleman, and Putnam. Each has a different conceptualisation of the
components, functioning, and role of social capital. In this thesis, I have emphasised
the work of Robert Putnam. This is because (a) his conceptualisation dominates
current debate (Farr 2004), (b) it is already extensively and almost exclusively used
in epidemiology, and (c) this thesis is not about social capital, but about how the

~ concept has begun to be used and could be further used in psychiatric epidemiology.

While Putnam’s work is self-evidently scholarly and intrinsically interesting, it
contains certain weaknesses that have not yet been addressed with respect to its use
in psychiatric epidemiology. There is not yet agreement about exactly what social
capital is, and which concepts are included in and which excluded from its definition.
Causal relationships between social capital and current individual social and health
circumstances have not been identified and, very importantly, concepts have not been
properly operationalised and measured. This last issue is partly the result of the
“opportunistic” (Edwards & Foley 1998) use of existing databases. Addressing this
last issue comprises the main content of this thesis. Criticisms of Putnam’s and other
scholars’ work are detailed in the following pages of this chapter and summarised on
pp.52-53. With respect to these criticisms, the aims of the thesis are set out on
pp.53-54 of this chapter. |

The term social capital has appeared in its modern sense since at least early in the
last century (Fafr 2004). Describing the importance of large amounts of “social
intercourse™ as one way of supporting the successful education of children in West
Virginia, America, Hanifan (1916: in Putnam, 2000, p.19) wrote that “the
community will benefit from the cooperation of all its parts and the individual will

find in [his) associations help ...... [and] sympathy ....... ”. Nearly eighty years
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later, in his book Making Democracy Work, Putnam wrote of social capital as
“features of social organization, such as networks, norms, and trust, that facilitate

coordination and cooperation for mutual benefit” (1993: p.1).

Social capital as a public good*

Recent research interest in social capital has been extensive and it is now reasonable
to conclude that, generally speaking, communities rich in social capital appear to
enjoy both day-to-day and long-term physical health and social benefits. Social
capital is considered to be of such importance to community wellbeing that the term
is sometimes used as a synonym for community health. Healthy communities have
been defined as those that have high levels of social capifal, defined as community
participation and trust (Kawachi et al 1998). Further, Gilbert (1993) describés
healthy communities as those featuring dense networks, cooperation and trust, and as
typically being organic, reinventing, and self-regulating. Unhealthy communities, on
the other hand, have poor infrastructure and capacity building, high levels of crime,
especially violent crime, and poor physical health (Hancock & Duhl 1988).

Contemporary commentary on social capital is thus generally based on the premise
that social capital is, for the most part, a public good. This premise is so pervasive
that it is frequently embedded in definitions of social capital, such as Putnam’s
definition of social capital cited above. The argument is that, like growth in
economic capital, growth in social capital is desirable because everyone benefits
from it. Foley & Edwards (1998) point out that this argument is a foolish as saying
that an increase in Gross Domestic Product translates to an identical increase in every
household’s income. They also point out that, despite this serious failing of logic,
many researchefs continue to work on the assumption that, since social capital is a
public good, it is in a nation’s interests to be flooded with it so that the rising general

level will eventually “lift all boats”.

“ A public good is a benefit, such as streetlighting, that is available equally to everyone in the
community, and whose use by one person does not diminish its availability to the next (Hawe &
Shiell, 2000).
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This view of social capital as a public good derives from the proposition that social
capital is a property of the community as a whole (McKenzie et al 2002), and is a
shared resource that community members can draw upon freely to solve individual or
collective action problems that they otherwise could not solve (Lochner et al 1999).
This is resonant of Leighton’s conclusions with respect to the recovery of The Road
in the Stirling County studies (Leighton 1965). In The Road, residents learnt over
time to come together to achieve shared goals and, in time and with practice, they
constructed a template for effective collective action. Thus, generally speaking,
communities that are rich in social capital are vital and “organic”, constantly
renewing their ability to respond to group goals and to the needs of individuals

(Gilbert, 1993).

Core components of social capital
As a first step in developing hypotheses about the validity of such a view, it is

necessary to describe the constituent elements of social capital. At a very broad
level, social capital is made up of two separate but overlapping ecological level core
components. These are (i) participation, and (ii) social cohesion (Putnam, 2000:
p-21). That is, one component has to do with participating in the community, the
networks of association that participating generates, and the quality of relationships
within and between those networks. That is, one part of social capital is the extent to
which networks are established and maintained in the community, and the kinds of
relationships they involve. Through investigating the elements, structures, and
dynamics of community participation, this thesis seeks to clarify an aspect of this

core component of social capital.

The other core concept within social capital is the social cohesion that results from
participating in the community. In terms of social capital, social cohesion refers to
how effective community networks are in bringing people together, and what kind of
behaviour they engender. Thus social cohesion embraces those features of a

community that have to do with the extent to which people are able and willing to
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cooperate with one another (Saunders & Winter 1999), and the goals towards which

they direct their cooperation.

Group cohesion is evident in community-level phenomena. These phenomena
include social trust (trust in strangers), generalised reciprocity (“the kindness of
strangers”), cooperation, organisation, information-sharing, and other pro-social
norms (Portes 1998). They also include loyalty, conceptualised as the “glue” that
binds members of cohesive groups to one another (Van Vugt et al 2004). Echoing
Leighton’s conclusions about generating social change in The Road, Putnam
proposes that participation is the component of social capital that leads to the
creation of cohesion, including trust and reciprocity (Putnam, 1993, p.1). Through
investigating the links between the elements, structures, and dynamics of community
participation, and social trust, this thesis aims to help clarify the core concept of

social cohesion and its place in social capital theory.

To sum up, in essence social capital is about the functioning and functionality of
relationships between people at the ecological level, not at the interpersonal level.

As with interpersonal relationships, group-level relationships “confer obligations and
benefits” (Hawe & Shiell 2000). That is, social capital is about people’s group-based
relationships with one another, and the patterns of rights and responsibilities that
derive from them, viewed from the perspective of the community as a whole. Thus
while individuals and their interpersonal relationships contribute to the creation and

maintenance of social capital, and are affected by it, they are not its primary focus.

SOCIAL CAPITAL AND MENTAL HEALTH

With its emphasis on relationships within the community, it is logical that social
capital would be linked to mental health. This is because people experiencing mental
health problems often experience difficulties in relationships (Johnson et al 2000,
Kato 2003, Sarason & Sarason 1982, Segrin 2000), including, in particular, in family
relationships (Rodgers et al 2004). This could be expected to affect the extent to

which they participate in their communities (as it does their economic participation),
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and to affect their ability to contribute positively to, and take advantage of, the social
cohesion that is associated with participating. Also, mental health is closely
associated with physical health and, empirically, high levels of social capital have
consistently been associated with better physical health and lower mortality
(Kawachi et al 1997, Skrabski et al 2003)°. Though mental health may be seen at
best as marginal as a health issue (Hickie 2002), and less important than physical
health (Thornton & Tuck 2000), it must nevertheless be understood that mental
health and physical health are deeply connected (Herrman 2001). Thus, where
physical health problems are prevalent, so too will be mental health problems, and

vice versa.

While ideas about the links between social capital and physical health have been
extensively reported, research into the links between social capital and mental health
is less mature. Nevertheless, a few studies have emerged linking social capital and
mental health (Berry & Rickwood 2000, Caughy et al 2003, Kawachi & Berkman
2001, McKenzie 2003, Saluja et al 2003, Sartorius 2003)6. Evidence for links
between social capital and mental health has also been found in developing countries
(Harpham et al 2004). Based on these reports, some tentative conclusions are
possible. For example, it appears that the size of the effects of social capital on
mental health vary across disorders (McKenzie et al 2002). Further, social cohesion
has been directly linked with specific disorders. For example, in a series of studies
conducted in very deprived areas in London, high levels of social cohesion were
linked to lower levels of schizophrenia (Boydell et al 2002, Boydell et al 2001,
Boydell et al 2003, Morgan et al 2003, Murray et al 2003). o

It is important to be cautious with respect to inferring causality in such studies,
because there is sound evidence from longitudinal research that people with mental
health problems migrate over time to socio-economically disadvantaged areas (Faris

& Dunham 1939). This is because their socio-economic circumstances degrade the

* For a review of the literature on the relationship between social capital and health, see OECD. 2001.
The Wellbeing of Nations: The Role of Human and Social Capital, Organisation for Economic
Cooperation and Development, Paris.

¢ See Appendix 1.2.
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longer their illness continues, and they have to move to more disadvantaged
localities. Nevertheless, the relationship between social cohesion and mental health
persists despite this (Silver et al 2002), and social capital appears to be a “promising
heuristic” with respect to addressing mental health at the community level

(McKenzie et al 2002).

At a more specific level, the links between mental health and some aspects of social
capital are of particular interest. This is because these aspects are not just related to
community wellbeing at the ecological level, as we saw in Leighton’s studies of The
Road. They are also directly related to individual outcomes. For example, a key
element of social capital is social trust (trust in strangers, or in others generally in the
community). In a multivariate analysis, the relationships between trust in family,
trust in friends, and social trust were compared with respect to their associations with
general psychological distress (Berry & Rickwood 2000). The authors found the
associations between distress and trust in family and friends to be small and non-
significant respectively. However, the association between social trust and distress
was substantial. Another study exploring social trust and mental health at the
individual level has linked falling general levels of social trust over three generations
of Australians with rising mean levels of psychological distress (Berry & Rodgers,
2003)". '

LEVELS OF SOCIAL CAPITAL ARE DECLINING

With so many benefits flowing from social capital to communities and individuals
alike, including mental health benefits, it would seem desirable to ensure that stocks
of social capital are built up, and maintained at high levels. Of concern, therefore, to
researchers and policy developers alike is evidence of a substantial overall decline in
levels of social capital over the last century. This decline has been linked to
‘numerous factors, such as citizens’ growing disaffection with public institutions
(Putnam 1995), and it has been associated with various undesirable outcomes. For

example, in the Unites States, widespread and steadily increasing levels of violent

7 See Appendix 1.3.
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crime have been linked empirically to falling social cohesion (Kawachi et al 1999)

and a general erosion of social capital (Kawachi & Kennedy 1999).

While comprehensive studies have not been conducted to map long-term trends in
levels of social capital in Australia, recent research by historians suggests that,
consistent with worldwide trends, social capital is declining (Keen 1999), including
within indigenous Australian communities (Edney 2002). In support of this view,
Cox (2002) has shown that most kinds of associational activity have declined in
Australia since the 1960s, and may have been replaced to some extent by increased
television viewing. Based on the premise that social capital is a public good, and
given its declining levels, it has been proposed that monitoring trends in levels of

social capital in Australia is an important task (Siahpush & Singh 1999).

A normative concept

Against such a background, it is tempting for researchers and policy-makers alike to
add their voices to the chorus advocating international government action to raise
worldwide levels of social capital (Fukuyama 1999). But a note of caution is
warranted. For one of the key observations that must be made about the literature on
social capital, including in Australia, is that it is a normati\?e concept. That is,
particularly in the political science literature (Foley & Edwards 1999), social capital
is held to be a public good, and this is interpreted to mean that we should all have
more of it (Edwards & Foley 2001). But while normativé approaches have their
place (Pettit & Braithwaite 2000), an exclusively normative approach to research into
‘social capital is a great weakness with respect to scientific rigour and valid public
policy development. That is, no sound judgments can be made about the benefits or
otherwise of social capital unless the information upon which they are based rests, at
least in part, on sound scientific methods of investigation. Further, in order to
develop wise public policy in terms of social capital, it is necessary not just to know
whether social capital is a public good, but also how it operates. This pertains to

issues of theory and method, and these are reviewed next.
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THEORETICAL AND METHODOLOGICAL CHALLENGES IN
SOCIAL CAPITAL RESEARCH

Despite what appears to be a glowing report card, research into social capital is
fraught with theoretical and methodological difficulties (Hawe & Shiell, 2000).
Thoughtful commentary points to the imperative to clarify the components of social
capital (Baum & Ziersch 2003), to be cautious, particularly with respect to public
policy formulation, of the currently “atheoretical” nature of social capital (Baum,
2000; Hawe & Shiell, 2000), to unpack factors that mediate or moderate social
capital (McKenzie et al., 2002), and to determine the causal pathways between social
capital and various outcomes in communities (Putnam, 2000, p.137). These and a

range of associated issues are addressed in the following sections.

Conceptual fuzziness
The point has been made that the proposition that social capital is a public good is so

ingrained in contemporary thinking about social capital that it is often included in its
very definition. Thus it is proposed that high levels of social capital are typically
found in healthy communities, and healthy communities are defined as those that
possess high levels of social capital. Such propositions are clearly open to criticisms
of circularity, and indeed, Putnam’s work on social capital has been described as
confusing cauée and effect (Heying 1997). In particular, Putnam’s definition of
social capital has been described as being beset by “acute definitional fuzziness”
(Edwards & Foley 1998). In response to continuing confusion about what social
capital is (Hawe & Shiell, 2000), a vigorous debate on the tdpic is being conducted
(Lynch et al 2000, Whitehead & Diderichsen 2001).

Untangling cause and effect
Nevertheless, in terms of social capital as a concept, there is some consensus about

its core components (participation and cohesion), and many of its sub-components
have been identified (such as social trust). However, the nature of the connections
between them remains largely unexplained (Gaudiani 1996: in Rich, 1999).

According to Putnam himself, one of the key issues to address in research into social
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capital is to “untangle the spaghetti”, and explore how the components of social

capital are causally related (Putnam 2000: p.137).

Causal relationships within the concept of social capital

There are very few studies that directly attempt to address this issue. Leighton’s
studies of The Road can be interpreted as indicating that participating in the
community was a precursor to the development of social cohesion, while Elder’s
studies showed that increased participation among adolescent boys led to increased
sense of belonging. A link between higher levels of participation and higher levels
of sense of belonging has also been made in a recent Australian cross-sectional study
(Berry & Rickwood 2000). Some cross-sectional studies have used structural
equation modelling to suggest the plausibility of the hypothesis that levels of
participation may influence levels of social trust (Berry & Rickwood 2000, Brehm &
Rahn 1997). But clearly, further investigation based on a range of research strategies

is required in this area.

Causal relationships between social capital and mental
health

While causal relationships within the concept of social capital have received little
attention, causal relationships between social capital and various health and
wellbeing outcomes have been extensively commented upon, and we have seen that
studies have begun to emerge linking social capital and mental health. This
commentary suggests that high levels of social capital contribute to favourable health
and social outcomes.

Early longitudinal studies in psychiatric epidemiology, such as those reviewed
previously in this chapter, support the proposition that participation and cohesion are

among factors that lead to favourable mental health outcomes.

Confounding factors
In addition to the need to untangle cause and effect within the concept of social

capital, and between social capital and various outcomes, it is necessary to untangle
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factors that may influence social capital itself. In selectively summarising the studies
of growing up in the Great Depression and of The Road, it has been proposed that the
social environment affects mental health outcomes for individuals and communities
alike. That is, human behaviour and its development are embedded in a social and
historical context (Elder 1994). More recent studies have been cited that have shown
that a range of macro-social factors, such as politics, economics, history, and the
status of women combine to influence health and wellbeing (Lynch et al 2001). In
particular, the economic backdrop to people’s lives, especially absolute levels of
individual income and relative deprivation (Marmot 2001), play a significant role in
influencing outcomes. This is so even after taking account of a range of important
community and individual level factors®. In addition, cross-cultural research,
including research in a range of countries, has shown that macro socio-economic
policies shape health outcomes for citizens, and that different approaches lead to
different outcomes (Barbieri 1998, Van-Rees 1991).

Another body of research points to the importance of culture in influencing outcomes
for individuals. It has been argued, for example, that certain attributes of culture in
modern developed economies, such as individualism and materialism, are
detrimental to health and wellbeing (Eckersley 2001, Eckersiey 2004).

Therefore, in attempting to add to knowledge about how social capital might be
related to mental health, it is necessary consider how macro-social factors such as
these might be associated with social capital, and with the relationship between
social capital and mental health. The effects of wars on communities and individuals
are presented briefly below as an illustration of how factors in the macro-social

environment can influence the course of people’s lives.

Some indirect effects of war on communities
Factors other than the socio-economic features of people’s lives play an important

role in shaping community and individual experiences. For example, major events in

8 For a debate on this topic, see Baum (2000), Lynch (2000) and Wilkinson (2000).
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history, such as wars, affect collective and individual development alike. With
respect to collective development, for example, during the American Civil War,
groups of women came together to make supplies such as bandages and clothing for
soldiers. These groups eventually evolved into the American Red Cross (Putnam
2000, pp.267-268). Later, political involvement increased during the Vietnam War
(Putnam 2000: p.18). Indeed, it has been proposed that war was the catalyst for the
Second World War leading to a particularly noteworthy boom in civic participation
(Putnam 2000, pp.268-271).

Indeed, the generation of people who were brought up before the end of the Second
World War remained unusually civic-minded throughout their lives (Putnam 2000:
p-17) compared with those raised after the war (Putnam 2000: p.255). Thus not only
the “civic drought of the Great Depression” (Putnam 2000: p.16), but also the Second
World War, appear to have shaped the values and behaviour of a whole generation of
Americans, and led to quite different patterns of community participation than are
found among younger generations. We will return later to the issue of generational

differences in patterns of participation.

Some indirect effects of war on individuals

The effects of the Second World War featured in Elder’s studies too, in particular
because of the effects of conscription. These studies showed how such factors could
affect individual outcomes, and how these outcomes could differ among people of
different circumstances. Elder followed his two cohorts of Great Depression
children into adulthood. Several experiences in early adulthood were central to
determining positive outcomes in later adulthood for deprived boys. These included
having a tertiary education, marrying and having children late, having a happy family
life, enjoying work and, especially, doing military service (Elder 1979). The relative
attractiveness of the military to deprived boys was evident in their retention rates.
While all young men were required to perform military service, they were not

required to continue on to military careers. There was a large difference in the
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proportion of young men from deprived backgrounds (60%), compared to the

proportion of their non-deprived peers (17%), who chose military careers.

Military service appears to have offered young men from deprived backgrounds an
escape from a painful and chaotic past into a structured and predictable world. In the
military, deprived young men encountered substitute opportunities to develop the
competent self that they failed to develop as children. Joining the military was also
associated with other beneficial factors. For example, it tended to delay marriage
and children. It also offered specific opportunities, such as facilitating obtaining a
“tertiary education, because the military provided educational opportunities otherwise

unavailable to deprived boys.

Causal relationéhips between social capital and mental
health are reciprocal, interactive, and indirect

Other confounding issues also need to be considered in investigating the relationship
between social capital and mental health. For example, earlier in this chapter it has
been proposed that differences in individual mental health influence people’s social
environment. It may also be, theréfore, that individual mental health is not only an
outcome of social capital, but is a causal influence on it. Further, in that factors in
the social environment and mental health influence each other, their relationship is
reciprocal. Thus any relationship between social capital and mental health might
also be reciprocal. Finally, as well as being in reciprocal relationship, factors in the
social environment and mental health outcomes are linked via interactive and indirect
causal pathways. For example, while one study found poverty to be a direct risk
factor for the development of mental health symptoms, mental health problems
developed primarily as a result of other factors, such as lack of education,
vulnerability to violence, ill health, insecurity, and despair, all of which were the
direct result of poverty (Patel & Kleinman 2003). The same complexity and
indirectness of effect could be expected in any relationship between social capital

and mental health.
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Social capital mediates the relationship between the broad
macro-social factors and mental health

Thinking back to the studies in early psychiatric epidemiology, community
participation was an important component of the causal pathways connecting the
social environment and mental health. That is, one of the reasons that the social
environment affected mental health outcomes was because it affected the extent and
nature of community participation. Thus, community participation was a mediator of
the relationship between the social environment and mental health. Indeed, it has
been asserted that it would be simplistic to treat social capital as if it had a life apart

from its political and social context (Edwards & Foley, 1998).

It has been proposed that community participation is one of the core components of
social capital (Heying 1997). Thus, if community participation is a mediator of the
relationship between the social environment and mental health, then social capital is
likely also be a mediator of any such relationship, and this has been proposed
(Tucker 2002). Indeed, some researchers have suggested that socio-economic factors
(such as income inequality) can cause increases in negative outcomes in communities
because they can cause a drop in levels of community participation and the cohesion

it generates (Kawachi et al 1997)°.

Methodological issues
The need to disentangle the components and operation of social capital, and to take

into account the direct and indirect effects of factors in the social environment, raises
the question of methodology. Without a sound methodology, it is impossible to
make reliable, valid conclusions about the subject of the research. There are a great
many factors involved in selecting and implementing an appropriate research
methodology, too many to be reviewed here. Instead, two criticisms of the conduct
of research into social capital are presented, together with a rationale for the

methodology applied in this study.

® For a review of this argument, see Hawe & Shiell (2000).
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Data mining

A common method of conducting research into social capital is that of data mining.
This involves locating existing databases that appear to contain interesting material,
and examining them post hoc and atheoretically in order to draw conclusions about
social capital. This is a major method of inquiry applied by Putnam and his
followers. Typically, the databases these researchers mine contain data collected
from surveys, such as the American General Social Survey. Using surveys to collect
data for research into social capital is a generally accepted method. But the
“opportunistic” use of existing databases is unacceptable because these studies were
not designed to operationalise properly the complexity of social capital (Edwards &
Foley 1998). However, it would be foolish to deny that opportunistic data mining
has a place in research, particularly with respect to identifying interesting social
issues and deriving general research questions. Putnam’s research is a stunning
example of the value of careful and responsible data mining. But theory
development demands much more than this. It requires valid, reliable data that can
be interpreted in response to testable hypotheses, and that can suggest answers to
specific research questions. To achieve this, purpose-designed studies that properly

test a coherent theory are required.

Concept operationalisation and measurement

An important part of conducting sound research is having valid and reliable measures
of constructs. From a scientific point of view, there is little to be gained by adopting
an appropriate research strategy if the concepts and components of interest cannot be
accurately operationalised and validly measured. Concept operationalisation and
measurement have been particularly poor in social capital research, partly because of
the fuzziness of the concept. An example of poor concept definition, and thus of
poor operationalisation and measurement, is presented in the next section to illustrate

the importance of this issue.
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Operationalising and measuring social trust
One of the key components of social capital is social trust. Indeed, together with

community participation, it is the component that features in all studies pertaining to
social capital. It appears to be directly and strongly associated with a wide range of
health and social outcomes. In sociological and epidemiological studies, for
historical reasons, trust is typically measured using the one-item measure in the
World Values Survey (WVS) (Inglehart & al. 1997). The wording varies between
studies but commonly appears as: “Generally speaking, would you say that most
people can be trusted, or that you can’t be too careful in dealing with people?”
(Lochner et al 1999).

Difficulties with the World Values Survey measure of trust
There are methodological difficulties associated with this measure and thus with
interpreting findings from studies that have used it (Berry & Rodgers 2003). Firstly,
trust is a complex abstract concept, yet it is not defined. It is thus not possible to
“understand the nature of its association with other factors. Secondly, if trust is not
defined, a reliable, meaningful method for measurement cannot be developed. This
is because it is not possible to know exactly what is béing measured. Thirdly, the
WVS item contains two statements between which respondents choose. Yet the items
are not mutually exclusive, and it would be feasible to agree or disagree with both.

Using a “forced-choice” format thus results in a loss of information.

Fourthly, it is not sufficient to measure a complex concept with a single item: such
concepts are dense, containing a multiplicity of subtleties. For example, trust is
contextual, and depends on who is being trusted and in what situation. Trust is also
dimensional, and it would be reasonable to expect that any relationship between trust
and an outcome would be proportional to the degree of trust. Using a measure of
trust that has a single item with a dichotomous response format cannot capture these
issues.

Finally,‘ using the term “trust” in a measure of trust is problematic because trust is a

social value. Values reflect society-level consensus about desirable ideals towards
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which society “should” strive (Braithwaite 1982). As trust is a social value, it can be
assumed that there is community consensus that trust is a desirable feature of society
and that people should behave in ways that promote trust. This has two implications
for the use of the WVS item. Firstly, when asked directly about trust, people are
likely to err on the side of agreeing because they know they “should”. Secondly, the
value “trust” may be confounded with actually trusting other people, and it would not

be possible to know which was behind the respondent’s answer.

An adequate measure of frust

Criteria for a satisfactory measure of trust would therefore include it being based on
a theoretical definition of trust, and operationalised to assess specific aspects of trust
as specified in its definition. No item in the measure would contain the word “trust”.
It would be a multi-item scale that could tap different aspects of trust and it would
not require respondents to choose between items. It would also have a multi-point

response format allowing sensitive gauging of respondents’ degree of trust.

Such a measure of trust, the Organisational Trust Inventory (OTI) (Cummins &
Bromiley 1996), was identified and compared empirically to the WVS item in a study
using data from the present study to examine the relationship between social trust
and general psychological distress (Berry & Rodgers 2003). As predicted, the OT]
measure was a more powerful predictor of distress than the VS measure, and
offered a richer and more precise account of the relationship between trust and
distress. For example, using the O77 showed that while, for all respondents, greater -
trust was associated with less distress, different aspects of trust were associated with

distress for different generations of rural Australians.

Measuring community participation
A similar set of criticisms could be directed at the measurement of individual-level

community participation in social capital research. Often participation is measured
based on whatever items happen to be found during data mining. Alternatively,

community participation is measured by presenting respondents with an ad hoc list of
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activities and asking them to indicate which they do. The number of endorsements is
added, and this constitutes the measure of participation. Frequently, measures of
other components of social capital, such as social trust, having good relationships
with others, or feeling safe in the community, are included in the checklist, and
everything is added in together (eg., O'Brien et al 2004, Onyx & Bullen 2000). But
in aggregating a large number and variety of measures of the components of social
capital, current approaches to measurement may have failed to detect underlying

factors and their interactions (Schudson 1996).

Thus the concept of trust, which is “treated in a homogenous and unhelpful way”,
can be described in terms of its key components and tested empirically (Hudson
2004). With respect to social trust, such description and testing has been undertaken
within Australian community samples (Berry & Rickwood, 2000; Berry & Rodgers,
2003).

Though it is a larger and more complex construct, community participation can be
examined in exactly the same way. That is, the same criticisms as those made of the
measurement of trust could be made of the way in which community participation
has been measured in the epidemiological literature. Criteria for a satisfactory
measure of volitional community participation would include it being. based on a
‘theoretical definition of participation that had been operationalised to assess specific
aspects of the concept. It would have a multi-item scale, with several items for each
component of participation that could tap all aspects of the concept in a way that
would be empirically testable. Finally, it would have a multi-point response format

allowing sensitive gauging of respondents’ degree of participation.

This matter is Vconsidered in depth throughout this thesis: measure design issues are
discussed in Chapter 2, while Chapter 3 presents detailed statistical analysis of the
elements, or “domains”, of volitional community participation. The ways in which
these domains are related is discussed in detail in Chapter 4, and Chapter 5 examines

the characteristics of respondents in terms of their patterns of community
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participation and relevant other variables. Major findings about community

participation, and their implications, are brought together in the concluding chapter.

In sum, suffice it to say here that [ am not aware of any systematically developed,
comprehensive measure of volitional community participation. Such a measure is
needed, because community participation is a vital component of social capital, and
without understanding participation, it is not possible to understand social capital. A
properly validated measure of volitional community participation cannot, however,
be constructed in one step. A preliminary contribution towards the development of

such measure has therefore been made, and reported in this thesis.

SUMMING UP: THE NEED FOR INTERDISCIPLINARY RESEARCH

In researching complex issues with extensive implications, such as mental health, it
is advisable to adopt a wide range of strategies, to bring together ideas from a variety
of sources, and to combine knowledge from different disciplines (Hawe & Shie]lk
2000). That is, ideas from multiple fields of research need to be synthesised in order
to develop more holistic hypotheses about the causes of and effective treatments for

mental health problems. This is an aim of this thesis, but it is not a new approach.

Reflecting on a lifelong career in psychiatric epidemiology, Leighton described the
rise and fall of interdisciplinary thinking and research in the social and biological
sciences (Leighton 1994). Its rise began in the Great Depression years of the 1930s
and, supported by keen government interest, continued rapidly throughout the
Second World War. The fields of psychology, sociology and anthropology pooled
their efforts, joined from time to time by psychiatry and economics. Research
attention was paid to issues such as morale in the military and war industries and, for
the purposes of waging psychological warfare, among enemy forces and their home

front.

Fuelled by a desire to help end the war, researchers tried to explain and predict group

behaviour, with particular emphasis on its “non-logical” nature. In doing so many
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adopted an assumption that they were not so much attempting to uncover “laws” of
human behaviour but more to delineate “probabilities” that certain outcomes would
eventuate from the complex, chaotic, and dynamic systems of human interaction. A
five-step scientific method of inquiry was systematically applied. The steps were (i)
specifying a problem to be solved, (ii) operationalising the problem, (iii) designing a
method for testing specific hypotheses, (iv) collecting data and, finally, (v)
interpreting findings and feeding them into a new cycle of inquiry. Like a machine,
it was thought that the whole would not work without all the parts in place and
functioning harmoniously. A similar metaphor could be applied to the call for
interdisciplinary research, in that using any one discipline alone in attempting to
address a complex research problem would be like trying to make a car run without

an engine.

But by the end of the 1960s interdisciplinary research was all but a thing of the past,
“balkanised”, “in disarray and disorder” and “fragmented as never before”. The
machine of scientific method had been pulled to pieces and its parts canabalised. In
its place, piecemeal, were a post-modern rejection of the idea that there was any
objective reality that could be identified or measured, and “methodolatory”, theory-
free and purposeless quantification of anything and everything. Worst of all, to
Leighton, was the failure to perform the most important task in understanding human
behaviour in groups, revealing its underlying structures and dynamics. To Leighton,
identifying these underlying structures was not reductionist, but essential in getting
to the heart of major research questions. For if researchers found what they
expected, research would have gained a useful heuristic that could be applied to
solving all sorts of specific questions. But if researchers did not find what they
expected, they would have stumbled across something even more valuable, a “cutting

edge of new discovery”.

A interdisciplinary approach to investigating community
participation and mental health

In the spirit of contributing to research into the “underlying structures and dynamics”

of human behaviour, and of adding to knowledge about mental health, this thesis
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focuses on exploring the nature and operation of community participation and its
associations with general psychological distress. The majority of the thesis focuses
on investigating the underlying structures and dynamics of community participation,
because they have not been well documented in previous research. Contemporary
ideas about community participation have been drawn mainly from the fields of
sociology and political science, and they have been supplemented by findings from
early psychiatric epidemiology. The scientific methods of modern psychiatric
epidemiology and psychology have informed the design, measurement, and analytic

techniques for the study.

RESEARCH QUESTIONS

Two research questions have been addressed in this thesis. The first was: “Is
volitional community participation a unitary concept, or does it include discrete
components? If so, what are they, how are they reylated, and what are their
underlying dynamics?” The second question was: “Is community participation
related to mental health and, if so, what is the nature of this relationship?”. As there
is no measure of community participation suitable for addressing these research
questions, it has been necessary to develop one. To do this, it has been necessary to
draw together the findings of previous research with respect to the possible
components, structures, and dynamics of participation. These have been used as the
basis for starting the instrument development process, as outlined above, and for

addressing the first of the research questions.

WHAT IS KNOWN ABOUT THE COMPONENTS, STRUCTURES,
AND DYNAMICS OF COMMUNITY PARTICIPATION?

Early psychiatric epidemiology has shown that the deep and lasting connections
people make with significant others are very influential throughout their lives. This
is especially true of those connections that link people from generation to generation,
for “each generation is bound to fateful decisions and events in the other’s life

course” (Elder et al 1985: p.40). Recent research into social capital has also
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emphasised the importance of the particular experiences of different generations
(Putnam 2000), and of their links to the adjoining generations. Less important
connections are influential too, such as relationships with co-workers. Beyond these
ties to specific others, there are countless different volitional activities people can
undertake in their communities that bring them into contact with other community

members.

Within social capital theory, community participation is an inclusive and a volitional
concept. It incorporates a wide range of types of activities in which people
participate out of choice, such as belonging to choirs, belonging to bird-watching
clubs, taking part in voluntary organisations, discussing politics in coffee shops,

writing letters to editors of newspapers, and voting in elections (Putnam, 1995).

With so many possibilities, perhaps certain activities, or certain types of activity, can
be grouped in some way according to an underlying similarity or theme. Indeed,
research in the field of social capital suggests certain groupings. These are informal
social connectedness (Hendry & Reid 2000, Lee et al 2001, Putnam 2000), civic
engagement (Kuchukeeva & John O’Loughlin 2003, O'Loughlin & Bell 1999,
Putnam 1995,'Putnam 2000), and political participation (Putnam et al 1993, Rich
1999, Schudson 1996). Each of these broad areas is linked to the others, and each is

discussed in turn below.

Informal social connectedness
Informal social connectedness refers to the informal contact people have with family,

friends, neighbours, and workmates (Putnam 2000, pp.93-115). It has been proposed
that people’s primary sense of connection comes from family and friends, and this is
true for all age groups and for all generations (Putnam 2000: p.274). Family
relationships are often the first and the longest-lasting connections that people make.
Evidence suggests that the quality of these earliest relationships can influence people
for the rest of their lives (Salzman 1996, Warme et al 1980, Zuroff et al 1999).
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Though they may not have the strength and security of family ties, and have not
filled the void created by the dissolution of family networks over the last century,
friends are also very important (Putnam, 2000: p.108). People who do not have
friends are often lonely, and this can contribute to the development of depressive
symptoms (Nangle et al 2003). In cities, friends may even be more important than

family, especially among the well-educated (Putnam 2000: p.96).

In America, another term for informal social connectedness is “schmoozing”
(Putnam, 2000, pp.93-97). Schmoozing refers to having an “active social life” which
is “spontaneous and flexible” (Putnam, 2000: p.94). Other typical activities that
form part of informal social connectedness, or schmoozing, are holding dinner
parties, sending greeting cards, going to bars with friends, and socialising with
workmates out of hours. Schmoozing is found equally among all socio-economic
groupings; but is more common among the young, the old, and people who are single
and childless. It is also more common among those who rent accommodation or
move home frequently. Contact with household members, with extended family, and
with friends will therefore feature as important components of a measure of informal

social connectedness.

Civic engagement
Civic engagement describes the many kinds of associations that people form as they

participate in organised aspects of community life (Putnam 1995, Uslaner & Conley
2003). Specifically civic engagement comprises three types of organised voluntary
association (Putnam, 1995; 2000: p.49). These are community-based, such as choirs
and sporting clubs (Donovan, Bowler, Hanneman & Karp, 2004; Vromen, 2003),
church-based, and work-based, such as labour associations. Community-based
associations are the most heterogeneous and include social, civic, and leisure groups.
Research suggests that people who engage in religious observance are inclined also
to engage in other civic groups (Smidt 1999), though the two sometimes compete for
members’ time (Edgell Becker & Dhingra 2001).
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Volunteering is an important part of civic engagement, and their has been extensive
commentary on whether levels of volunteering have risen or fallen over the last
century (Putnam 2000). It has been suggested that volunteering has not declined, but
that the nature and number of civic groups changes over time, influenced by social
change. For example, the internet has spawned a “whole new voluntary world” (Rich
1999).

Another term for civic engagement, and the close relative of schmoozing, is
“maching” (Putnam, 2000: pp.93-97). Machers organise community activities and
associations, keep up-to-date with current affairs, attend meetings, do voluntary
work, and give blood. Taking part in organised community activities, continuing
education, religious observance, giving money to charity, volunteering, and taking a
leadership role in the voluntary sector will therefore be the components of civic

engagement in this study.

Political participation

The nature and degree of political participation in Australia, especially with respect
to “youth participation” (Bessant 2004), are common topics of media coverage and
academic attention. Political participation can be broadly defined as expressing
opinions and exercising rights (Putnam, 2000: p.31). It can range from simple
activities, such as discussing politics, to more complex and demanding activities,
such as belonging to a political party (McAllister 1998). In studies completed prior
to the 1996 general election in Australia, political participation was operationalised
as discussing politics with others, talking to people about how they should vote,
attending meetings or rallies, contributing money to a political party, and working for

a party or candidate (McAllister, 1998).

In America, a more common example of political participation is voting in elections.
But as voting has declined substantially in America over recent decades (Putnam,
1995), working in local groups to address community issues may now be a better

indicator of political participation (Rich, 1999). This may also be the case in
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Australia, where voting is compulsory and not therefore a sound indicator of political
participation, certainly of activism. Making a formal vote in an election may be a
better indicator of participation in Australia, as the compulsory voting system in
Australia, as in other countries that have compulsory voting, is associated with
greatly elevated levels of informal voting compared with voluntary voting systems
(Mackerras & McAllister 1999).

Other examples of political participation include collective protest (which, it has
been proposed, can give rise to enduring bonds, Putnam, 2000: p.153). In New
Zealand, studies of political participation have included voting, signing a petition,
discussing politics, boycotting products or services, joining legal demonstrations,
writing to the newspaper, calling a talkback radio show, working on a political
campaign, and involvement in unions, interest groups, and political parties (Donovan
et al 2004). Among Generation Xers in Australia, three domains of political
participation have been empirically identified. These include individual activities,
involvement with a union or political party, and getting involved with activist groups
(Vromen 2003). These comprise, respectively, activities such as (a) donating money,
volunteering, boycotting products, contacting elected officials, and attending
demonstrations or marches, (b) belonging to a union or political party, or doing
campaign work, and (c) joining environmental, human rights, heritage, women’s or

other activist organisations.

Discussing politics is a common element of political participation (Donovan et al.,
-2004), as is taking an active interest in current affairs more generally. This is
because knowledge and interest are preconditions for active involvement (Putnam,
2000: p.35). In Australia, as in other countries, people are generally poorly
informed about politics (and have been since surveys on this topic began in the
1940s) (McAllister, 1998). For an Australian study, it would therefore be
appropriate to assess general interest in politics and current affairs, rather than
knowledge about specific issues, to avoid such low endorsement of political items in

the study that the data cannot provide reliable estimates.
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An alternative to direct forms of political participation such as those mentioned
above is one that is undertaken in an abstract and distant manner. This would
include activities such as participation via “cheque-book” membership of political
groups whose headquarters may be in distant capital cities. In this case relationships
are impersonal and the symbolic ties created in the minds of members are much more
volatile than the personal ties generated by face-to-face participation (Putnam, 2000:
p.154). In addition, some “direct mail” organisations engage in highly cynical
“recruitment” of members (Putnam, 2000: p.157), a kind of behaviour unlikely to
create the trust and reciprocity characteristic of social capital. Unlike the face-to-
face associations, these direct mail organisations lose members very fast (Putnam,
2000: p.158). The members themselves, “consumers” of a cause, typically exhibit
extreme and intolerant views that are not typical of members of a community rich in
social capital (Putnam, 2000: p.158). Nevertheless, these are forms of political

participation, and have to be taken into account.

Being connected to the local neighbourhood in a concrete sense, therefore, may not
be a prerequisite of political participation (Schudson 1996). On the other hand,
social capital does depend on tangible connections to the local community (Putnam,
1995; 2000). Giving money may be a legitimate way of contributing, even of
having one’s political say, but it is different from holding office (Rich 1999). In
sum, taking an active interest in current affairs, expressing opinions, engaging in
cheque-book political participation, community activism, and collective protest will

be components of political participation in this study.
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Community participation is dimensional
It is proposed, therefore, that volitional community participation is made up of three

overarching groupings of activities, and they are each linked to the other. Each of
these groupings consists of a number of specific kinds of activities. This
hypothetical structure of community participation is illustrated in Figure 1.1.Aside
from the groupings of kinds of participation described above, the suggestion has also
been made that participation is dimensional (Skocpol 2000). That is, different types
of activity can be ordered, with informal and spontaneous activities located at one
end of a continuum, and formal and organised activities located at the other (Putnam,
2000: p.22). In this thesis, the informal and spontaneous end of the continuum is
referred to as the “private” dimension of participation, and the more formal and

organised end is referred to as the “public” dimension of participation.

SUMMING UP: DOMAINS, SUPER-DOMAINS, AND DIMENSIONS
OF PARTICIPATION

Community participation, therefore, appears to be made up of components, or basic
building blocks of ty}ﬁes of activities, such as contact with friends, volunteering, and
community activism. In this thesis, these are called “domains” of volitional
community participation. Based on the behaviour of “schmoozers” and “machers”, it
seems that there may be relationships between some of these domains. That is, those
who take part in one domain of community participation (such as schmoozing with
friends) are more likely than other people to take part in related domains (such as
schmoozing with workmates). These domains could thus be grouped into higher-
order categories containing like activities, such as informal social connectedness,
civic engagement, or political participation. The higher order categories have been
named “super-domains” of volitional community participation. These super-domains

are the three overarching components of volitional community participation.

In the same way that certain domains of participation are likely to be associated, it

can be expected that the super-domains might also be associated, such that the
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community contains people who are high participators and those who tend not to
participate much. For example, people who have numerous informal social
connections might be more likely than their less connected peers to get involved in
sport or volunteering, which are part of civic engagement. Indeed, “schmoozing”
and “maching” are related, even though they are largely independent types of activity
(Putnam, 2000, pp.93-97).

Finally, the domains of participation may be ordered from private to public along an
underlying “dimension” of participation. In sum, this thesis proposes that volitional
community participation is not a unitary concept, but is a highly structured and
dynamic phenomenon made up of discrete components that interact in a variety of

predictable ways.

GENERATIONAL TRENDS IN LEVELS OF PARTICIPATION

The dynamics of community participation can also be analysed in terms of changes
in the nature and levels of participation over time, such as from one generation to the
next. These dynamics have been extensively described for America (Putnam 2000),
but not for Australia. A brief review of intergenerational changes in the dynamics of
volitional community participation in America is therefore presented with a view to

examining evidence of the possibility of similar patterns in an Australian sample.

The major generations in the twentieth century were the “Long Civic Generation”
and the “Pre-Boomers”, who were born between 1910 and 1940, the “Baby
Boomers”, born between 1946 and 1964, the “Generation Xers”, born between 1965
and 1980, and the current young generation, born since 1981 (Putnam, 2000, pp.255-

273), and commonly called the “Net Generation”.

The “civic drought of the Great Depression” (Putnam, 2000: p.16) gave way to the
“civic-minded WWII generation” (Putnam, 2000: p.17). That is, the enduring values
and beliefs of the Long Civic Generation were formed during the Second World War

(Putnam, 2000: p.272) and this generation became then, and has remained,
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“predisposed to civic responsibility” (Putnam, 2000: p.132). For example, though
social capital has been declining in America steadily over the last century, there have
recently been some increases in volunteering. These increases have been exclusively
among people of the Long Civic Generation (Putnam, 2000: p.129). Long Civics are
currently enjoying “enhanced leisure and vitality” during a long and healthy post-
retirement period (Putnam, 2000: p.132). They tend to participate more in sport, to
contribute more to civic engagement, and to be less obese than any other generation

(Putnam, 2000: p.110).

Baby Boomers, who were young in the 1960s, are the “civic drop-outs” of the last
century. According to Putnam, Baby Boomers volunteer much less than did their
parents, though this is contested (Rich 1999). There are several possible
explanations for any reduction in volunteering (Putnam, 2000: p.132). It may be
because they have lost faith in government, or because they have grown up with
television. Also, they went to larger and more crowded schools than their parents
did, and these schools did not incubate participation to the same degree as did their
parents’ smaller, more intimate schools. Further, though they have more years of

education than the Long Civic Generation, Baby Boomers know less about politics.

Baby Boomers make decisions based on what they want to do, not based on what
they think they ought to do (Putnam, 2000: pp.257-259). They are “tolerant”,
»cynical”, and “laid-back”. Late born Baby Boomers are even more focused on
themselves than older members of their generation, “free agents” who enjoy

~ enormous personal choice, possibly at some expense to society as a whole.

Members of Generation X are even more individualistic, self-focused, and
materialistic than their parents. Most of them have never lived in a community that
has high levels of civic engagement. Indeed, in America, they spend an average of
three and one-half hours a day alone. As a result, in their approach to living in
society, Géneration Xers are more personal and private than they are public and
collective. Even more untrusting than their parents, Generation Xers’ interest in

public affairs generally extends no further than scandal, personality, and sports
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(Putnam, 2000: pp.260-261). Unlike the previous generations, Generation Xers do
not value a happy marriage (Putnam, 2000: p.273), though perhaps they value a
happy relationship. But despite their disconnectedness and “rampant
individualism”, American Generation Xers volunteer more than do the previous two
generations. Indeed, those who have argued that volunteering has not declined over
the last century have proposed that younger generations volunteer in different ways
from older generations, and that these new ways are not all detected by traditional

research methods and data sources (Rich 1999).

SUMMARY OF CRITICISMS

Research into social capital appears to indicate that certain collective features of
communities, such as high levels of volitional participation and high levels of social
trust, impact favourably on a variety of important outcomes for individual
community residents. As a shared property of the community, the resources of social
capital are freely, if not equally, available to all. And while there is a “dark side” to
social capital, it generally operates positively, and communities that are rich in social
capital report lower levels of unwanted events such as violent crime, heart disease,
and schizophrenia. The criticism that I make of these findings is that, enticing
though the idea of social capital evidently is, it is not reasonable to draw such
conclusions about social capital if it has not yet been adequately bonceptualised,
operationalised and measured. This is particularly problematic where components of
social capital, such as volitional community participation and social trust, are central
to the concept and thus to the analysis. It is not appropriate to comment on any
relationship between social capital and health outcomes for individuals and

communities until this work has been done.

Further, it is not possible to make claims about causality, even implicitly (such as in
Putnam’s definition of social capital), when the kinds of research strategies (such as
longitudinal analyses, between groups experimental designs, and case controlled
studies) have not been employed. Taken together, these are grave weaknesses in

social capital research as it is used in psychiatric epidemiology. My criticism is thus
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that, with such significant methodological weaknesses, little can be said about the

relationship between social capital and mental health.

AIMS OF THIS THESIS

The selective review presented in this Chapter has shown that social capital is not a
unitary phenomenon (Hawe & Shiell, 2000), but a way of describing a set of
interlocking social processes (McKenzie 2003). This thesis is an attempt to describe
some of the components and dynamics of social capital, and to investigate their
relationship to mental health. It thus has two broad goals. These are to describe the
elements, structures and dynamics of volitional community participation, and to
describe the associations between community participation and general
psychological distress. Findings have been interpreted in terms of relationships
among concepts, and also in terms of intergenerational differences in the nature and

level of participation.

At a general level, in meeting the aims of this thesis, a further aim is to draw on ideas
and approaches from different disciplines to attempt to explore the “underlying |
structures and dynamics” (Leighton 1994) of volitional community participation.
This is attempted in the hope of contributing to the development of hypotheses about
the possible causes of, and approaches to addressing, mental health problems in
Australian communities. In particular, I aim to contribute to addressing two major
weaknesses in social capital research as it is used in psychiatric epidemiology. The
first is that some of its key concepts have not been adequafely conceptualised,
operationalised and measured. I have focused here on two important examples,
volitional community participation and social trust. Secondly, the relationship
between key concepts in social capital has not been established, including possible
causal relationships. This thesis therefore also aims to contribute to clarifying the
relationship between community participation and trust. Finally, I aim to build on
my clarification of the nature of community participation, and the nature of the

relationship between community participation and social trust, to contribute to the
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description of the nature of the relationship between these key elements of social

capital and their relationship, in turn, with general psychological distress.

SUMMARY OF HYPOTHESES

The hypotheses for this study are summarised in Table 1.1, which also indicates
which chapters in the thesis address each hypothesis. Drawing together the
propositions that have been put forward in this chapter, the following findings are
expected. Firstly, it will be empirically demonstrable that volitional community
participation is not a unitary concept, but is made up of a number of separate
“domains”. This is Hypothesis 1. Domains that have been identified here include

9% <6 2% ¢

“contact with household members”, “contact with extended family”, “contact with
friends”, “contact with neighbours”, “social contact with workmates”, “organised
community activities”, “religious observance”, “learning and education”,
“volunteering”, “leadership in the voluntary sector”, “giving money to charity”,
“interest in local affairs”, “interest in national and international affairs”,
“participating in political groups”, and “organising political action”. Secondly,
though the domains of participation are discrete, they are nevertheless part of the
larger concept of volitional community participation. Thus they will be associated
with one another. Hypothesis 2 is therefore that there will be small, but statistically

significant correlations between the domains of participation.

It has also been proposed that the domains of participation can be grouped
empirically into “super-domains” of volitional community participation. Hypothesis
3 is therefore that the domains of participation will belong to one of three super-
domains of participation, “informal social connectedness”, “civic engagement”, or
“political participation”. Because of the expected association between “schmoozing”
and “maching”, Hypothesis 4 is that the super-domains of community participation
will be modestly positively correlated. It has also been proposed that domains of
participation can be ordered from private to public, and this is Hypothesis S. Finally,
with respect for the underlying structures and dynamics of participation, it has been

proposed that there are different types of people in the community, such as
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“schmoozers” and “machers”. Hypothesis 6, therefore, is that respondents in the

study can be categorised according to their patterns of participation.

Turning now to hypotheses about the relationships between volitional community
participation and mental health, it has been proposed that higher levels of social
capital are associated with lower levels of mental health problems. Thus Hypothesis
7 is that domains of participation will be significantly negatively correlated with
psychological distress, such that higher levels of participation are associated with
lower levels of distress. Hypotheses 8, 9 and 10 reflect the proposition that trust
mediates the relationship between community participation and mental health.
Hypothesis 8 is that domains of participation will be positively associated with trust,
such that higher levels of participation are significantly associated with higher levels
of trust. Hypothesis 9 is that trust will be significantly negatively associated with
general psychological distress, that is, higher levels of trust are associated with lower
levels of distress. Finally, Hypothesis 10 is that trust will mediate the relationship
between participation and distress.

Two further propositions have been put forward in this chapter, which are that
women participate in the community more than men do, and that older generations
participate more than do younger generations. Hypothesis 11 is therefore that levels
of participation among women will be significantly higher than they are among men,
while Hypothesis 12 is that levels of participation among older generations will be

significantly higher than they are among younger generations.

Two final hypotheses can be derived from these propositions. As participation and
trust are expected to be positively associated, women will report significantly higher
levels of trust than will men (Hypothesis 13), and older generations will report

significantly higher levels of trust than will younger generations (Hypothesis 14).

The chapters in this thesis are organised around addressing these hypotheses.
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Table 1.1. Summary of hypotheses, and the chapters in which the hypotheses are
addressed.

Hypothesis  Hypothesis Chapter
number

1. Community participation is not a unitary concept, but is made up 3
of separate “domains”.

2. There will be small, but statistically significant positive 3
correlations between the domains of participation

3. The domains of participation will belong to one of three super- 4
domains of participation, “informal social connectedness™, “civic
engagement”, or “political participation”.

4. The super-domains of community participation will be modestly 4
positively correlated.

5. " Domains of participation can be ordered from private to public. 4

6. Respondents in the study will be able to be categorised according 5
to their patterns of participation.

7. Domains of participation will be significantly negatively 6
correlated with psychological distress.

8. Domains of participation will be significantly positively associated 6
with trust.

9. Trust will be significantly negatively associated with general 6
psychological distress.

10. Trust will mediate the relationship between participation and 6
distress.

11. Levels of participation among women will be significantly higher 3

‘ - than they are among men.

12. Levels of participation among older generations will be 3
significantly higher than they are among younger generations.

13. Women will report significantly higher levels of trust than will 6
men.

14. Older generations will report significantly higher levels of trust 6

than will younger generations.
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CHAPTER 2: METHOD

CHAPTER SUMMARY

This chapter describes how The Eurobodalla Study was designed
and how the data were collected for this thesis. The chapter
starts with a description of the Eurobodalla Shire, and then
explores the rationale for conducting a mail survey in this rural
location. This is followed by a description of the participants, an
explanation of how they were sampled, and why a stratified
random approach to sampling was chosen. A discussion of
response rates, and the representativeness of the sample
follow. A description of the measures used is then presented,
including an explanation of how measures of community
participation were developed. The chapter concludes with a
discussion of how the data were screened and how missing
data were handled. |

THE EUROBODALLA SHIRE™
The Eurobodalla Shire covers over 3000km? of the New South Wales south coast,

including 110km of coastline. Nearly 80% of this area is national park or state
forest, and the climate is mild. People live mainly along the coastal fringe in three
main towns, though about one-fifth are spread across more than fifty other townships
or rural localities. The Eurobodalla Shire’s main industries are retail, tourism,
manufacturing, agriculture, service industries, dairying, forestry, and fishing. Local
social planning consultation conducted by the Eurobodalla Shire Council indicated
that people like living in the shire. This liking was based on lifestyle factors, such as
the clean environment, pristine beaches, bush land and, importantly, what were

described as small, safe, family-friendly communities.

' Information provided by the Eurobodalla Shire Council Social Planner, whose assistance is
gratefully acknowledged. '
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Only half of the shire’s ratepayers reside in the shire, while another third live in the
two closest capital cities, Canberra and Sydney. The permanent population of the
Eurobodalla Shire is growing at 2.2% a year, compared with a state average of 1.1%,
and was about 38,000 in 2001 at the time the data were collected. Perhaps reflecting
its status as a popular retirement destination, the population is heavily weighted
towards the older age groups, with 22.5% aged over 65 years in 2001, compared with
a state average of 14% in 2001. Based on data from the 2001 Census, there were
1378 people who identified as Indigenous Australians living in the Shire, or 4.2% of
the Shire’s population.

Together with the age profile of the Shire, limited employment and few tertiary
educational opportunities for young people might contribute to explaining why only
8.9% of the population were aged 15-24 in 2001, compared with 13.3% statewide.
In March 2000, 17% of adults were unemployed and, with many of the employment
opportunities part-time or casual and seasonal, many of those in paid work were
underemployed and not able to earn a living wage. In 1996, 27% of the population
received social security benefits of some type, and median income was about 70% of
the state average. However, over half of people own their own homes, compared
with a state average of 41%. Based on 2001 Census data, among people aged 15 to
75 years in the Eurobodalla Shire, only 26.7% had completed educational
qualifications beyond Year 12, far fewer than for the State as a whole (38%). Thus
residents of the Eurobodalla Shire were less highly educated, on average, than most

residents of New South Wales.

Reliable data on the level of provision of services such as transport, medical, and
mental health services were not available at the time of writing. However, feedback
from respondents indicated a perceived shortage of services was a significant source

of concern for many.
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CHOICE OF STUDY LOCATION AND METHODOLOGY

The study was conducted in the Eurobodalla Shire for two main reasons. One reason
was that there is growing research and public policy interest in mental health
outcomes for people living in rural and remote parts of Australia (eg., Fuller et al
2004, Habibis et al 2003), particularly with regard to the considerable socio-
economic disadvantage and poor access to services that accompany living far from
population centres (Caldwell et al in press). That is, those living in rural areas
experience a very high level of disadvantage (Alston 2002) and thus high levels of
need. They also find it difficult to access services compared with their urban peers
(Johnstone et al 2002). As a rural locality, the Eurobodalla Shire presented an
interesting combination of characteristics. Despite its beautiful coastal location and

attractive lifestyle, it is nevertheless a poor and poorly serviced rural area.

The other reason that this study was c;)nducted in the Eurobodalla Shire was that the
Eurobodalla Shire Council has an interest in promoting social research in the Shire.
The Council was therefore willing to provide financial and administrative support for
this study, without which the study could not have been conducted, and at the same
time to allow complete academic freedom in the design of the study and

dissemination of the results.

A mail survey was conducted

Survey methodologies in which data are collected from individuals are an acceptable
way to conduct research into social capital (Edwards & Foley, 1998), and it was
appropriate to conduct a survey for this study. Conducting a survey by mail had
additional benefits with respect to the research goals. It permitted the collection of
the large quantity of data required for many of the analyses, and allowed data to be
collected in a format that was appropriate for the kinds of analyses that were planned.
Further, compared with telephone or face-to-face interviewing, it was an inexpensive
and fast way to collect data from the population of interest, and to reach people

living in rural and somewhat difficult to access localities.
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PERMISSION TO CONDUCT THE STUDY
Permission to conduct this study was granted on 16 July 2001 by the Human

Research Ethics Committee of The Australian National University (Appendix 2.1).
Following this, on 30 July 2001, the Eurobodalla Shire Council gave its agreement
for the study to be conducted, and also its agreement to provide administrative and
financial support the study (Appendix 2.2). On 2 August 2001, the Australian

Electoral Commission gave its permission to draw a sample for the study from the

electoral roll for Eden-Monaro (Appendix 2.3).

PARTICIPANTS

Participants were 963 residents of the Eurobodalla Shire in southern New South
Wales, Australia. The sampling procedure was designed to recruit equal numbers of
women and men to the study. With 500 women (51.9%) and 463 men (48.1%),
women were very slightly, but not significantly, over-represented in the sample
(,1'2=1.42, df=1, p=.233). Participants were aged 19 to 97 years (M=52.78 years,
SD=18.24, Md=52 years).

Sampling

With factor analyses among the statistical methods intended for this study, it was not
only important to gather enough data for the planned analyses, but also to ensure that
the sample provided a spread of scores across the ranges of the variables and
concepts measured (Tabachnik & Fidell 2001: p.587). With the expectation that
types and levels of participation would vary between women and men and different
generations, it was essential to collect data from roughly équal numbers of women
and men and from a wide range of adult age-groups. A stratified random general

population sample was therefore taken.

Sample frame

With the permission and assistance of the Australian Electoral Commission
(Appendix 2.3), a stratified random sample was drawn from the electoral roll for the
relevant parts of the Eden-Monaro electoral district, within which the Eurobodalla

Shire falls. In Australia, where registration as a voter and voting in elections are
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compulsory, electoral rolls are an accepted source for general population sampling.
Only people whose mailing address was in the Eurobodalla Shire were selected. The
electoral roll data were made available by sex and in eight ten-year age blocks from
18 to 97 years. These age blocks were aggregated into generations, for the reasons
described in Chapter 1. In this thesis, as in Putnam’s research in America, the Long
Civic Generation and the Pre-Boomers have been grouped together and called Long
Civic Generation. The 29 members of the Net Generation in this sample have been
grouped in with the Generation Xers. For this study, the youngest adult generation,
“Generation X”, included people born from 1961 to 1985. For sampling purposes,
this translated most closely to the groupings of 18-27 year olds and 28-37 year olds.
The next generation, the “Baby Boomers”, included people born from 1946 to 1960
and translated most closely to the 38-47 year-olds combined with the 48-57 years-
olds. Finally the “Long Civic Generation” included people born up to 1945. This
generation translated most closely to four remaining ten-year age brackets, 58-67,

68-77, 78-87 and 88-97 year-olds.

From each of these three generations, 500 women and 500 men (3000 people in all)
were then randomly selected and approached to participate in the study. Details of
the procedure followed are presented in the next section. Response rates among men
of working age were low, and women were over-represented in the sample. In order
to compensate for this imbalance, a further 1200 men from Generation X and the
Baby Boomer generation were sampled in a second round. Details of the sample are
provided in Table 2.1. A discussion of response rates, together with issues to do with
the quality of the sample and the generalisability of the results, are discussed later in

this chapter and in Chapter 7.
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Encouraging residents to take part in the study, and providing
feedback

Community involvement and a high response rate were sought for this study, but
recent research indicates that response rates to mail surveys have been falling (Clark et
al 2001). Research into mail survey methodologies has indicated that response rates
can be increased by identifying to potential participants that the research has university
sponsorship, by pre-notifying potential participants by mail that they have been
selected to take part in a study, by postcard follow-up after the questionnaire has been
sent, and by using coloured paper for the questionnaire (Fox et al 1988). Fox et al. also
reported that using first-class 6utgoing postage increased response rates, while a New
Zealand study indicated that there was no difference in response rates depending on
whether the outgoing mail was stamped or franked (Brennan 1990). A review of
reSponse rates achieved in 292 randomised control trials presents an analysis of 75
different ways of increasing response rates to mail surveys (Edwards et al 2002).
Though this review was published after data had been collected for this study, its
findings were consistent with those from earlier reviews reported above, and indicated
that numerous strategies can be successfully employed to increase response rates to

mail surveys in medical research.

In order to attempt to increase the response rate to the survey, prospective participants
in this study were informed that a researcher from The Australian National University
was the conducting the study, they received a pre-notification letter and a reminder
postcard, and the cover of the survey booklet was printed on coloured paper. Outgoing

mail was franked, and a prepaid return envelope included in the package.

Media support for the research

In addition, shortly before questionnaires were mailed, the two local free newspapers,
and the two local pay papers, published articles introducing the study, encouraging |
people to participate, and advising people of how they would be able to access its
ﬁﬁdings. The local radio stations, including the local youth station, also promoted the
study by interviewing the researcher and by reporting the study in the news. Media

liaison, including the distribution of media releases, was initiated with the assistance of
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the Eurobodalla Shire Council. Journalists followed up on material in media releases

directly with the researcher. A summary of media contact appears in Appendix 2.4.

Procedure
Participants completed a self-report questionnaire containing 241 items, which took

about 60 minutes to complete. The data that have been analysed in this thesis are a
sub-set of the data collected for the study as a whole. The relevant sections of the
questionnaire are reproduced in Appendix 2.5. Data were collected twice, from two
different sets of participants, each time over a six-week period. The first round of data
was collected in September and October 2001, and the second round in April and May
2002.

Introductory letters were sent to the initial round of 3000 possible participants,
followed a week later by a package containing the questionnaire, a covering letter, an
information sheet, and a pre-paid return envelope. The introductory letter is included
in Appendix 2.6, the covering letter is re-produced in Appendix 2.7, and the
information sheet is in Appendix 2.8. One week after the study materials had been
sent, the newspapers and radio stations broadcast reminders to people to participate in
the study. A similar procedure, also with media support, was followed when the
second round of 1200 possible participants was approached, but no reminder postcard

was sent.

Feedback on the findings of the study

Following preliminary ahalysis of the data, a written interim report was made to the
Eurobodalla Shire Council in December 2002'2, and preliminary results of the study
were reported in the media, as summarised in Appendix 2.4. A journal article has been -
published from these data (Berry & Rodgers, 2003), a copy of which was made
available to the Council and is included in Appendix 1.3. With the Council’s
permission, their support of the study was acknowledged in the article. Numerous
presentations have been made on the findings of the study, and these are listed in

Appendix 2.9.

12 For reasons of length, a copy of this report is not included in the Appendices for this thesis.
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RESPONSE RATES AND REPRESENTATIVENESS

The following sections report on response rates and associated issues. These include
numbers of respondents required for this study, overall response rates, response rates
by sex and age group, and the representativeness of the obtained sample. Data

collected in the first round are compared with those collected in the second round.

Response rates

Required samp/e size

As factor analyses were among the planned analyses for this thesis, it was important to
collect sufficient data to méet the sample size requirements for factor analysing (details
are given in Chapters 3 and 4; see also Tabachnik & Fidell, 2001, p.588). In this case,
a sample size of at least 600 was required, and more were desirable. For mail surveys
such as for this study, a response rate of around 20% was expected (Clark et al 2001),
perhaps somewhat less since there was limited follow-up, and the questionnaire was
very long. In order to obtain a sample of at least 600 respondents, it was therefore

necessary to approach at least 3000 residents of the Shire.

Responses received ,

In all, 4200 people were invited to take part in the study, as described above, and a

~ final usable sample of 963 respondents was obtained. Following the first mailing, 758
people returned questionnaires, and another 100 questionnaires were returned
following the reminder post-card. A further 119 men returned quesﬁonnaires when the
additional working-age men were sampled. In all, 977 people returned questionnaires.
One hundred and three of the reminder post-cards were returned, stating that the
addressee was not known at that address. This indicated that some of the potential

participants in the study had not been reached.

Using electoral rolls to sample from the general population
This is a commoh problem in mail surveys using publicly available databases that are
difficult to keep up-to-date (Harvey et al 2003), such as the Australian electoral rolls.
In Australia, it is the responsibility of individual citizens to keep their electoral roll
details up-to-date, and variation can be expected in the consistency with which people

do this. In addition, the names of people who have left the electoral district can remain
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on the electoral roll for some time after the person has left the electoral district. The
Australian Electoral Commission runs nationwide public awareness campaigns before
each federal election to advise citizens of their responsibility to vote and to encourage
them to register as voters. The electoral rolls are thus more accurate shortly before a
federal election. The last federal election before data for this study were collected was
held in October 1998, some three years before data collection. In such circumstances,
it is difficult to know how many packages may have failed to reach their intended
recipients, but it can be assumed that the list of names and addresses for possible

participants was not completely accurate.

Studies investigating rates of undeliverable research materials
There has been some research into the issue of the proportion of packages of study
materials that do not reach the intended recipients. A recent Canadian study
investigating the accuracy of public records of addresses found, after extensive
searching using publicly available sources, that around 5% of possible respondents in a
mail survey were untraceable, and could not have received the study materials (Harvey
et al 2003). They proposed that the study response rate could be adjusted accordingly.
The practice of adjusting response rates has been supported by other researchers who
have investigated response rate issues (Asch et al 1997). In Australia, Mond and his
colleagues (Mond et al 2004) reported that the proportion of mail survey materials that
| were undeliverable in a study conducted recently in the Australian Capital Territory
was more than 11%. Of relevance to the present study, this finding suggests that the
proportion of undeliverable materials in Australia might currently be higher than that
reported in the Canadian study. This would be particularly the case where electoral
rolls may be out-of-date; Should delivery failure rates of between 5% and 11% be
applied to the present study, which was conducted in similar circumstances to both
studies cited, this would suggest that between 210 and 462 packages overall might not

have reached their intended recipients.
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Response rates for the Eurobodalla Study

Based on these figures, and allowing for cases that were deleted from the data set, an
adjusted response rate for the first round' of participants would be between 29.2% and
31.2%, well above what was expected for this study. For response rates by sex and
generation, for which it was not possible to make any adjustments, unadjusted rates
have been reported. That is, the reported response rates do not take account of
packages known to have failed to reach their targets, nor of the 5-11% likely not to
have reached their targets, and they do not allow for the fourteen cases deleted from
the data set. The unadjusted response rates for the present study were as follows:
around 33% for women, 17% for men, 16% for Generation X, 23% for Baby Boomers,
34% for Long Civics, and around 23% overall. The differences in response rates
between generations are particularly interesting in the context of this being a study of

volitional participation.

The final, overall response rate can be adjusted for cases that were deleted from the
data set and for the 103 reminder postcards that were returned to the sender and are
therefore known not to have been deliverable. The final overall response rate for
round-one participants (that is, excluding the extra working-age men sampled in round

two), adjusted for case deletions and undeliverable materials, was 28.7%.

The response rate for the whole sample, including both rounds of data collection, was
23.8%. As I have indicated, this response rate is artificially low because the
proportion of undeliverable materials has likely been substantially underestimated, and
because data collection included heavy over-sampling of the low response-rate groups
(working-age men). In addition, given that there was a lengthy questionnaire and the
study was conducted on a very low budget, including very limited follow-up (no
follow-up for the second round of data collection), the response rate for this study was
acceptable. Nevertheless, the extent to which results can be generalised to the rest of

the community, or to other communities, has to be questioned. This issue is addressed

in Chapter 7.

13 Figures for the first round of data collected, rather than for the whole sample, have been cited because
the first round was a general population sample, whereas the second round was a sample of a low
response rate group. First round figures are therefore likely to generate more accurate estimates of the
population response rate.
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A comment on response rates by sex and age group

An interesting aspect of the response rates was the striking difference between the
response rates for women and men, and of different generations (Table 2.1). These
response rates show women participating at about twice the rate of men, and the Long
Civic Generation participating at about twice the rate of Generation X respondents.
The lowest response rates were achieved among men aged 18-27 (8%) and among

women aged 88-97 (9%), and the highest among women aged 58-67 (61%).

Representativeness
Based on the sample provided by the Australian Electoral Commission, in 2001, when

the data were collected, members of the Long Civic Generation comprised 43.9% of
the sample frame for the study. They comprised 35.1% of respondents. Baby
Boomers constituted 37.2% of the population, and comprised 37.8% of respondents.
Members of Generation X comprised 18.9% of the population, and 27.1% of the
sample. Thus, as intended in the sampling procedure, members of Generation X were
over-represented in the sample, and members of the Long Civic Generation under-
represented, compared with the distribution of age groups within the population of the
Shire.

Indigenous Australians represented about 4.2% of the population 6f the Eurobodalla
Shire in 2001, and were 8.7% of the sample. Thus, though there had been no over-
sampling, Indigenous Australians were represented in the study at about twice the rate
that they were in the local communities of the Shire. With 84 usable responses from
Indigenous Australians, there were enough Indigenous respondents in the sample to

examine their data separately in some of the analyses.

Sample statistics on educational level were broadly consistent with population
parameters for the region available from the Australian Bureau of Statistics Census
data for 2001. In terms of education, the majority of respondents (N=483, 50.2%)
reported that they had completed high school or less. Exactly comparable data were
not collected. However, with 50% of respondents educated no further than high

school, this was not a highly educated sample, and was consistent with Census data
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that indicated that substantially fewer residents of the Shire had completed Year 12

than had on average in New South Wales.

Socio-demographic characteristics of each round of
respondents

With regard to when respondents participated in the study, there were no differences
between those who participated in the study before the reminder postcard was sent,
those who responded following the reminder postcard, and the new sample of men who
participated as part of the second round of data collection. The three groups were
compared using chi-squared statistics with respect to level of education, paid work or
study status, Indigenous status, being born overseas, having dependents, having a
health care card, and living alone. All comparisons were between working-age men,
since the second round participants only included working-age men. The three groups

did not differ signiﬁcantly in terms of any of these socio-demographic factors.

MEASURES AND QUESTIONNAIRE DESIGN

The “opportunistic” use of existing survey data is not considered an acceptable way to
conduct research into social capital (Edwards & Foley 1998). Indeed, data mining
using existing surveys, as is common in social capital research, fails to properly
operationalise the complexity of the concept. New, purpose-built instruments are
needed which properly test a coherent theory. This survey was therefore purpose-
designed to address the research questions described in Chapter 1. That is, it was
designed to enable me to explore the domains, super-domains and dimensions of
volitional community participation and to evaluate the relationship between general
psychological distress and community participation. A description of which measures
were selected, and how new measures were developed follows. I have described the
new measures of different types of participation first, then the measures of trust and

psychological distress and, finally, the socio-demographic data that were collected.

Volitional community participation
Description of the measure
As far as | am aware, there is no systematically developed and comprehensive measure

of volitional community participation that would have been suitable for use in this
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study. Respondents’ perceptions of how often they participated in various kinds of
non-essential activity in the community were therefore assessed using a measure
specifically developed for this study. The measure comprised a total of 67 items.
These were divided roughly evenly among three broad areas of participation, that is,
among the three super-domains of volitional community participation outlined in
Chapter 1. The measure contained 20 items tapping informal social connectedness, 22
items tapping civic engagement, and 25 items tapping political participation. Within
each of these were sub-sets of items tapping each of the hypothesised domains of

participation. A full list of the items in the measure is presented in Table 2.2.

Within informal social connectedness were five domains, each with four items. These
were contact with household members, contact with extended family, contact with
friends, contact with neighbours, and social contact with workmates. Household
members were defined in the questionnaire as “significant others who usually live with
you (eg., your partner, children, parents, or other relatives). Extended family was
defined as “any relatives or significant others who do not live with you”. Neighbours,

friends and workmates were not defined in the questionnaire.

Within civic engagement were five domains. These were organised community
activities (four items), learning and education (four items), religious observance (four
items), volunteering (three items), leadership in the voluntary sector (four items), and
giving money to charity (three items). In the questionnaire, the definition of organised
community activities included religious observance, and leaming and education. They
were defined as “any activities you do in organised groups for fun, education, social
contact, or worship — eg., sport (player, supporter, children’s sport), Italian club,
bushwalking, support groups, RSL, drama groups, railway society, chvoirs, reading
circles and playgroups”. Volunteering, leadership in the voluntary sector, and giving
money to charity were grouped in the questionnaire under the heading “community
service and volunteering”. It was defined as “any kind of community work you do
without being paid — eg., fundraising walks, Rotary, working bees, meals-on-wheels,
selling raffle tickets, shopping for a sick neighbour, community boards, cooking

sausages at a fete, Neighbourhood Watch, Red Cross”.
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Table 2.2. Sixty-seven items tapping domains and super-domains of volitional community
participation.

Super-domains and Item

domains

Informal social connectedness
Contact with I see people in my immediate household at the start of my
immediate household  day
Members of my immediate household are home when I am
home.
I spend my spare time with my immediate household
I eat my main meal with members of my immediate
household
Contact with extended I spend time doing things with my extended family
family I talk on the telephone to people in my extended family
I see members of my extended family in person

I prepare or eat meals with people in my extended family

Contact with friends I make time to keep in touch with my friends
My friends come over to my place or I go to theirs
I talk to friends on the telephone or send them emails or
letters |

I give my friends gifts such as birthday presents

Contact with I go to work social events if I’rﬁ invited
workmates
I do things at the weekend with people from work
I spend my lunch or tea breaks with my workmates
I socialise with my workmates before work, after work or
during breaks
Contact with I chat with my neighbours “over the fence” or “in the
neighbours , stairwell”
My neighbours tell me their news or I tell them mine
My neighbours come over to my place or I go to theirs
I tal