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ABSTRACT 

 
Background: Studies of place and health have recently gained increased interest among social researchers. 
This interest has brought society back to the study of health inequalities and drawn attention to the health 
effects of contextual psychosocial phenomena. Social cohesion, generalised trust, social networks and 
social participation are seen as being such phenomena in the social environment that affect health. 
Methods: This study investigates the association between social capital and self reported health in Oslo. I 
have used data from the Oslo Health Study 2000 (HUBRO), which includes 11,807 respondents residing in 
25 administrative districts. For the multilevel analysis, contextual social capital was measured by aggre-
gating the individual variables generalised trust and participation in voluntary organisations. In addition to 
the individual variables, the association between social capital and health was controlled for median in-
come, economic inequality and educational level in the administrative districts. Results: In the models that 
only include the individual variables, both contextual trust and organisational participation had significant 
effects on self reported health. The associations between place, social capital, and health was attenuated 
and partly rendered insignificant by the other contextual variables. Conclusions: This study concludes that 
social capital is not associated with health when other contextual variables are taken into account, and 
suggests that previous findings may be mediated by median income and the educational level in the areas 
under study. However, strong conclusions cannot be drawn from this study due to low statistical power and 
the low response rate. None the less, the study supports the hypothesis that place matters for health. 
 
 
 

INTRODUCTION 
 
How does place affect health? The question has gained 
renewed interest in recent decades (Macintyre et al., 
2002). Place effects can cause population health to va-
ry between geographic areas in several ways. First, ob-
served variations in health between places can simply 
appear due to the differences in the characteristics of 
the people that live in those places. This is called the 
‘compositional’ place effect. Turning to the more 
unique (or real) place effects on health, these may be 
due to material conditions, such as the quality of water 
and air, housing, access to safe recreational areas and 
so on. Services provided by the community, like health 
and welfare services, public transport and schools, 
may also contribute to observed health inequalities 
between places. Sally Macintyre labels these two 
categories “contextual” place effects. Finally, socio-
cultural features like norms and values, trust and social 
integration, and the political and economic history of 
an area may affect the health of its residents. This di-
mension covers the “social climate” of a place and its 
reputation, and is labelled by Macintyre as the “collec-
tive dimension”. 
 One aspect of the “collective dimension” of places 
is captured by the concept ‘social capital’, which is 
related to the more established concept of ‘social 
cohesion’ (Wilkinson, 1996). Social capital refers to 

properties of the social structure, such as the norms of 
reciprocity and social networks which facilitate coope-
rative action (Coleman, 1988; 1990; Putnam, 2000). 
Social capital is closely linked to social trust, which is 
also a commonly employed measure of the concept 
along with indicators of social participation (Putnam, 
2004). Together, generalised trust and participation in 
voluntary organisations measure the cognitive and the 
structural component of social capital, respectively 
(Subramanian et al., 2002). 
 Richard G. Wilkinson’s (1996) analysis of social 
cohesion, income inequality and health gave the social 
capital and health theory a broader conceptual basis 
and placed it within a larger frame of socioeconomic, 
cultural and political structures, adding the important 
dimension of social inequality. Wilkinson’s hypothesis 
is that in wealthy societies, the relative income distri-
bution is a more important health factor than absolute 
income distribution, because most of the population 
will enjoy living conditions where basic physiological 
needs are met (Wilkinson, 1996: 43-7). As a result, the 
spectrum of disease is no longer dominated by infec-
tious diseases, but by chronic illness. This is known as 
the ‘epidemiological transition’. Wilkinson does not 
entirely dismiss material explanations, as some critics 
claim, but he does argue that because of this transition, 
psychosocial explanations are becoming increasingly 
important for understanding health inequalities in 
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modern societies. This view is largely supported by the 
work of Michael Marmot (Brunner & Marmot, 1999; 
Marmot, 2005). Not only does your relative standing 
in the social hierarchy matter for your health and well-
being, but so does the steepness of the hierarchy, re-
gardless of your own place in it, Wilkinson argues. In 
this way, societies with high income inequality have 
higher mortality rates than societies with low income 
differences. The main reason for this, according to 
Wilkinson, is that societies with low income inequality 
are more cohesive or have more social capital (Wilkin-
son, 1996: 4). 
 One way to understand Wilkinson’s model is that 
income inequality affects the level of social cohesion, 
solidarity, and social participation in a society, by 
affecting the actions that people take and their self-
perceptions, based on their perception of the entire 
social hierarchy. Societies characterised by high 
income inequality and low social cohesion suffer from 
comparatively higher levels of conflict, less coopera-
tion and solidarity, and more accidents and violence. 
At the individual level, people living in the lower so-
cial strata will experience more chronic stress and less 
control, resulting in short-sighted actions and un-
healthy lifestyles and consumption (Wilkinson, 1996: 
185-90). 
 Wilkinson’s work has stimulated interest in the 
relationship between place and health, and the role of 
social capital, economic measures and material depri-
vation in this relationship, and hence, his work has 
strengthened the contextual notion of social capital. 
The concept of social capital is not fixed according to 
analytical level, but it is argued that its theoretical 
strength in public health research lies mainly at the 
contextual analytical level (Kawachi et al., 2004). 
 Social capital, being a contextual phenomenon, is 
hypothesised to act partly through social networks and 
social relations in its connection to health, and partly 
through individuals’ sense of society or what might be 
called the social “climate” of a place. Places or neigh-
bourhoods with a substantial stock of social capital 
may provide protection against stress and conflict, by 
facilitating cooperation. Such places can also stimulate 
health, by generating healthy norms and social controls 
and by promoting rapid diffusion of health information 
(Putnam, 2000; Kawachi et al., 1999). 
 Multilevel studies of social capital and health have 
thus far resulted in ambiguous findings. The connec-
tion between social capital and health seems to be 
clearer in studies using larger geographical units, and 
for studies conducted with data from the United States 
(Kawachi et al., 1999; Subramanian et al., 2001). The 
smaller the spatial units are, the weaker the findings, it 
seems (Subramanian et al., 2002; Mohan et al., 2005; 
Veenstra, 2005; Turell et al., 2006). Several studies 
have tested the effects on the connections between so-
cial capital and health, by introducing income inequa-
lity (Kawachi et al., 1999; Subramanian et al., 2001; 
Veenstra, 2005). Some of these studies also controlled 

for median income, resulting in insignificant coeffi-
cients for income inequality (Subramanian et al., 2001; 
Veenstra, 2005). 
 Few studies have simultaneously controlled for 
contextual and individual social capital (Kawachi et 
al., 2004). Subramanian et al. (2002) found a complex 
cross-level interaction effect where high trusting indi-
viduals were better off living in high trusting commu-
nities, while low trusting individuals had a negative 
health effect. Community trust became insignificant 
when controlled for individual trust. Veenstra (2005) 
and Mohan et al. (2005) controlled for individual 
social capital, but found no health effect for contextual 
social capital. In a recent study, Kim & Kawachi 
(2006) found that individual social capital rendered 
two out of three social capital indicators insignificant. 
 In the present study, I will investigate the impor-
tance of two social capital indicators, generalised trust 
and participation in voluntary organisations, covering 
the cognitive and structural dimensions of the concept, 
for self reported health in 25 administrative districts of 
Oslo. Although Norway is a highly egalitarian country, 
health inequalities are marked, and this is especially 
true for Oslo, the capital city (Claussen & Næss, 2002; 
Sund & Krokstad, 2005). Health inequalities persist 
not only between social strata, but these inequalities 
also largely divide the city geographically, in terms of 
life expectancy (Hagen et al., 1994). In this analysis, I 
will employ multilevel methods that allow me to 
investigate contextual place effects controlled for indi-
vidual properties, including individual level measures 
of social capital. 
 The research questions explored in this article are: 
(1) Are there any connections between indicators of 
social capital and self-reported health in the admini-
strative districts of Oslo? (2) To what extent is this 
effect mediated by the population composition of the 
geographical units? (3) Are there any cross-level 
interaction effects – are the connections between social 
capital and health different for different social catego-
ries? (4) To what extent are the effects between social 
capital and health affected by contextual confounders: 
median income, income inequality and educational 
level? 
 
 METHODS 
 
Data  
In this study, I have analysed data from the Oslo 
Health Study 2000 (HUBRO), a population based 
survey linked to a wide range of public register data. 
Data on educational level in the administrative districts 
of Oslo were obtained from The Municipality of Oslo/ 
Statistics Norway. 
 The population targeted by the HUBRO survey in-
cludes all residents of Oslo born in the years 1924-25, 
1940-41, 1955, 1960 and 1970, a total population of 
40,888. The response rate was 46 per cent, leaving a 
net population of 18,770 individuals. 



SOCIAL CAPITAL AND HEALTH – A MULTILEVEL ANALYSIS  73 

 Because of limitations in the statistical software, all 
missing cases for all of the variables had to be filtered 
off. In addition, respondents from two of the original 
27 administrative districts (ADs) in Oslo had to be ex-
cluded, because the response rate was too low to pro-
duce reliable AD aggregates. As a result, the number 
of cases was reduced to 11,807 respondents nested 
within 25 ADs, or 28.9 per cent of the total population 
targeted by the HUBRO survey. The population of 
each AD ranges from approximately 7,000 to 30,000 
inhabitants and the mean is about 20,000. The ADs 
will comprise the units to be investigated at level two 
in the multilevel analyses. 
 
Measures and definitions 
 
The dependent variable in this study is self-reported 
general health with four response categories; bad, not 
so good, good and excellent. These were collapsed into 
a dichotomous variable, where the two first indicate 
bad health, whereas the two latter indicate good health. 
 Contextual social capital is measured by aggrega-
ting the individual variables, generalised trust and par-
ticipation in voluntary organisations, for each admini-
strative district. Generalised trust is measured by the 
question; “Do you think that people will take advan-
tage of you if you let them know too much about your 
self?” (Responses were either ‘yes’ or ‘no’.) Partici-
pation in voluntary organisations is measured by the 
question; “In how many organisations or organised 
groups do you participate during your leisure time?” 
(Responses were either ‘zero’ or given in whole num-
bers.) This question was coded as a binary response (0 
for ‘zero’ and 1 for one or more organisations.) 
 The association between social capital and health, 
will, at the contextual level be controlled for median 
income, income inequality and educational level in the 
administrative districts. Income inequality for each AD 
is estimated by dividing the standard deviation of the 
income distribution with the median of this distri-
bution (Allison, 1978), and the educational level refers 
to the proportion of people holding a university or 
college degree in each AD. 
 Individual control variables in the regressions in-
clude the following variables: sex and age; the two 
oldest age-groups are collapsed so that five age-groups 
remain in the analyses, each one measured by an indi-
cator variable. The variable measuring non-western 
immigrant status consists of people who were born 
outside Europe. Education is coded into five different 
levels; primary, lower secondary, higher secondary, lo-
wer tertiary and higher tertiary. Income is measured at 
the individual level and coded into deciles. In addition, 
individual social capital indicators are used: genera-
lised trust and participation are measured by the same 
questions as their contextual counterparts. Having 
close friends is measured by the question “How many 
close friends do you have?” and responses were classi-
fied into 0-1 and 2+ friends. 

Statistical analysis 
 
The multilevel design of this study allows individual 
characteristics as well as contextual variables to be 
analysed in the same statistical model. The analyses 
are conducted using multilevel logistic regression in 
the MLwin software. The method of analysis used for 
the logistic regression is Marginal Quasi Likelihood 
(MQL), first order. 
 To produce meaningful estimates, all the continu-
ous variables in the analyses had to be coded into 
centric scales around their means. When interpreting 
the coefficients from the logistic regressions, this 
should be taken into account. 
 Seven models will be estimated for each of the two 
social capital variables. In model 1, the overall uncon-
trolled effect of social capital on health is estimated. In 
model 2, 3 and 4, different aspects of the composition 
of the ADs are introduced; sex, age and immigrant 
status (2), education and income (3), and finally, indi-
vidual social capital variables (4). 
 The next step is to investigate if any cross-level 
interaction-effects can be detected. This is done by 
exploring several models. The explorations will not be 
reproduced in this article, although significant results 
from the interaction-analyses will be presented.  
 The final step is to introduce competing contextual 
variables. Because of the low statistical power of the 
analysis, due to the large number of respondents that 
had to be excluded and the exclusion of two ADs from 
the analysis, all the contextual variables could not be 
run in one model. So, in model 5, median income is 
included. In model 6, economic inequality and median 
income are included, and in model 7, the proportion 
with a university or a college education will be tested 
against the social capital variables. Finally, all the vari-
ables are included in model 4. 
 The results from the multilevel logistic regression 
analyses are presented as odds ratios, and maximum 
effects for the association between social capital and 
health will be given for each model. This is done by 
subtracting the estimated probability for the AD with 
the highest social capital value from that of the AD 
with the lowest social capital value, assuming mean 
values on the included control variables in the model. 
The predicted logit is transformed into probabilities by 
the formula: 1/(1+exp(–Logit)). 
 
 
RESULTS 
 
The mean number of respondents in the ADs is 474 
(lowest = 121). The mean level of respondents repor-
ting good health across the 25 ADs is 78 per cent (va-
riance 18 per cent). The mean level of people reporting 
trust in others is 93 per cent (variance 10 per cent), 
while the mean proportion for participation in volunta-
ry organisations is 55 per cent (variance 22 per cent). 
The proportion holding a college or university degree 
is 32 per cent. Median income in the ADs is 272,579 
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Table 1.  The relationship between AD generalised trust level and self reported health, given in odds ratios (95% 
CI), maximum effects for each model given in probabilities (Ni=11807, Nj=25). 
 
Model 1 2 3 4 
Maximum effect (P) 0.19 0.19 0.14 0.10 
AD trust level 1.11 (1.06-1.15) 1.13 (1.09-1.18) 1.08 (1.06-1.11) 1.07 (1.04-1.10) 
Female  0.64 (0.58-0.70) 0.84 (0.76-0.93) 0.79 (0.71-0.88) 
Age (ref: 30 years)     
    40 years  0.51 (0.43-0.61) 0.52 (0.43-0.62) 0.52 (0.44-0.63) 
    45 years  0.44 (0.36-0.52) 0.45 (0.38-0.54) 0.45 (0.37-0.54) 
    60 years  0.21 (0.18-0.25) 0.26 (0.22-0.31) 0.25 (0.21-0.30) 
    75 years  0.16 (0.14-0.19) 0.26 (0.22-0.31) 0.24 (0.20-0.28) 
Non-western immigrant  0.50 (0.40-0.64) 0.56 (0.44-0.70) 0.71 (0.55-0.91) 
Education (ref: primary)     
    Lower secondary   1.40 (1.20-1.63) 1.38 (1.18-1.60) 
    Higher secondary   1.64 (1.41-1.92) 1.58 (1.35-1.85) 
    Lower tertiary   2.07 (1.77-2.42) 1.91 (1.63-2.24) 
    Higher tertiary   2.85 (2.28-3.56) 2.62 (2.08-3.28) 
Income   1.12 (1.10-1.14) 1.11 (1.09-1.13) 
Individual social capital     
    Mistrust     0.41 (0.35-0.49) 
    Organisational participation    1.17 (1.06-1.29) 
    2+ close friends    2.01 (1.61-2.50) 
Constant 3.66 (3.37-3.96) 14.07 (11.91-16.62) 5.82 (4.77-7.11) 3.31 (2.47-4.43) 

 
 
 
 
NOK (The difference between the highest and lowest 
median income is 96,879 NOK.) The mean income 
inequality is 0.6 (variance 0.5). 
 The odds ratio in model 1 shows that a one per cent 
increase, in the AD trust level is associated with an 11 
per cent increased tendency to report good or excellent 
health, when individual properties are not taken into 
account. The maximum effect, or the effect on 
health for living in the district with the highest 
ratings for trust when this is compared to the district 
with the lowest ratings for trust, is 0.19. 
 When controlling for sex, age-groups and non-
western country of birth in model 2, assuming the 
values; male, aged 45, born in Europe, the maximum 
effect of trust on the probability of reporting good 
health is unchanged compared to model 1. 
 In model 3, additional controls for education and 
income significantly attenuate the connection between 
district trust and health, but it is still significant. The 
maximum effect (in probabilities) for this model is 
0.14 for typical values on the listed variables (45 years 
old, born in Europe, upper secondary school and 
income in the centre deciles). This nearly equals the 
maximum effects for income and education (not pre-
sented). 
 In model 4, the individual social capital variables, 
trust, participation and having close friends, are added. 
The coefficient for the district trust variable still holds 
its strength, and is still significant. The maximum 
effect gives the predicted probability for a person with 

typical values, as in model 3, and, in addition, for the 
values trusting, not participating and having friends. 
Still, the typical Oslo-inhabitant who lives in the 
highest trusting district has a 0.10 higher probability of 
reporting good health, compared to one who lives in 
the lowest trusting district. To a great extent, however, 
this number depends upon the values given for the 
dichotomous individual social capital variables. The 
odds ratio for the AD trust level has not changed much 
compared to the previous model. 
 In Table 2, the connection between district partici-
pation and health is shown. It looks much the same as 
Table 3. All individual coefficients are removed from 
the table, but the analyses are run in the same way as 
in the previous analyses. Again, all AD participation 
coefficients are significant, but the predicted maxi-
mum probabilities are lower compared to those of the 
previous table. 
 The connection between social capital and health 
was not found to differ significantly for different social 
categories in the population, except from a significant 
cross-level interaction effect that was found for district 
participation level and income. 
 Figure 1 clearly shows that the highest income 
group does not benefit from living in a participating 
community, whereas the lowest income group reports 
substantially better health when living in the districts 
that have higher participation rates in Oslo. The figure 
is based on the prediction of typical values for the 
variables listed in model four in the previous table. 
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Figure 1.  Cross level interaction effect between organisational participation level and income in their relationship to self 
reported general health, given in predicted probabilities based on model 4, table 2, typical values (Ni=11807, Nj=25). 

 
 
 

Table 2.  The association between AD organisational participation level and self reported good or excellent health 
given in odds ratios (95% CI), maximum effects for each model given in probabilities (Ni=11807, Nj=25). 
 
  Model 1 Model 2 Model 3 Model 4 
Max. effect 0.06 0.10 0.08 0.06 
AD participation 1.02 (1.00-1.04) 1.04 (1.02-1.06) 1.02 (1.01-1.04) 1.02 (1.01-1.03) 

 
 
 
 The final step of this analysis is to introduce com-
peting contextual variables (Tables 3 and 4). These 
models are based on the full model from the previous 
tables, including all the individual variables. Here, I 
have not estimated maximum effects as in the previous 
models because the locus of interest will be on the sin-
gle relationships between the social capital variables 
and health when alternative context variables are in-
cluded. 
 The results from the analyses of the connection be-
tween the district trust variable and health show first of 
all that the trust coefficients are considerably dimi-
nished, though still significant in the two first models 
(models 5 and 6). Controlling for the proportion in the 
administrative districts with higher education, the 
coefficient for district trust is finally rendered insig-
nificant. 
 Turning to district participation, the table shows 
that the coefficients are insignificant in the models 
where the economic contextual variables are included. 
 
 
DISCUSSION 
 
In this study, I have analysed the association between 
social capital and health in 25 ADs of Oslo. In the sim-
pler models of the analysis a quite strong relationship 

was found, even when controlling for individual social 
capital. Composition did reduce this relationship, but 
not as much as might be expected. Individual social 
capital measures did not affect the contextual effects of 
social capital, as found in other studies (Veenstra, 
2005; Mohan et al., 2005; Kim and Kawachi, 2006). 
However, the relationship between social capital and 
health was rendered insignificant when controlling AD 
participation levels for median income and AD gene-
ralised trust levels for educational attainment. Finally, 
a cross level interaction effect was found for income 
and AD participation level: Low income individuals 
reported far better health when living in participating 
districts, while this effect was completely absent for 
high income individuals. 
 The study has several weaknesses. First of all, the 
cross-sectional data design does not allow any state-
ment to be made regarding the causality between so-
cial capital and health. The direction of linkages is not 
necessarily an obvious one. 
 Next, the relatively weak statistical power, due to 
the low number of ADs, could have caused the social 
capital indicators to produce insignificant coefficients 
in the more advanced models (model 5-7). This may 
also be the reason for the few significant findings in 
the cross-level interaction analyses. It is recommended 
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Table 3.  The relationship between AD generalised trust level and self reported health, odds ratios (95% 
CI), controlled for alternative contextual variables, based on model 4 (Ni=11807, Nj=25). 
 
 Model 5 Model 6 Model 7 
Trust level 1.04 (1.01-1.07) 1.03 (1.00-1.06) 1.02 (0.99-1.06) 
Median income 1.07 (1.04-1.11) 1.05 (0.97-1.07)  
Level of income inequality  1.04 (0.97-1.12)  
Proportion holding higher education   1.12 (1.06-1.19) 
Constant 3.52 (2.63-4.71) 3.54 (2.64-4.75) 3.44 (2.57-4.60) 

 
 
 

Tabell 4.  The relationship between AD organisational participation level and self reported health, given in 
odds ratios (95% CI), controlled for alternative contextual variables, based on model 4 (Ni=11807, Nj=25). 
 
 Model 5 Model 6 Model 7 
Organisational participation level 1.01 (0.99-1.02) 1.00 (0.99-1.01) 1.01 (1.00-1.02) 
Median income 1.09 (1.05-1.12) 1.06 (1.01-1.11)  
Level of income inequality  1.05 (0.98-1.13)  
Proportion holding higher education   1.13 (1.08-1.18) 
Constant 3.53 (2.63-4.73) 3.54 (2.64-4.75) 3.63 (2.70-4.87) 

 
 
 
that at least 20 units are included at each level of ana-
lysis (Kreft & deLeeuw, 1998: 126). The number of 
level 2 units in this analysis is 25, quite close to the 
minimum number recommended. Nevertheless, there 
are significant findings in the data for some of the 
models, and this makes it reasonable to support the 
conclusions that are drawn here. 
 Finally, the low response rate did skew the data 
used in this analysis. The original data sample has not 
been found to be significantly biased (Søgaard et al., 
2004), but when the missing cases were excluded 
skewed differences between the original and the final 
sample used in the analysis appeared. When compared 
to the original sample, respondents in the final sample 
were slightly better off regarding measures of social 
position and health (table not presented). They 
were also slightly more trusting and participating. 
People born outside Western countries had the largest 
missing numbers. Although these biases were relative-
ly modest, it may have led to an underestimation of the 
association between social capital and health, given the 
finding at stage three that low income groups have 
larger health benefits from social capital. 
 A comparative strength of the present analysis, as a 
multilevel social capital and health study, is that it 
allowed the use of two simple but conventional social 
capital variables for both levels of analysis. As a con-
sequence, the effects of individual social capital could 
be taken into account. 
 An additional strength of the study is that the 
impact of the socio-cultural dimension of places was 
investigated in a more thorough way, by including 
educational level in addition to generalised trust. It 
can, of course, be argued that educational level is as 
much of an economic indicator as the other indicators, 
but the fact that educational level and income variables 

acted very differently in their relationships to the 
social capital variables and to self-reported health sup-
ports the conclusion that it actually measures different 
dimensions of places. 
 Assuming that the admitted weaknesses of the pre-
sent study did not affect the results, how can these fin-
dings be interpreted? An important question is whether 
the ADs are appropriate social entities for investiga-
ting the relationship between social capital and health. 
Theoretical discussions and empirical findings provide 
no clear answers to this question. It may be true that 
smaller neighbourhoods would increase internal homo-
geneity, and would provide us with a clearer picture, 
because the chance that everybody is affected by the 
same social structures increases. On the other hand, 
studies employing small scale level two entities have 
led to few or weak findings in favour of the social ca-
pital and health hypothesis (Subramanian et al., 2002; 
Lochner et al., 2003; Mohan et al., 2005; Veenstra, 
2005). On the contrary, the broad support for this rela-
tionship has been produced by studies of larger geo-
graphical units (Kawachi et al., 1999; Subramanian, 
2001). The income inequality and health association 
has also been found mainly in studies employing larger 
geographical units (Wilkinson, 1996; Wilkinson & 
Pickett, 2006; Dahl et al., 2006; Elstad et al., 2006). 
Based on this, a stronger health-connection for both 
the social capital indicators and income inequality 
might have been found by employing larger spatial 
units. 
 One might argue that contextual and compositional 
effects should not be seen as two isolated dimensions. 
Rather, they are more likely to be dependent upon one 
another (Macintyre et al., 2002). Hence, “over-
controlling” for individual characteristics may lead to 
an underestimation of the context, or reduce it to a 
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residual-category. To examine this possibility, the 
more advanced models of the analysis (5-7) were run 
without the individual social capital variables, but this 
did not alter the conclusions (results not presented). 
The insignificance of this explanation also finds sup-
port in the modest change between model 3 and 4, 
where the individual social capital variables were 
introduced. 
 The context of Norway, in general, and Oslo, in 
particular, may also constitute a special case, when 
compared to the findings from the United States. The 
levels of organisational participation and generalised 
trust are relative high and the variations between the 
ADs are quite low in Oslo. It is possible that a connec-
tion between social capital and health may actually 
exist, but as long as the variations are fairly low, the 
connection cannot be revealed by internal compari-
sons. Nevertheless, it would still be true to say that 
social capital is not an important explanation of geo-
graphical health inequalities in Oslo. 
 The finding that the related concept of income 
inequality was not associated to health is probably 
caused by the relatively small size of the ADs. A con-
nection has been found for larger regions in Norway, 
although no controls were made for social capital 
(Dahl et al., 2006). This interpretation is also suppor-
ted by findings from a model that only includes me-
dian income and income inequality at the contextual 
level (not presented here). In a replication of Wilkin-
son’s study, that included some additional countries 
and which widened the time span, Lynch et al. (2001) 
found that the initial relationship between income 
inequality and health disappeared. The United States 
was an exception, though, indicating that the US might 
represent a special case. This and similar studies have, 
however, been criticised because absolute income and 
material explanations are still highly relevant for 
understanding health differences (Muntaner & Lynch, 
2002; Pearce & Davey Smith, 2003). The debate that 
ensued continues to reverberate (Lynch et al., 2004a; 
2004b; Wilkinson & Pickett, 2006). Similar conclu-
sions can not be drawn from this study, due to the 
different scale of the spatial units. In addition, no 

measures of material deprivation have been included 
in this analysis. Nevertheless, this article does point 
out that the income inequality variable has only a 
limited interest for studies of social capital and health 
in small-scale societies. 
 Median income and educational level had a signifi-
cant health effect, rendering AD participation and AD 
trust, respectively, insignificant. As a consequence, 
this article continues to support the hypothesis that 
socio-cultural and socio-economic dimensions of place 
matters for health. 
 Future research on social capital and health should 
approach the methodological problems experienced in 
this study by securing an adequate number of level-2-
units and should include a time-dimension. Controlling 
for spatial mobility might also be a sound research 
strategy. 
 
 
CONCLUSION 
 
The main findings of this study are that the connec-
tions between the conventional social capital variables; 
generalised trust and organisational participation, and 
health may be spurious, and that the place effects of 
educational attainment and income level may be the 
cause of those connections. Generally, this study still 
supports the hypothesis that socio-cultural and socio-
economic properties of places contribute in the 
shaping of geographical health inequalities. 
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