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That poor people are less healthy and die earlier than other people is no surprise. In 
other words, the relationship between socio-economic position and illness or mortality is 
a negative and monotonous one. It is less clear, however, why an affluent person can 
expect to be healthier and live longer than her slightly less affluent neighbor.  
 There are at least three, partly rivaling, hypotheses trying to explain this 
relationship. First, it was argued that chronic illness often results in downward 
occupational mobility, sometimes making it impossible to take up fulltime employment 
and finally forcing the ones concerned to give up gainful employment altogether. In this 
view bad health leads to downward social mobility, hence, health is seen as being at least 
partly responsible for social standing. This hypothesis is called the selection thesis. A 
second hypothesis – the behavioral thesis – states that the observed social gradient in 
health results from the differential health behavior of the various social classes. For 
example, smoking rates are consistently higher in lower compared to higher social 
classes whereas the reverse is true for physical exercise. Because the social gradient in 
health does not disappear when health behaviors are controlled for a third hypothesis 
was forwarded. It states that the material conditions associated with living in different 
social classes are responsible for the health differences. Particularly, working and 
housing conditions as well as the availability of health care are said to have noticeable 
health consequences. 
 Based on these theoretical arguments, four speakers in this session explore the 
relationship between socio-economic position and health condition from the following 
perspectives: 
 
Morfeld: What explains the relation between social inequality and health? 
 
Fujisawa: How does social capital (social relationships), in addition to socio-economic 
position, affect health conditions? 
 
Kimura: How does socio-economic position affect health conditions of senior citizens? Are 
the effects different from those related to younger people? 
 
Wendt: How and why do health care systems reduce, stabilize, or increase the effect of 
socio-economic position on health conditions? 
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Social capital and health status -social factors contributing our health- 
1. Introduction 
  Now there has been an increasing interest in the concept of "social capital" in 
many academic fields. Public health researchers, in particular social epidemiologists 
have been interested in the relationship between social capital and states of health 
although its theoretical construction has been borrowed from other academic field. As a 
result, there have been so many types of definition of social capital and indicators which 
researchers have used in their research. However the concept of social capital might 
have a possibility to give a key to understanding complexity of relationship between 
social factors and health and boost much stranger multidisciplinary research between 
health and social sciences. 
2. What is “Social Capital” 

There have been so many definitions of social capital and its concept could be 
traced back to late 19th century or early 20th century. But resurgence of this concept came 
from prominent works of Pierre Bourdieu, James Coleman and Robert Putnam. However 
there has never been any agreement of the definition of social capital and its 
measurements. While some scholars emphasize material aspect of social capital, others 
estimate relational aspect as a value of social capital. Furthermore there has been a 
debate about its geographical coverage, that is, which level and what area is the most 
adequate to the concept of social capital.  
 Although the concept of social capital is not rigor, it is possible to point out 
important characteristics of social capital in terms of a research strategy. Among them 
the most important characteristic is that of its collectiveness. While social support and 
social network are kinds of capitals belonging to individuals, social capital is a kind of 
capital belonging to a specific geographical area and can not be made a reduction to 
individual level. That is a kind of quality of human interaction not belonging to 
individual. 
 Some researchers have invented indicators about social capital whose 
characteristic is mainly community level. For example, Ichiro Kawachi and his 
colleagues have used several questionnaires to measure social capital. These 
questionnaires are to ask people about “trust in community people”, “mutual aid among 
community” and “participation in community activities”. To follow this line, an empirical 
study will be shown in the following.  
3. Empirical research 

In this study people were asked about their sense of mutual aid and casual 
interaction with other that are indicators of social capital at community level. The result 
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of this study shows moderate influence of social capital on health even after controlling 
age and income level. It means that social capital by itself has an impact on our health 
status and it might be independent of economic factors, such as income level. We do not 
have any intention to deny influence of economic factors on health. But our intention 
here is to show another pathway of quality of human interaction, such as social capital to 
our health status, although it is very moderate. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Conclusion 
 Income levels that strongly relate to social stratification are one of important 
factor. However other social factors, such as social capital have influence on our health 
status too. Although it has never been clear to explain the pathway of social capital to 
health status, we should think about a kind of quality of human interaction to 
understand of complexity of mechanisms of our health status. Because quality of human 
interaction is a capital not only to make comfortable our socio-cultural condition but also 
to boost economic development. 
 
Acknowledgement 
I acknowledge Associate Professor Shougo Takegawa (University of Tokyo), principle 
investigator of national science research grand “Empirical research of a role of social 
factors referring to help needs and health status” to give the permission of use of its 
research date, Professor Hiroshi Ishida (University of Tokyo) to give this excellent 
opportunity, Associate Professor Yoshihiko Yamazaki to give remarkable comments and 
my research colleague, Assistant Professor Tsuyoshi Hamano (Niigata University of 
Health and Welfare) to give useful comments and statistical supports. 
References 
Baum F (1998). The New Public Health: An Australian Perspective. Melbourne: Oxford 
University Press. 
Kawachi I, Kennedy BP, Lochner K, Prothrow-Stith D (1997). Socail Capital, Income Inequality, and 
Mortality. American Journal of Public Health 87(9): 1491-98. 
Kawachi I, Kennedy BP, Glass R (1999). Social Capital and Self-Rated Health: A Contextual Analysis. 
American Journal of Public Health 89(8): 1187-93. 

B SE t p
A d justed

R 2

SRH a

  U nad justed  3 .03 1 .08 2 .80 .006 .03
  A d jus ted  fo r age 3 .44 1 .12 3 .08 .002 .04
  A d jus ted  fo r age  and  incom e 3 .46 1 .12 3 .08 .002 .03

SRH b

  U nad justed  3 .44 1 .12 3 .07 .002 .04
  A d jus ted  fo r age 4 .04 1 .17 3 .45 .001 .05
  A d jus ted  fo r age  and  incom e 4 .11 1 .18 3 .49 .001 .04
a S ense  o f m utua l a id
b C asua l in te rac t io n  w ith  o the r

Casual interaction with other

5.04.54.03.53.02.52.01.5

Ｓ
Ｒ
Ｈ

100

90

80

70

60

50

40

 Sense of mutual aid

5.04.54.03.53.02.5

Ｓ
Ｒ
Ｈ

100

90

80

70

60

50

40



Social Inequality and Health 
 
Kawachi I and Berkman LF, eds. (2003). Neighbourhoods and Health. New York: Oxford 
University Press. 
Marmot M and Wilkinson RG, eds. (1999). Social Determinants of Health. Oxford: 
Oxford University Press. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Social Inequality and Health 
 
 

 

Social Science 
Planning Group Members: Christof Wolf and Yoshimichi Sato  

 
Social Inequality and Health 

 
Speaker: 

Yoshimi Kimura, Osaka City University 
 

 
The Effects of Social Stratification Factors upon the Elderly’s Health in Japan 
 
1. Introduction 

Aging corresponds with a decline in health. For that reason, it is more important for 
the oldest of the elderly to keep a good health condition. 

Several studies have been made on the relationship between social stratification 
factors and health, especially focusing on the oldest of the elderly (over 75 years old). 
There are two theoretical hypotheses that are examined in the studies: 
1) The people who live to be over 75 years old have biological predominance, so biological 

conditions are more important determinant factors of health than sociological and 
psychological ones (Bowling and Browne, 1991). Therefore the social stratification 
factors have no relevance to the health of the oldest of the elderly. 

2) Since aging corresponds with a decline in health (immunity and organs’ function) or 
accumulation of critical factors, and weak from the biological point of view. Therefore 
the oldest of the elderly are affected by sociological and psychological factors more 
seriously than the young who have much better health conditions (House, Kessler, 
Herzog et al, 1990). As a result the social stratification factors have differential 
effects the oldest of the elderly’s health. 

With these theoretical backgrounds I will examine not only the impact of social 
stratification factors on health condition, but also on health behavior of the Japanese 
oldest of the elderly. 
 
2. Methods 

The data used in this analysis is the Asset and Health Dynamics among the Oldest 
Old (AHEAD) survey data. Variables used in the analysis are as follows: Income and 
educational levels are used for the index of social stratification factor; Chronic 
disease, activities of daily living (ADL), dementia, and depression are used for the 
index of health condition; Smoking, drinking, and exercises are used for the index of 
health behavior. 

3. Results 
According to the results, higher income has positive effects on depression and lower 
ADL among women. As for the educational level, its positive effect on depression is 
confirmed only among men. 

As for the relation between the health behavior and the social stratification 
factors, income has a strong connection with drinking among men, similarly, so does the 
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educational level with the exercises. 
 
Conclusion 

Although we should not overlook the fact of the possibility that the elderly with 
dementia or lower ADL may have been excluded from this data, we get an intriguing 
finding. That is, The elderly men with high income and high educational level have 
a strong tendency to suffer depression. In conclusion, high social status is not 
necessarily related to a good health condition. We need to consider the implication of 
the ‘money’ or ‘education’ in our life. 
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