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This paper intends to assess the respond of self-reported health to different measures of social capital in Ukraine.  For empirical analyses European Social Survey conducted in Ukraine in 2004/2005 and 2006/2007 is used. There are considered four indicators of social capital – religious organizations, trust in other people, level of reciprocity and trust in politicians. Each of social capital variables is measured on both, individual and community level. Since the impact of community social capital might be different for different population groups, there are investigated the relationships between health and social capital for poor people and people with higher education. Finally, because of gender differences in health function, the results are presented for males and females separately. Our results show that none of the community social capital variables is significantly related to health of men and women. However, each but level of reciprocity individual social capital measure is significantly and positively related to the health of both, men and women. Individual level of reciprocity has positive impact on the health of females. It is not found the significant relationship between health of poor people and community social capital. However, it is observed the significant impact of social capital on the health of people with higher education. 
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Glossary

SRH - Self-Reported Health of the individual

WHO – World Health Organization
  Chapter 1
introduction
The population health level is one of the important indicators of the nation’s wellbeing. Therefore, the government and researchers have been investigating factors affecting people’s health. According to the World Health Organization (WHO, 2008), besides environmental and individual characteristics one of the core determinants of a nation’s physical health are socio economic factors. As an example of social determinants of health the WHO considers social support networks. The link between health and social support networks is explained by the fact, that greater family support, communication with friends, traditions and believes via interchange of information and higher ability to make healthy decisions contribute to better health.  Increasing researchers’ interest to social factors of health
 has led them to the concept of “social capital”. For example, according to Putnam (1993) social capital is “those features of social organization - such as the density of civic associations, levels of interpersonal trust and norms of reciprocity - that act as resources for individuals, and facilitate collective action”. A number of researchers recognize the positive impact of social capital on health for USA, Canada, Sweden, Indonesia (Coleman, 1990; Putnam, Leonardi et al. 1993; Wilkinson, 1996).  The authors argue that a proper understanding of the role of social capital in the people healthiness could help to achieve better nation’s health.     
       Ukraine has been experiencing population health deterioration since 1991. Especially the health worsening is related to the continuous rate increases of such causes of deaths as tuberculoses, diseases of circulatory system.  According to the World Health Organization over the last decade the Standardized Death Rate (SDR)
 of tuberculoses for all ages has increased by approximately 35%. The SDR of the ischemic heart disease for all ages has increased by around 15%. And the SDR of the diseases of circulatory system has increased by 9%.   Since the transition from a planned economy to market economy broke prevalent institutions, social norms and arrangements, social factors can be one of the reasons for health deterioration. However, the role of social capital as the determinant of health in Ukraine is still unexplored. In addition, political and economical instability makes Ukrainian society different in terms of social structure and social networks in comparison with developed countries.  Therefore, it is not appropriate to apply the results for other developed countries to Ukraine. A separate study taking into account the specific characteristics of Ukrainian society is needed. 

            The purpose of this work is to investigate the impact of social capital on health in Ukraine using the data from European Social Survey (EES). The thesis intends to assess the effect of different measures of social capital on self-reported health. In particular, for ESS analyses four social capital indicators are chosen: religious organizations, trust in other people, level of reciprocity and level of trust in politicians. Since social capital is formed on individual as well as community level, we include each social capital variables into regression measured on both levels. In addition, we conduct the separate analyses of the impact of social capital measures on poor people and people with higher education.  
Revealing the role of social capital in health formation could focus the government and other policy makers on the improvement and promotion of social networks and organizations in Ukraine in order to promote healthier nation.  

Structure of the paper is the following. In Chapter 2, we overview the existing literature on health and social capital issue. In Chapter 3, we focus on methodological and empirical aspects of the investigation of the link between self-reported health and social capital. In next chapter, we proceed with discussion of obtained results. Finally, we end up with conclusion and potential policy recommendations. 
Chapter 2

literature review

The idea of social capital as one of the determinants of health is related to two researchers – Robert Putnam, who in his 1993 book Making Democracy Work firstly proposed social capital theory and Richard Wilkinson, who in 1996 developed the notion of linkage of social capital to health in particular (Streter and Woolcok, 2004). Since that time a lot of studies have appeared on this issue. Most of them are related to the developed world.  Below there is an overview of the literature, step by step highlighting major strands in the literature: definitions of social capital, ways through which social capital affects health level, methods of measurement of social capital and methodological aspects. Finally, relevant papers on countries in transitions and Ukraine are considered.  
 Investigation of the relationship between health level and social capital is challenging from a theoretical point of view. The major difficulty is related to the definition of social capital. For instance, Porter (1998) defined it as “the capacity of individuals to command scarce resources by virtue of their membership networks or broader social structures”. On the other hand, Bourdue (1992) referred to social capital as the “sum of resources, actual or virtual that accrues to a group by virtue of possessing a durable network of more or less institutionalized relationship of mutual acquaintance and recognition”. The core difference between these two examples, as well as the main difference from the other alternative definitions, is that one of them characterizes social capital as an individual commodity whereas the other - as a group commodity. Such diversity in definitions has produced two lines of research. One considers social capital as an individual attribute and the other relates it to groups. When a particular definition of social capital is chosen, it more or less determines the link between social capital and health and methodological aspects of investigation of this connection. As a result the outcomes of empirical investigation of the relationship between health level and social capital are quite sensitive to the chosen definition of social capital.
 The problem of definition of social capital translates to the problems in determination of pathways through which social capital affects health. Scheffler and Brown (2008) determine four mechanisms linking social capital and health: health information, health habits, health services, and psychological support. Societies with high level of social capital can easily distribute the information available about health care, medicine, diets and so on. Moreover, society has impact on norms and standards that form individual life-styles. This in turn changes person’s habits and has an impact on people’s health (gym, jogging, smoking status ect.). In addition, social capital may increase access to health care services. Since, the better are social networks among people, more trustful and helpful are societies, the easily is to get to the hospital and to obtain the information about health facilities, drugs, doctors or to borrow a money to get to the hospital (d’Hombres et.al, 2007).  Finally, many health problems are related to stress issue
. Social capital in the form of psychological support can mitigate stress and improve health condition. 
            Kawachi (2004) considers civil participation as a link between social capital and health level. He explains this by the fact that people while being members of church, civic organization or sport clubs reveal their trust to these institutions.  Consecutively, this signifies that civic organizations really care about inhabitants of community and perform well their original role of provision and regulation of relationship among individuals wellbeing. 
             Kawachi et al (2004) argue that the major question in health- social capital issue is whether to regard social capital as the property of individuals or community commodity. They recognize that people can benefit through their connection to others. However, the authors emphasize on the importance to include the nature and extend of state-society relations as a part of definition of social capital. They define the existing literature on health and individual level of social capital as well – developed. However, the authors consider a novel contribution of social capital as “its potential to account for group influence on the individual health”. They argument this by the fact that even isolated individuals, whose are not engaged in the social interactions, can benefit from higher level of social capital in the community. For example, the communities with higher social capital may care about its isolated inhabitants more by checking their welfare or safety conditions.  As a result, Kawachi et al. (2004) argues that social capital should not be attributed either to individuals or to communities, but rather simultaneously considered as a commodity of both. 
In addition, Kawachi analyzes possible methodological aspects of empirical investigation of social capital as a determinant of health inequality. He distinguishes two methods: single level and multi-level. They are different in the way variables under investigation are measured and related between themselves. In the single level studies the response variable - health level and independent variable - social capital are measured at the same level. For example, this type of research examines the relationship between individual’s health and individual’s level of social capital or the link between regional mortality rates and regional state of social capital. The distinguishing feature of the multi-level studies is the presence of hierarchical structure of the data. Usually, the multi level studies have the purpose to investigate the impact of variables defined at higher level (region/ group level of social capital) on the variables defined at lower level (the individual’s health condition). 
The interest in multi–level approach for determining the link between social capital and health level has recently increased. In particular Mellor and Milyo (2005) analyze the impact of state social capital on individual health status in the USA. The authors have focused on magnitudes of the results of social capital impact on self reported health and on its change over the income distribution. To measure social capital they use aggregated values of membership in civic organizations and mistrust. In addition they construct Putnam index as a measure of social capital in order to check the sensitivity of the result to different measures of social capital. Employing Ordered Probit model they have found that social capital contribute to better health. In addition authors investigate the impact of social capital for poor looking at only two lowest income quintiles. In this case only Putnam index turns out to be significant. As a result authors conclude that this finding is consistent with the expectation that social capital has more pronounced effect on the poor. 
Next two papers are examples of diversity of methods that are incorporated in investigating the issue of social capital and health in terms of definitions social capital, estimations techniques and measurement of social capital. Definition of social capital requires proxies to measure social capital. Often using particular proxies is dictated by available data. Moreover, diversity of definitions of social capital leads to difficulty in choosing one proxy over another. For example Veenstra (2000) investigates the relationship between individual-level measures of social capital and self-rated health in thirty health districts in Saskatchewan, Canada. He constructs social capital indices for civic participation, trust in government, trust in neighbors, and general trust in people. The author does not find a significant correlation between self-reported health status and such measures of social capital as civic participation and level of trust. Hence, Veenstra concludes that there is no relationship between the self-ranked health level and social capital in Saskartchevan. However, Kawachi et al. (1997) develop a single level study of state condition of social capital, income inequality, and mortality. Their paper investigate a hypothesis that a huge gap between rich and poor increases the mortality rates via the low level of social cohesion and disinvestment in social capital. To measure the state level of social capital they use the data from the General Social Survey (GSS) and calculate four different determinants of social capital: social mistrust, perceived lack of fairness, perceived helpfulness of others, and civic engagement. The authors do not construct a particular index and incorporate these factors separately. They work out path analyses based on the correlation between social capital measures and income inequality, correlation between social capital and mortality. High correlation between income inequality and social capital (0.73 for social mistrust) and high correlation between social capital and mortality (0.64 for social mistrust) together with low correlation between income inequality and mortality (0.18) leads the authors to suggest that the income inequality has an indirect effect on mortality through social capital. 
The idea of income inequality has been investigated deeper by Islam et.al (2006). The authors overview the existing literature on the link between social capital and health across countries. They compare the study findings according to the country degree of economic egalitarianism. Under the notion of economic egalitarianism, the authors imply “that everyone is equal in having enough material goods to effectively fulfill his or her native human capacities”. The researchers classified countries as egalitarian based on the Gini-coefficients and total public social expenditures as the percentage of GDP. The existing literature on the health-social capital relationship has been divided into three parts according to the level of analyses and unit of analyses: single level studies and multi level studies. The later ones can be specified with two complementary approaches. The first one is fixed effect, which is aimed to investigate how area characteristics are related to individual health. And the second is random effect. It focus on variations of health outcomes within and between different levels of hierarchy. The authors overviewed 42 studies from different countries and concluded that despite the country level of egalitarianism a strict positive impact of social capital on health is found in single level papers and fixed effect multi-level studies. However, in the random part studies the outcomes of impact of social capital on health differs with respect to the degree of country egalitarianism. The authors compare studies using random multi-level approach over countries and find that highly egalitarian countries (like Sweden and Canada) are characterized by small ICCs
 for health outcomes. In contrast, countries with low level of egalitarianism (for example USA) possess the high ICCs, which means higher area variations in mortality and health.  The authors conclude that such area characteristics as social capital play a greater role in less egalitarian countries.  
The above mentioned papers use data from developed countries. However, there exist studies that estimate the impact of social capital on health in the transition countries. For example, B.d’Hombers et al. (2007) investigate the social capital as a possible determinant of health using data from eight transition countries: Armenia, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Moldova, Russia, and Ukraine. The data is taken from Living Condition, Lifestyles and Health (LLH) Survey performed between 2000 and 2003. These authors examine the impact of such measures of social capital on self-reported health level like individual degree of trust, membership in civic organization and social isolation. The authors use Probit, Linear Probability Models and IV approach. The latter technique addresses the endogeneity issue concerning social capital formation. Specifically, the authors use the community social capital as an instrument for individual social capital. The empirical results show that trust and isolation are respectively positively and negatively correlated with health irrespective of the method of estimation.  However, membership in civic organizations usually turns out to be not significantly related to health. 
An important shortcoming of the paper by B.d’Hombers et al. is that the authors perform an investigation of the impact on social capital and health based on the whole sample of mentioned above eight countries. However, the countries in the sample are quite different.  The heterogeneity of the countries can be observed from descriptive statistics provided by the authors (Table A1 in the Appendix).  Therefore it may be expected that the impact of social capital on health is different in each country. The authors accept this heterogeneity and present the IV estimates of the effect of social capital measures on self-reported health for each country separately. But they say nothing about the validity of their instruments for each country case. 

In addition, computing the community measures of social capital as instruments for individual social capital the authors use different definitions of the community in their study. For example, for Armenia they define the community as the set of individuals living in the same region. However, for other countries the community is identified as the set of individuals living in the same town or village.  But the different measures of community social capital might have different impact on health. 
Every paper discussed above investigates the social capital as determinant of health. Naturally, that social capital is not only a determinant of health level, and there is a huge variety of papers that discuss the others reasons of health deterioration. In particular, Gilmor et al (2002) analyze the health inequalities in Ukraine using household survey which was undertaken in Ukraine from February to March of 2000. As health measures the authors use self-reported health, ranked on a 5-point scale by respondents.  Using odd ratios computed for less than good self reported health authors get the following results. Worse health is more often observe for women, elderly people and people without higher education.  Good self-perceived material status and good family relationship have positive effect on health. Whereas unemployment and deterioration of social position in last 5 years have negative effect on health. Such variables as income, smoking, marital status, membership in communist party, and environment (measured by living in regions that were influenced by Chornobyl) are found to be insignificant. 

The main conclusion that can be made from the reviewed literature is that there is a wide diversity in approaches of the investigation of the link between social capital and health condition. The reason of such variety in techniques is the absence of the unique definition of social capital in the literature that would specify the notion of social capital itself and pathways through which social capital affect health. The main discrepancy that this problem produces in the literature is whether social capital ban be regarded as an attribute of individuals or as a community commodity, and as a result how to measure social capital. This lack of consistency leads to limited comparability among the studies and leaves the question about the link between social capital and health opened. Despite this fact there is a lot of empirical evidence that supports the positive impact of social capital on health. Many authors suggest to choose the basic definition of social capital, social capital measures, and explain the potential mechanism of the impact of social capital on health.  If social capital is determined by the area of residence, it gives a reason to think that the measure of social capital and even the effect of social capital on health could be different for different countries. Therefore, when analyzing the relationship between social capital and health it is important to take into account the cultural or country specific characteristics of social capital formations. However, despite all contradictions that the notion of social capital imposes health economic literature emphasizes the significant impact of social capital on health stock.
Providing that this thesis is aimed to investigate the impact of social capital on health in Ukraine, post-communist country, the issue of health determination is relevant for the analyses. Since the social capital will be considered as individual and community commodity in the work, the author hopes to be able to investigate the different mechanisms that link health level and social capital in Ukraine and thereby to add to the existing literature on this issue. 

Chapter 3 
methodology
           3.1 Theoretical model 
Theoretical which will be a basis for this study is Grossman’s “demand for health capital” model as extended by K.Bolin (2003). In Grossman’s demand for health capital model individual utility depend on consumption of desired commodities and time available for other activities that is proportional to person’s health stock. Individual health depreciates at a rate which is increasing with time. To fight health depreciation, an individual should invest in his/her health. Gross health investment is determined by time available for production and health inputs (medical care, smoking, alcohol consumption) and fixed level of education. Hence, an individual is considered as a producer and a consumer of his own health. 

Bolin (2001) expands this model including social capital. He considers a family utility function 



[image: image2.wmf])

,

,

,

,

(

t

t

c

t

W

t

h

t

S

Z

H

H

H

U


which depends on health capital 
 , household commodity 
 and stock of social capital  
.  In order to maximize its utility, the family solves the following problem:

  

[image: image10.wmf]ò

-

T

t

t

c

t

W

t

h

t

t

dt

S

Z

H

H

H

U

e

U

0

)

,

,

,

,

(

max

r

  

where 
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where 
 - level of wealth at time t, 
 - market income at time t, 
 – price of consumption commodity at time t, r – the rate of interest, 
 - marginal cost of adjustment from actual to desired level of capital. 
- marginal cost of gross investment in health.  Moreover, it was shown (K.Bolin, 2003), that 

    
, which is very important for the model because signifies that gross marginal cost of investment in health is decreasing with social capital
. Thus, the stock of health is higher in the families with higher level of social capital. It makes relevant inclusion of social capital in our model for determination of health level with expectation to observe the positive relationship between social capital and health. 

              3.2 Empirical model
Empirical investigation will be conducted in order to test the mention above theoretical statement about positive relationship between health stock and social capital.  As pointed out in the Chapter 2 social capital is formed not only at the individual level but at the community level as well (Kawachi et. al. 2004). Therefore, the community level social capital is also included into the model. Usually the relationship between social capital and health is estimated using Probit/Ordered Probit model. Provided that the dependent variable is categorical variable the Ordered Probit should be applied. Hence, for the self-reported health (SRH) as the measure of the health condition, the regression to be estimated is the following 
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 . Instead its realization 

 is a categorical variable that is observed as follows
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- is an error term, which we assume follows standard normal distribution,  .
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  is our categorical dependent variable, which denotes the health status of individual i.  

is obtained as the answer to the question “ What is your health in general? Would you say it is…”. H takes values from one to three, where 1 means “good or very good” , 2 means “fair”, 3 – is “very bad or bad ” health.  
SRH is used as a proxy for the health status in this model. Obviously, SRH is a subjective measure of the health status. It depends on the set of individual characteristics based on which a person asses his health condition. As the result it might not always estimate the health condition correctly. For example, Doorslaer and Gerdtham (2003) found that hypertensive men report better health than women at the same death risk.  Etilé and Milcent (2006) documented that SRH is also affected by the level of optimistic expectation for both poor and rich people for a given clinical health in France. In contrast, Tubeuf et. al. (2008) estimate and recognize that SRH as a good health measurement tool.  In any case, SRH is commonly used in the literature as a proxy for health. (Veenstra, 2000, Kawachi et. al. 1999)



 - is the vector of variables, that measure the social capital of region j to which the individual i belongs;




  - is the set of dummy variables that denotes the individual level measures of social capital




  - is the vector of individual characteristics. 

Below we proceed with detailed description of the independent variables and the reasons for including these variables into model. Table 2A in the Appendix presents the construction of each specific variable used in the model. All independent variables are grouped according to the above model specification. We start with the description of social capital variables. 
Based on the Putnam’s definition of social capital the main determinants of social capital are civil engagement, trust in other people and norms of reciprocity.  The precise description of each variable is presented below.  

 Trust in other people – measure of the trust in the society is based on the answers to the question: “Generally speaking, would you say that most people can be trusted, or that you can't be too careful in dealing with people?”.  Respondents were asked to evaluate the trust in the people on the 11- point scale. 
Percentage of reciprocity – this measure of social capital is based on the answers to the question “Would you say that most of the time people try to be helpful or that they are mostly looking out for themselves?”. As in the previous case the interviewed persons evaluate the percentage of reciprocity on the 11-point scale.
Arguments for the inclusion of trust in people and percentage of reciprocity, as a measure of social capital into regression analyses are based on Rogers (1983) paper about diffusion of innovations. As it was already mentioned the society can influence the individual’s health changing his healthy behavior. Rogers suggests that in more cohesive society, where people trust and help each other, the innovative behavior(using of preventing services etc.) are more likely to diffuse rapidly, thereby changing person’s behavior faster. 

 Level of the trust in politicians – measure of trust in politicians based on the answer to the question: “How much you personally trust in politicians?”. Respondents ranked the trust in politicians on the 11- point scale. 
Kawachi (2001) argues that higher trust to political officials means that they carry about residents of the country and are responsible for their policies. Therefore positive relationship between health and level of trust in politicians is expected to observe.
All above social capital variables are included into the model as roughly continuous variables that take the value from 0 to 10. 
In this paper we define a community as an administrative oblast (or in other words region) of Ukraine Starting from this point the words “community social capital” and “regional social capital” have been used interchangeably, meaning the social capital measured at the level of administrative oblast of Ukraine. For each respondent we compute the regional level of social capital as an average of the responses over all other individuals in the region, excluding respondent’s own response. Such technique allows estimating the effect of regional social capital on person’s health irrespectively of the individual social capital. 

In addition, we consider the religious organizations as another social capital variable. Churches contribute to creating community networks, where people can exchange material and informational resources that may affect health through access to medicine as well as contribute to the knowledge about healthy behavior.  In addition to religion services, churches provide psychological support. Kawachi (1999) states that psychological process is one of the links that relate social capital and health. He argues that societies with high level of psychological resources are more likely to support person in case of trouble by, for example, giving the right advice and mitigating the stress. Despite the psychological support, religious organizations provide material resources arranging the collection of money to sick persons, which could improve their health. 

On the individual level this variable is measured as frequency of attending the religious services. On the community level it is computed as a number of churches or religion organizations in the region. It is measured as per capita number of religious organizations in 2004 and 2007 respectively for each round of the survey
.  This variable can serve as a measure of civic engagement in the region. According to Putnam (1992) civic engagement is characterized by level of participation in voluntary organizations. This can be associated with the number of per capita organizations in the region, since the higher demand for the organizations the higher their number. 
All measures of social capital are expected to be correlated which gives reasons to include them separately in the regressions. 

A set of controls includes the following:
Age – reported age of the individual. Since the health of the individual deteriorates with age it is reasonable to include this variable into the regression and negative relationship between health status and SRH is expected. 
Family income – set of dummies that denoted the categories of household income. Higher income gives access to different facilities that improve health: health services, medicine, vacations, better food. 
             Education – years of full-time education completed. There are a lot of theories that consider the relationship between health and education. For instance, the allocative efficient theory (Kennedy, 2002) implies a direct effect of education on health. According to this theory more educated people have better knowledge about the health behavior, health outcomes and therefore have greater possibility to choose healthier life-style than less educated people. As a result positive relationship between education and health level is expected.
           Marital status – is a dummy variable that takes value of one if the respondent is married and zero otherwise. There are a number of works in the literature that document that marriage has positive effect on health (Schoenborn, 2004, Lee et.al. 2005, Umberson, 1987). Theoreticians mention some reasons for such finding:
- marriage can increase the family income that in turn may contribute to the access to better health care, better food etc;
- a spouse may control and change the healthy behavior. However she can improve the healthy behavior as well as make it worse;

- marriage provides the emotional fulfilling, social connection which also improves health (House et. al.,1988 ).
Year2007 – is dummy variable that takes value of zero if the survey was conducted in 2004 and one if it was performed in 2007. 
Settlement type – a set of dummies (big city, town and country village) that indicate the residence area of the respondent. 

It is obvious that the area of residence may have impact on people’s health. A level of pollution, more popular in the cities ready-to-cook food and urban stressing environment can decrease the health condition of city dwellers. In contrast, fresh air, simple food and regular life can contribute to the health in rural areas. On the other hand, rural residents may have troubles accessing the adequate health care facilities. 
 Based on the Lagrange multiplier the model is better fitted if in addition to the mentioned above individual characteristics we included the age squared into the regression equation. 

Groot (2005) investigated the gender differences in the SRH.  The author argues that on average women are more likely to report bad health than men. He explains this fact by the age differences among gender. In average, the life-expectancy of women is longer than life expectancy of men. As the result, being older women feel themselves as less healthy than men. 

The gender differences are present also in the health determinants of men and women. World Health Organization relates the gender differences in health status with gender income inequalities. On average, women have less cash available, which produces gender income inequality and encourages the domination of men over women. The last two may result in inequalities in health status and access to the health care. For example, a woman cannot get to the hospital because of absence of money or prevention of the society to do this alone. Gender inequalities give rise to the opinion than men should be the risk-takers. It might be the case that men, especially young boy, become a victim of such a belief. Finally, men are more likely to have unhealthy life-style (alcohol consumption, smoking etc.), which have negative impact on their health. 
Following the above mentioned the investigation of the social capital determinants of health will be conducted for men and women separately. 

As it is pointed out by Scheffler and Brown (2005) the effect of community social capital on health condition may differ depending on the income and educational endowment.  Poor people have less ability to purchase the information directly or to provide the social support. Since they can get these goods through the social capital, the health level of less well-off people is expected to be more sensitive to social capital. 
Ambiguity exists concerning the impact of community social capital on health of people with higher education background. On the one hand, more educated people are better off in finding the information and as a result are less sensitive to the community social capital. On the other hand, more educated people have higher ability to get access to the community social capital and therefore, obtain greater benefit from it.  

The following regression has the purpose to address the issue of heterogeneity of the impact: 
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The questions to be addressed are:
   - Does community social capital has more pronounced effect on poor?

  - Does community social capital has a greater impact on the health of people with higher education?

Comparing with the regression (1) the interaction term  

 appears in the equation (2). It denotes the interactions of different community measures of social capital with either a dummy variable for poor income or a dummy variable for higher education. 
                The described above methodology have several caveats. First of all, it is the measurement of social capital.  The empirical investigation of the link between health and social capital is based on using the specific proxies for the social capital. However, use of the wrong proxies may produce misleading results.  Since there is no a unique theoretical model of the relationship between health and social capital, it is very hard to judge the validity of particular proxies. 
   To the measurement issues of social capital we should add the potential problems with definition of community social capital used in this study. We specify a community as a region (administrative oblast) in Ukraine. However, it might be that social capital networks are formed within tighter borders. Consequently, the effect of regional social capital on health condition might be underestimated. Unfortunately, our dataset does not provide more detail description of place of residence.   
The second problem concerns the endogeneity issue. Such variables as the individual level of trust, percentage of reciprocity or trust to politicians depend on personal unobserved preferences. Thus, they are endogenously determined. Consequently, such individual unobserved characteristics like time preferences, personal interests and individual exogenous shocks are correlated with SRH as well as with the social capital variables (d’Hombers et.al, 2007). 
The next problem is related to the reverse causality issue. The point is that worse health may be the reason for lower participation in the civic organizations, in case the person is hampered by daily activities. A person with lower level of health may be more socially isolated, which then may result in lower level of trust and perception of others. 
Next, it would be better to control for initial health endowment, since it apparently affects current health status. Unfortunately, the available data do not give the possibility to include this initial health status in the regression analyses.
Another restriction that the data set imposes is the absence of some individual life-style characteristics that are related to health. For instance, smoking status, sport activity or the diet. Better or worse health may be a result of healthy or unhealthy behaviors, but not due to the social capital impact. Hence, omitted variables problem might be present here.
                        Chapter 4
Data description
In order to conduct the empirical analyses data is taken from the European Social Survey
, which is biennial multi-country survey covering over 30 nations. It is aimed at investigating the attitudes, beliefs and behaviour patterns of European populations. The project is funded through the European Commision’s Framework Programmes, the European Science Foundation, and national funding bodies in each country. It has been launched in 2001 and since that time three rounds of the survey have already been completed. Ukraine has taken part in the last two rounds of the survey, in 2004/2005 and 2006/2007 respectively. As a result a pooled dataset over two years consists of 3781 observations. The survey covers the city Kyiv, Crimea republic and all Ukrainian oblasts except for Ternopil region.
 The dataset is sufficiently rich with a specific subsection devoted to the social capital. The data is collected at both  individual and household level. In addition, it provides a variety of socio-economic characteristics and individual information like gender, age, marital status, education est. 
As already mentioned the dataset consists of 3781 observations. After clearing all missing values 2338 were left. Descriptive statistics of the data after clearing all missing observations and the initial dataset is presented below in the Table 1 and Table 2 respectively.  Clearing missing values lead to less fraction of young people, fewer percentage of people who reported good health, and higher percentage who reported bad health. The gender distribution remains almost unchanged. The amount of married people increases. However, the changes in the dataset statistics made after clearing the missing observations are very little that gives us the reasons to consider the remaining data as a representative sample of the initial dataset.  
Table 1. Descriptive Statistics after clearing all missing values. Individual characteristics                       

                                                Female%                 Male%                      Total%
Whole sample                      63%     
                      37%fhdhdgsgsdggg 100%
Age

Under 18                               2,4%
                           3,2%
                  2,7%

18-30                                   14,6%
                          18%
                 15,9%

30-50                                   28,9%
                          27,8%
                 28,5%

50-70                                   37,3%
                          38,6%
                 37,8%

Above 70                             16,8%
                          12,4%
                 17,1%

Married                               50%
                            68%
                56,5%
Household income per month

Less than 150€                     72,8%
                           67%
                 70,6%

150-300€                              19%
                            22%
                 20,1%

300-500€                              6,8%
                            8,9%
                7,5%

More than 500€                    1,4%
                           2,1%
                1,8%

Self Reported Health
(good)                                  20,4%
                          32,6%
                 24,9%
(fair)                                     50,2%
                         48,4%
                49,6%

(bad)                                    29,4%
                          19%
                25,5%

Table 2. Descriptive Statistics of the Initial Dataset. Individual characteristics

                                         Female%                     Male%                      Total%

Whole sample                  62,5%     
                      37,5%fhdhdgsgsg   g100%
Age

Under 18                           3,85%
                           5,4%
                  4,4%

18-30                                 16,2%
                           20,4%
                  17,8%

30-50                                 28,8%
                           30,5%
                  29,5%

50-70                                 35%
                              32%
                  33,8%

Above 70                          16,15%
                          11,7%
                 14,5%

Married                             49%
                             64%
                 54,6%

Household income per month

Less than 150€                  56,2%
                            48%
                 53,2%

150-300€                          14,25%
                          14,8%
                14,4%

300-50€                            5%
                                 6,2%
                5,4%

More than 500€                1,1%
                              1,7%
                1,3%

Refusal                            14,8%                             18,9%                       16,3%

Don’t know
                      8,65%                             10,4%                       9,4% 
Self Reported Health 

(good)                              21,9%
                            36,8%
               27,5%
(fair)                                49,6%
                            45,4%
              48,0%

(bad)                                28,5%
                            17,8%
              24,5%

Thus, after all missing values were removed, 37% of the respondents are men, 63% are women. The age of the observed persons is distributed from 14 to 92. The majority of the respondents are in higher than middle age with the mean age equal to 50,5 years. The distribution of the respondents is the following: under 18 years – 2,7%, 18-30 – 15,9%, 30-50 – 28,5%, 50-70 – 37,8% and respondents above 70 years represents 17,1% of the whole dataset. Majority of the respondents are married (56,5%). The educational attainment of the respondents is not so high with the average level of years of full time education equal to 11,4 which is slightly higher than completed secondary education in the country. 
Majority of the respondents indicate a low level of income. The percentage of those who reported their approximate monthly income less than €150 is equal to 70,6.  20,1% of the respondents valued their monthly income between €150 and €300. Only 7,5% reported monthly income as higher than €300 and less than €500. The rest evaluate the monthly income as higher than €500. 

Almost half of the respondents reported a fair health (49,5%). The share of respondents that consider their health as bad is 25.5% but as good is 24,9%.  Women are more likely to report bad health than man. For instance, 29,4% of females indicate bad health compared with 19% of males. 32,6% of males rank their health as good, whereas only 20,4% of females who answered in such a way. Such finding supports mentioned above suggestion that women are more likely to report poor health than men. 
Table 3 below presents the distribution of self-reported health by level of trust to other people for males and females separately.  One can easily notice that for almost each level of trust to other people half of respondents reported around fair health.  Further, if not taking into account the upper category of level of trust, it can be seen that the percentage of those who reported good health roughly increases with level of trust for both men and women.  However it is hard to observe the negative trend in the percentage of those who report bad health with increasing the level of trust for both men and women. Despite the level of trust men more frequently report good health than bad health. Whereas for women the percentage of good health condition is below the percentage of the bad health condition for low and average level of trust and the opposite is true for high level of trust. 

Table 3. Distribution SRH by Degree of Trust to Other People

	Distribution of SRH by Level of Reciprocity

	Reciprocity                            SRH
	Good
	Fair
	Bad
	Good
	Fair
	Bad

	 
	Male 
	Female

	People mostly look out for themselves
	31.48
	50.00
	18.52
	15.47
	51.38
	33.15

	1
	28.40
	50.62
	20.99
	21.52
	44.30
	34.18

	2
	33.06
	41.94
	25.00
	18.64
	46.33
	35.03

	3
	29.13
	53.54
	17.32
	23.66
	47.32
	29.02

	4
	38.30
	42.55
	19.15
	22.14
	59.54
	18.32

	5
	31.93
	48.19
	19.88
	21.05
	50.75
	28.20

	6
	40.32
	48.39
	11.29
	21.55
	53.45
	25.00

	7
	35.29
	50.98
	13.73
	24.11
	48.21
	27.68

	8
	38.46
	42.31
	19.23
	16.13
	64.52
	19.35

	9
	13.33
	66.67
	20.00
	0.00
	61.11
	38.89

	People mostly try to be helpful
	33.33
	50.00
	16.67
	21.74
	39.13
	39.13


Table 4 below represents a distribution of health status by level of reciprocity. Again roughly half of the respondents report fair health condition for each level of reciprocity. If not taking into account the value of reciprocity equal to 9, a positive trend in the percentage of people who reported good health with respect to level of reciprocity for men is observed. 

 However, it is very difficult to observe any patterns between health status and level of reciprocity for females. 
Table 4. Distribution of SRH by Level of Reciprocity

	Distribution of SRH by Level of Reciprocity

	Reciprocity               SRH                             
	Good
	Fair
	Bad
	Good
	Fair
	Bad

	 
	Male 
	Female

	People mostly look out for themselves
	31.48
	50.00
	18.52
	15.47
	51.38
	33.15

	1
	28.40
	50.62
	20.99
	21.52
	44.30
	34.18

	2
	33.06
	41.94
	25.00
	18.64
	46.33
	35.03

	3
	29.13
	53.54
	17.32
	23.66
	47.32
	29.02

	4
	38.30
	42.55
	19.15
	22.14
	59.54
	18.32

	5
	31.93
	48.19
	19.88
	21.05
	50.75
	28.20

	6
	40.32
	48.39
	11.29
	21.55
	53.45
	25.00

	7
	35.29
	50.98
	13.73
	24.11
	48.21
	27.68

	8
	38.46
	42.31
	19.23
	16.13
	64.52
	19.35

	9
	13.33
	66.67
	20.00
	0.00
	61.11
	38.89

	People mostly try to be helpful
	33.33
	50.00
	16.67
	21.74
	39.13
	39.13


The distribution of the level of health by degree of trust in politicians is presented below in Table 5. Again it is not obvious to conclude any relationship between self-reported health and level of trust in politicians from the data statistics presented below.  

Table 5. Disribition of SRH by Degree of Trust in Politicians

	Disribition of SRH by Degree of Trust in Politicians

	Trust              SRH
	Good
	Fair
	Bad
	Good
	Fair
	Bad

	
	Male 
	Female 

	No Trust at All
	29.02
	49.55
	21.43
	17.91
	51.52
	30.58

	1
	37.21
	47.67
	15.12
	25.28
	44.94
	29.78

	2
	36.75
	46.15
	17.09
	21.47
	50.28
	28.25

	3
	42.45
	37.74
	19.81
	21.84
	47.57
	30.58

	4
	31.18
	48.39
	20.43
	24.48
	53.85
	21.68

	5
	23.75
	59.38
	16.88
	20.78
	49.41
	29.80

	6
	53.33
	30.00
	16.67
	14.29
	46.43
	39.29

	7
	33.33
	52.38
	14.29
	9.30
	60.47
	30.23

	8
	28.57
	35.71
	35.71
	18.42
	63.16
	18.42

	9
	44.44
	44.44
	11.11
	0.00
	44.44
	55.56

	Complete Trust
	0.00
	50.00
	50.00
	21.74
	52.17
	26.09


Table 6 presents the distribution of the level of SRH by the frequency of attending the religious organizations. As it can be easily noted the percentage of those who reported good health decreases when frequency of attending the religious organizations decreases.  In the same time the percentage of those who report bad health increases. The presented statistics in Table 6 leads to the conclusion that the frequency of attending the religious organizations contribute to health condition. 

Table 6. Disribition of SRH by Frequency of attending the religious organizations 

	Disribition of SRH by Frequency of attending a religious organization

	Frequency             SRH
	Good
	Fair
	Bad
	Good
	Fair
	Bad

	
	Male 
	Female 

	More than one a week
	43.82
	43.82
	12.36
	21.67
	45.83
	32.50

	At least once a month
	38.67
	45.33
	16.00
	25.73
	52.28
	21.99

	Only on special holidays days
	32.40
	51.57
	16.03
	19.29
	52.96
	27.75

	Less often
	26.74
	50.58
	22.67
	20.68
	51.05
	28.27

	Never
	31.06
	45.53
	23.40
	14.62
	43.27
	42.11


Proceeding from the above mentioned, the data description part of the study can be concluded by the following predictions. There is a positive relationship between health status and frequency of attending the religious organizations. It might be observed the positive impact of such measure of social capital as the level of trust on health for both males and females, and level of reciprocity for males. But, it is very difficult to observe any pattern between SRH and level of reciprocity for females and between SRH and trust to politicians.  However, there are just pairwise comparisons, that do not take into account the role of other factors. Therefore, in the next chapter we proceed with a multivariate estimation analyses, which allows to capture the effect of various determinants, that might affect health. 
Chapter 5
estimation results
Firstly we start with the examination of the impact of different measures of social capital on SRH. For this purpose we use the Ordered Probit model. Due to gender differences in the health function we present the results for males and females separately.  
 We start with reporting the results of the estimations for females.  Before discussing the impact of different measures of social capital on SRH, lets overview the impact of other individual characteristics on health condition. First of all, it can be noticed that the influence of other individual characteristics on SRH is almost the same regardless of the social capital variables used in the regression. For representative purpose, we analyze the regression where trust in other people is used as the social capital measure.  The outcome is presented in Table 7. The marginal effect on different health outcomes for women, when trust in politicians , level of reciprocity and religious organizations are used as the social capital variables is provided by Table A3, Table A4 and Table A5 respectively in the Appendix.  

 As it can be observed from the Table 7 age appears to be significant. One additional year decreases the probability to report good health for women by approximately 0.7%. The probability to report fair health decreases by 0.02% with one extra age. Finally, the probability to report bad health roughly increases by 1% when age increases by one year. 
Education is also significant with 1% level of significance. The one year of full-time education is associated with almost 1% increase in probability to report good health and 0.3% increase in the probability to report fair health. Education, as expected, has negative impact on probability to report bad health. One additional year of education decreases this probability approximately by 

1.3 %.
Marital status and area of residence dummies are insignificant in each model specification. Hence, we may conclude that marriage and settlement type have no impact on women’s health.
Table 7. WOMEN. Marginal effect of TRUST IN OTHER PEOPLE on probabilityof reporting  GOOD/FAIR/BAD health level. Ordered Probit Model
	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	
	
	
	

	Individual Social capital
	0.00829
	0.00292
	-0.0112

	
	(0.00235)***
	(0.00148)**
	(0.00351)***

	Regional social capital
	-0.0131
	-0.00463
	0.0178

	
	(0.0267)
	(0.00859)
	(0.0352)

	Age
	-0.00745
	-0.00263
	0.0101

	
	(0.00268)***
	(0.00120)**
	(0.00352)***

	Age^2
	-4.29e-06
	-1.51e-06
	5.80e-06

	
	(2.68e-05)
	(9.47e-06)
	(3.62e-05)

	Education
	0.00984
	0.00347
	-0.0133

	
	(0.00256)***
	(0.00133)***
	(0.00326)***

	Marrital status
	-0.00538
	-0.00190
	0.00728

	
	(0.0164)
	(0.00580)
	(0.0222)

	Big city dummy
	-0.0107
	-0.00400
	0.0147

	
	(0.0256)
	(0.00936)
	(0.0349)

	Small city dummy
	-0.0133
	-0.00506
	0.0184

	
	(0.0236)
	(0.00873)
	(0.0322)

	year2007
	0.0294
	0.0102
	-0.0395

	
	(0.0174)*
	(0.00562)*
	(0.0221)*

	Income 150-300
	0.0209
	0.00609
	-0.0270

	
	(0.0286)
	(0.00632)
	(0.0345)

	Income 300-500
	0.0929
	0.00435
	-0.0972

	
	(0.0563)*
	(0.0147)
	(0.0442)**

	Income >500
	0.204
	-0.0437
	-0.160

	
	(0.0960)**
	(0.0516)
	(0.0468)***

	
	
	
	

	Observations
	1480
	1480
	1480

	r2_pseudo
	0.164
	0.164
	0.164

	Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1
Individual Social capital – specified above social capital measured at the individual level

Regional Social capital – specified above social capital measured at the regional level 

	Monthly income of the value from 150-300€ has no impact on probability to report the specific value of health. Each value of monthly income does not influence the probability to report fair health either.


	Income that takes value between 300€ to 500€ per month has significant impact on probability to report good health and probability to report bad health. In the former case, it increases the likelihood to report good health by 9%. And in the later case it decreases the probability to report bad health almost by 1%.
Monthly income that is more than 500€ is significant for probability to report good health and probability to report bad health. Having income than more than 500€ per month increases the likelihood to report good health by approximately 20% and decrease the probability to report bad health by 16%.  

Summarizing, it can be noticed that SRH of women is sensitive to the higher level of income. Moreover the impact of the income on health condition increases with level of income.     




Below we proceed with the analyses of the effect of various social capital measures on women’s health. Table 8 provides the marginal effects of different social capital measures on probability to report good/fair/bad health for females based on Ordered Probit Estimation. It should be pointed out that in each of following tables the individual social capital, indicated among the independent variables, means the specific variable of social capital measured at the individual level. Correspondently, the regional social capital means that specific measure of social capital computed at the regional level. 
Table 8. WOMEN. Marginal effect of different measures of social capital on probability of reporting  GOOD/FAIR/BAD health level. Ordered Probit Model
	

	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	Trust in other people
	
	
	

	Individual Social capital
	0.00829
	0.00292
	-0.0112

	
	(0.00235)***
	(0.00148)**
	(0.00351)***

	Regional social capital
	-0.0131
	-0.00463
	0.0178

	
	(0.0267)
	(0.00859)
	(0.0352)

	r2_pseudo
	0.164
	0.164
	0.164

	Level of Reciprocity
	
	
	

	Individual Social capital
	0.00948
	0.00336
	-0.0128

	
	(0.00259)***
	(0.00160)**
	(0.00380)***

	Regional social capital
	-0.0204
	-0.00724
	0.0277

	
	(0.0239)
	(0.00694)
	(0.0306)

	r2_pseudo
	0.165
	0.165
	0.165

	Trust in politicians 
	
	
	

	Individual Social capital
	0.00864
	0.00305
	-0.0117

	
	(0.00330)***
	(0.00152)**
	(0.00444)***

	Regional social capital
	0.000198
	6.99e-05
	-0.000268

	
	(0.0220)
	(0.00777)
	(0.0298)

	r2_pseudo
	0.163
	0.163
	0.163

	Religious organizations
	
	
	

	Regional social capital
	-0.00148
	-0.000527
	0.00200

	
	(0.0386)
	(0.0138)
	(0.0524)

	Attending the religious organizations dummies
	
	
	

	More than once a week
	0.0361
	0.00883
	-0.0449

	
	(0.0343)
	(0.00645)
	(0.0397)

	Once a month
	0.0690
	0.0109
	-0.0799

	
	(0.0302)**
	(0.00651)*
	(0.0293)***

	Less often
	-0.00629
	-0.00238
	0.00867

	
	(0.0256)
	(0.0102)
	(0.0358)

	Never
	-0.0366
	-0.0189
	0.0555

	
	(0.02134)*
	(0.01542)
	(0.03614)

	r2_pseudo
	0.167
	0.167
	0.167

	Observations
	1480
	1480
	1480

	Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1
In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model: age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.


	


                     The first conclusion that can be drawn from Table 8 is that none of the regional measures of social capital is significant for women. 

Individual level of trust in other people is highly significant at 1% level of significance for probabilities of reporting good health or bad health. Increasing the level of trust by one point adds 0.8% to the probability to report good health and decrease the probability to report bad health by 1%. Individual level of trust is significant at 5% level of significance for the probability to report fair health. An additional point of trust increases the probability to report fair health almost by 0.3%. Hence, it can be concluded that trust in other people measured at the individual level is positively related to health, as expected.
             As it can be observed from Table 8 individual level of reciprocity is significantly and positively related to women’s health. An additional degree of reciprocity increases the probability to report good health by 0.9%. It also decreases the probability to report bad health approximately by 1.3%.  Level of reciprocity is significant for the probability to report fair health and the additional unit of this measure of social capital increases it by 0.3%.  

             The individual level of trust in politicians is significantly and positively related to SRH health of women. An additional unit of trust in politicians increases the probability of report the good health by 0.8% and the probability to report fair health by 0.3%. At the same time, the degree of trust in politicians is negatively related to the probability of report the bad health of women and the additional unit of this measure of social capital decreases it by 1%. 

As it may be concluded from Table 8, an attending a church more than once a week or less often have no a significant impact on the health of women. However, the dummy variable for attending the religious services once a month is significant for women’s health condition. According to the Table 8 outcome, when woman attends religious organizations once a month it increases the probability to report good health almost by 7%. Not attending the religious services has also significant impact on the probability of report a good health for women. The likelihood of report good health decreases by 3.6% when woman never become a member of religious organization.
    Now let switch to the discussion of the estimation results for males. Table A6 – Table A10 in the Appendix provide the estimation results of Ordered Probit Model for different measures of social capital. We analyze the impact of other individual characteristics based on the Table 9, where trust in other people is used as social capital measure.  
      In contrast to women, education and age turn out to be insignificant for men regardless of the measure of social capital used in the estimation. However, similarly to the female’s case, marriage and the area of residence have no impact on the health of men. 

    Monthly income that is more than 300€ and less 500€ is not significant for the SRH of men. In contrast, income that is between 150€ and 300€ per month and income that is higher than 500€ per month have significant impact on men’s health. The probability of report good health is 9% higher for men, which have income between150-300€ per month. In the same time, for men in this income category the probability of reporting fair health decreases roughly by 4% and probability of reporting bad health decreases by 5%
	Table 9. MEN. Marginal effect of Trust in other people on probability of reporting GOOD/FAIR/BAD health level for men. Ordered Probit Model

	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	
	
	
	

	Individual Social capital
	0.0164
	-0.00590
	-0.0105

	
	(0.00493)***
	(0.00216)***
	(0.00332)***

	Regional social capital
	0.0252
	-0.00908
	-0.0161

	
	(0.0350)
	(0.0121)
	(0.0231)

	Age
	-0.00195
	0.000701
	0.00125

	
	(0.00535)
	(0.00194)
	(0.00342)

	Age^2
	-0.000110
	3.94e-05
	7.01e-05

	
	(5.65e-05)*
	(2.29e-05)*
	(3.57e-05)**

	Education
	0.00377
	-0.00136
	-0.00241

	
	(0.00437)
	(0.00144)
	(0.00296)

	Marrital status
	0.0434
	-0.0145
	-0.0289

	
	(0.0317)
	(0.0112)
	(0.0211)

	Big city dummy
	-0.0393
	0.0129
	0.0264

	
	(0.0389)
	(0.0124)
	(0.0270)

	Small city dummy
	0.0242
	-0.00912
	-0.0151

	
	(0.0381)
	(0.0152)
	(0.0231)

	year2007
	0.0242
	-0.00875
	-0.0155

	
	(0.0383)
	(0.0148)
	(0.0236)

	Income 150-300
	0.0934
	-0.0406
	-0.0529

	
	(0.0412)**
	(0.0188)**
	(0.0237)**

	Income 300-500
	0.0591
	-0.0254
	-0.0337

	
	(0.0665)
	(0.0314)
	(0.0355)

	Income >500
	0.339
	-0.225
	-0.114

	
	(0.152)**
	(0.130)*
	(0.0269)***

	
	
	
	

	Observations
	858
	858
	858

	r2_pseudo
	0.169
	0.169
	0.169

	Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.

	

	


The probability of report good health is by 30% higher for men that have more than 500€ per month. For men in this income category the probability of report fair health is less by 20%. And probability of report bad health decreases by 10% when men report income higher than 500€ per month. 

Let proceed with the analyses of the impact of social capital measures on probabilities to report the specific value of health for males. Similarly to the women case, it is found that none of the regional social capital measures are significant for the health of men. 

Below we proceed with the analyses of the effect of various social capital measures on men’s health. Table 10 provides the marginal effects of different social capital measures on probability to report good/fair/bad health for males based on Ordered Probit Estimation. 
The first conclusion that can be drawn from the Table 10 is that each regional social capital has no significant effect on health of males
. 
The individual measure of reciprocity is insignificant for men. As it can be observed from the Table 10 the individual measure of trust in other people is significant with 1% of significance. The additional unit of trust in others adds 

16% to the likelihood of reporting bad health condition for men. The probabilities of report fair or bad health is negatively related to individual measure of trust in other people. According to the Table 10, the former probability is undercut by 0.5% and the later by 1% when the level of trust in others increases by one unit. 
  The individual level of trust in politicians is insignificant for the probability of reporting fair health condition. However this type of social capital measure is significant at 10% level of significance in determining the probabilities of report good or bad health. Trust in politicians is positively related to the probability of reporting good health for men. One additional unit of this type of social capital increases the probability of reporting good health by 0.9%. As expected the reverse relationship is found between the likelihood of reporting bad health and social capital measure. Adding one unit to the degree of trust in politicians decreases the probability of reporting bad health by 0.6%. 
    Table 10.   MEN. Marginal effect of different measures of social capital on probability of reporting  GOOD/FAIR/BAD health level. Ordered Probit Model
	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	Trust in other people
	
	
	

	Individual Social capital
	0.0164
	-0.00590
	-0.0105

	
	(0.00493)***
	(0.00216)***
	(0.00332)***

	Regional social capital
	0.0252
	-0.00908
	-0.0161

	
	(0.0350)
	(0.0121)
	(0.0231)

	r2_pseudo
	0.169
	0.169
	0.169

	Level of Reciprocity
	
	
	

	Individual Social capital
	0.00584
	-0.00207
	-0.00377

	
	(0.00638)
	(0.00231)
	(0.00414)

	Regional social capital
	-0.00599
	0.00212
	0.00386

	
	(0.0352)
	(0.0127)
	(0.0225)

	r2_pseudo
	0.163
	0.163
	0.163

	Trust in politicians 
	
	
	

	Individual Social capital
	0.00973
	-0.00346
	-0.00627

	
	(0.00551)*
	(0.00229)
	(0.00338)*

	Regional social capital
	0.0117
	-0.00415
	-0.00754

	
	(0.0370)
	(0.0129)
	(0.0241)

	r2_pseudo
	0.164
	0.164
	0.164

	Religious organizations
	
	
	

	Regional social capital
	0.0631
	-0.0230
	-0.0401

	
	(0.0629)
	(0.0230)
	(0.0405)

	Attending the religious organizations dummies
	
	
	

	More than once a week
	0.139
	-0.0700
	-0.0687

	
	(0.0652)**
	(0.0386)*
	(0.0282)**

	Once a month
	-0.00492
	0.00176
	0.00316

	
	(0.0524)
	(0.0185)
	(0.0339)

	Less often
	-0.0955
	0.0246
	0.0710

	
	(0.0516)*
	(0.0113)**
	(0.0436)

	Never
	0.0158
	-0.00594
	-0.00989

	
	(0.0533)
	(0.0202)
	(0.0331)

	r2_pseudo
	0.167
	0.167
	0.167

	Observations
	858
	858
	858

	Robust standard errors in parentheses.*** p<0.01, ** p<0.05, * p<0.1
In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model:  age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.



The effect of attending the religious organizations is slightly different for men then for women.  Never attending the religious organizations or doing this once a month has no significant impact on the health of men. However, going to the religious organization more than once a week appears to be significant for men. If a man attends the religious services so often it increases the probability of reporting good health by 13% for him. At the same time, it decreases the probabilities of reporting fair or bad health almost by the same amount – by 7%. 
Hence, we observe some gender differences in obtaining benefit from attending the religious organization.  A kind of explanation of these disparities can be inferred from the gender differences in mitigation of stress, proposed by Taylor et.al (2000). The author fins, that females respond to stress by befriending and broading their social networks. Therefore, women might consider religious organizations as civil organizations, where they can interchange the information and expand communicative networks. The fact that women benefit from not very often attending the religious organizations, might be explained by the evidence that they can befriend out of religious organization too (get help from friend for example). However, men, according to Taylor et.al (2000), tend to sequester themselves in stressing situation. As a result a religious organization may serve to men as a place where they can meditate, pray and as a result mitigate stress. Since sometimes, it is hard to find a place where it is possible to be alone, the health of men may benefit from often attending of religious services. 
Effect of community social capital on health of more educated people
In order to investigate the impact of community social capital on more educated people the interaction term between community social capital and dummy variable for higher education is added to the regression equations. The outcome of the estimation of Ordered Probit Model for females is presented in Table 11 and for males in the Table 12. 
Table11. WOMEN. Marginal Effect of Social Capital on Probability of reporting good health. Interaction term of social capital and higher level of education included into the model. Ordered Probit Model
	

	 
	Social Capital Measure used in the model

	Independent Variable
	Trust
	Reciprocity
	Trust to politicians
	Religious Organization per capita in the region

	Regional social capital
	-0.0142
	-0.0219
	-0.00330
	-0.0173

	
	(0.0266)
	(0.0239)
	(0.0222)
	(0.0367)

	Regional Social Capital *Dummy to have higher education
	0.00842
	0.00923
	0.0141
	0.0699

	
	(0.00397)**
	(0.00403)**
	(0.00563)**
	(0.0237)***

	
	
	
	
	

	Observations
	1480
	1480
	1480
	1480

	r2_p
	0.165
	0.166
	0.164
	0.168


The measure of social capital used in the regression is specified at the top of each regression column. 

In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model: individual social capital, age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.
As can be observed from the Table 11 each regional social capital measure appears to be insignificant for women. However, each interaction term of regional social capital and dummy to have higher education is significant at 5% level of significance. As expected, the regional social capital has positive impact on the probability of reporting report good health for more educated women. 
Regional social capital variables are insignificant for men too (Table 12). However, regional social capital has significant and positive impact on probability of reporting good health for highly educated men. In addition, comparing the results from Table 11 and Table 12, it can be noted that highly educated men seem to be more sensitive than highly educated women. 
	Table 12. MEN. Marginal Effect of Social Capital on Probability of reporting good health. Interaction term of social capital and higher level of education included into the model. Ordered Probit Model

	 
	Social Capital Measure used in the model

	Independent Variable
	Trust
	Reciprocity
	Trust to politicians
	Religious Organization per capita in the region

	Regional social capital
	0.0211
	-0.0119
	0.00439
	0.0416

	
	(0.0362)
	(0.0367)
	(0.0385)
	(0.0685)

	Regional Social Capital *Dummy to have higher education
	0.0222
	0.0238
	0.0286
	0.0929

	
	(0.00958)**
	(0.0105)**
	(0.0147)*
	(0.0518)*

	
	
	
	
	

	Observations
	858
	858
	858
	858

	r2_p
	0.171
	0.165
	0.166
	0.177

	Robust standard errors in parentheses.*** p<0.01, ** p<0.05, * p<0.1
The measure of social capital used in the regression is specified at the top of each regression column. 

In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model: individual social capital, age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.



Hence, it was found a positive impact of each regional measure of social capital on both, men and women with higher education. The significance of number of per capita religious organizations and trust to politicians support the hypothesis that more educated people have higher ability to get access to the regional social capital advantages.  
According to Kawachi (2004), the more cohesive communities, with higher level of trust and percentage of reciprocity better provide a distribution of health information and health care services. However, more educated people have higher ability to benefit from this kind of social capital, because they are more able to make a healthy life-style decision. This hypothesis clarifies the significance of such measures of regional social capital as trust in other people and level of reciprocity. 
 In fact, the above mentioned hypothesis provides a kind of explanation of higher marginal effect of level of trust in other people and level of reciprocity for men than for women. The health of males is more vulnerable to unhealthy habits (tobacco, alcohol consumption etc.). Therefore, the health of men may obtain higher benefit  from social capital through the changing of life-style than health of women.
Effect of community social capital on health of poor people. 
Adding the interaction term of regional social capital and dummy for people with the lowest income into the regression equation allows to investigate the effect of community social capital on health of poor people.  Tables 13 and Table 14 presets the marginal effect of social capital measures on probability to report good health for females and males respectively. As it can be concluded from the tables the interaction term of all regional social capital measures and lowest income quantile is insignificantly related to the probability of reporting good health of both, women and men. 
	

	 
	Social Capital Measure used in the model

	Independent Variable
	Trust
	Reciprocity
	Trust to politicians
	Religious Organization per capita in the region

	Regional social capital
	0.0395
	0.0132
	0.0638
	0.0199

	
	(0.0539)
	(0.0424)
	(0.0509)
	(0.0769)

	Regional Social Capital *Dummy for lowest income  quantile
	-0.0726
	-0.0449
	-0.0773
	-0.0317

	
	(0.0523)
	(0.0331)
	(0.0500)
	(0.0731)

	
	
	
	
	

	Observations
	1480
	1480
	1480
	1480

	r2_p
	0.166
	0.166
	0.165
	0.167

	Robust standard errors in parentheses.*** p<0.01, ** p<0.05, * p<0.1
The exact measure of social capital is specified at the top of each regression column. 

In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model: individual social capital, age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.



Table 13. WOMEN. Marginal Effect of Social Capital on probability of reporting good health. Interaction term of social capital and lowest income dummy included into the model. Ordered Probit Model
	

	 
	Social Capital Measure used in the model

	Independent Variable
	Trust
	Reciprocity
	Trust to politicians
	Religious Organization per capita in the region

	Regional social capital
	0.0505
	-0.00654
	-0.0146
	0.118

	
	(0.0477)
	(0.0467)
	(0.0552)
	(0.0898)

	Regional Social Capital * Dummy for lowest income  quantile
	-0.0366
	0.000797
	0.0343
	-0.0820

	
	(0.0537)
	(0.0599)
	(0.0623)
	(0.100)

	
	
	
	
	

	Observations
	858
	858
	858
	858

	r2_p
	0.169
	0.163
	0.164
	0.176

	Robust standard errors in parentheses.*** p<0.01, ** p<0.05, * p<0.1
The exact measure of social capital is specified at the top of each regression column. 

In addition to the independent variables indicated in the table, there are a number of other individual characteristics included into the model: individual social capital, age, age squared, number of years of full-time education, income dummies, marital status dummy, year2007 dummy, domicile dummies.



 Table 14. MEN. Marginal Effect of Social Capital on probability of reporting good health. Interaction term of social capital and lowest income dummy  included into the model. Ordered Probit Model
However, such result might be because of sample construction. The lowest income quantile dummy is equal to 1 if the household monthly income is less than 150€.  As it was indicated in the Chapter 3, about 70% of the respondent of the survey reported their income as less than 150€.  Hence, it might be a case, that it is hard to sort out poor people with threshold level for the lowest income category equal to 150€. In order to investigate the effect of the social capital on the poor people in Ukraine separately, it would be better to have the lower than 150€ income threshold. Unfortunately, the European Social Survey, used in the study, provides the same income categories for all countries, which take part in the survey.   
At the end of this section it is worth to refer to the problem of endogeneity. As it has already been mentioned the individual social capital variables may be predetermined by person’s preferences and attitudes. Hence, they may be subject to endogeneity. One of the solutions of the endogeneity problem is to use the instrumental variable technique. However, it is very hard to find good instruments for the individual social capital variables. d’Hombres et. al (2007) use the community social capital as instruments for the individual social capital.  The authors measure the community social capital as the average over all other individuals in the community, excluding the response of the individual. Though, computing the community social capital in the same way here, we found that it is significantly related to the health of highly educated people. Therefore, such community social capital measure cannot serve as an instrument. And the insignificance of the community social capital measures found in the basic specification here may be a reflection of the educational distribution in the sample. Hence, it is reasonable to raise a conclusion of heterogeneity of community social capital impact, rather than absence of such impact. This finding of heterogeneity of community social capital impact shoes that it cannot be used as the instrumental variable. 
Conclusion
The purpose of this paper is to examine the impact of social capital on self-reported health in Ukraine. The empirical analyses is conducted using the European Social Survey held in 2004/2005 and 2006/2007. The four measures of social capital: level of trust in other people, level of reciprocity and trust in politicians and religious organizations. Each social capital variable is measured at both individual and community level, where the community is defined as administrative oblast (region) in Ukraine. Due to gender differences in health we report the results for males and females separately. 
Based on the Ordered Probit Model each regional social capital measure appears to be insignificant for both males and females. 
However, it is observed the significance of the social capital measured at the individual level. The individual level of trust in other people is significantly and positively related to health of men and women. However, the marginal effect of trust in other people on probability of reporting good health is slightly higher for men than for women (1.6% compared to 0.8%). 
The individual level of reciprocity is significant for women. The magnitude of this kind of social capital gradient varies from 0.3 % to 1 %.  However, the individual level of reciprocity turns out be insignificantly related to the health condition of men. 
The individual level of trust in the politicians is significantly related to the SRH of despite for both men and women. The effect of this kind of social capital is almost the same for probability of report good health (around 0.9%). However, the additional level of trust to politicians affects the probability of reporting bad health for women slightly more than for men.  In the former case it decreases the probability of bad health condition by 1.1 percent and in later by 0.6%. 

Attending the religious organization as a measure of individual social capital has different affect on health condition of men and women. Going to the religious services approximately once a month has significant and positive affect women’s health. The magnitude of this type of social capital changes from 0.8% to 1%, depending of the health level. In contrast to the women, attending the religious organizations once per month is not significant for the men’s health. However, attending the religious service more than once a week has important effect on the health of males.  The marginal effect varies approximately from 1.4% to 0.7%. In addition, there is one more interesting finding with respect to attending religious organization for males. Going to the religious services less often has negative impact on the health of men, but never doing this is not significantly related to the men’s health condition. 
Finally, it is analyzed the effect of regional social capital on poor people and on the people with higher education. The outcome is the following. It is not found the more pronounced effect of regional social capital on poor people irrespectively of gender specification. 

It is estimated the significant effect of each measure of regional social capital on health of both males and females. The marginal effect of each social capital measures is higher for more educated men than for more educated women. For probability of reporting good health for men it varies from 1.4% to 2.8% depending of the social capital variable used in the model.  The marginal effect for probability of reporting good health for women changes from 0.8% to 1%. 

Following the above mentioned, the final conclusion if the following: 

1) Females benefit from each of the following measure of individual social capital measure: religious organizations, level of trust in other people, level of reciprocity and trust in politicians. It is found the significant and positive effect of individual level of trust in other people and trust in the politicians on males. But health of men is not affected by level of reciprocity. 
2) Both men and women benefit in terms of health benefit from attending religious organizations.  However the health of men and women responds in different way to frequency of attending religious organizations. 
3) Since it is found the impact of community social capital measured on health of people with higher education, the further research of the link between health and community social capital with richer dataset is recommended.
Finally, as the policy implication of the study, it should be noticed that policies that has the goal to increase the general level of social capital in the community will perform the goal by increasing the health condition of the more educated people. 
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Appendix

Table A1. Summary statistics provided in paper by d.Hombres et.al (2007)

[image: image71.emf]

	Variables 
	Measurement

	Individual social capital measures:
	 

	Individual level of trust in other people
	Roughly continuous variable that takes value from 0 to 10.

	Individual level of reciprocity
	Roughly continuous variable that takes value from 0 to 10.

	Individual level of trust in the politicians
	Roughly continuous variable that takes value from 0 to 10.

	Attending religious organizations: 
	

	More than once a week
	Dummy variable that equals to 1, if person attend religious organization more than once a week

	Once a month 
	Dummy variable that equals to 1, if person attend religious organization approximately once a month

	Less often 
	Dummy variable that equals to 1, if person attend religious organization less often

	Never 
	Dummy variable that equals to 1, if person never attend religious organization 

	Regional social capital  measures:
	

	Regional level of trust in other people
	The average level of trust in other people over all other respondents in the region except the  person

	Regional level of reciprocity
	The average level of reciprocity over all other respondents in the region except the  person

	Regional level of trust in politicians
	The average level of trust in politicians over all other respondents in the region except the  person

	Number of religious organization per capita in the region
	Number of per capita religious organizations in the region correspondent to the year of survey


Table A2. Construction of the variables.

	Individual characteristics:
	 

	Age 
	The age of the person

	Age squared 
	Squared age of the person

	Education 
	Number of years of full-time education completed 

	Marrital Status 
	Dummy variable that takes value of 1 if person is married

	Year2007
	Dummy variable that takes value of 1 if respondent was interviewed in the third wave of survey

	Female
	Dummy variable that takes value of 1 if respondent is woman

	Income<150
	Dummy variable that takes value of 1 if monthly family income is less than 150 evro

	Income 150-300
	Dummy variable that takes value of 1 if monthly family income is more than 150 less than 300 evro

	Income 300-500
	Dummy variable that takes value of 1 if monthly family income is more than 300 less than 500 evro

	Income>500
	Dummy variable that takes value of 1 if monthly family income is more than 500 evro

	Big City Dummy
	Dummy variable that takes value of 1 if person resides in the big city

	Small City Dummy
	Dummy variable that takes value of 1 if person resides in the small city

	Village
	Dummy variable that takes value of 1 if person resides in the country village                  


Table A3. WOMEN. Marginal effect of Trust in the other people on probability of reporting  GOOD/FAIR/BAD health level. Ordered Probit Model
	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	
	
	
	

	Individual Social capital
	0.00829
	0.00292
	-0.0112

	
	(0.00235)***
	(0.00148)**
	(0.00351)***

	Regional social capital
	-0.0131
	-0.00463
	0.0178

	
	(0.0267)
	(0.00859)
	(0.0352)

	Age
	-0.00745
	-0.00263
	0.0101

	
	(0.00268)***
	(0.00120)**
	(0.00352)***

	Age^2
	-4.29e-06
	-1.51e-06
	5.80e-06

	
	(2.68e-05)
	(9.47e-06)
	(3.62e-05)

	Education
	0.00984
	0.00347
	-0.0133

	
	(0.00256)***
	(0.00133)***
	(0.00326)***

	Marrital status
	-0.00538
	-0.00190
	0.00728

	
	(0.0164)
	(0.00580)
	(0.0222)

	Big city dummy
	-0.0107
	-0.00400
	0.0147

	
	(0.0256)
	(0.00936)
	(0.0349)

	Small city dummy
	-0.0133
	-0.00506
	0.0184

	
	(0.0236)
	(0.00873)
	(0.0322)

	year2007
	0.0294
	0.0102
	-0.0395

	
	(0.0174)*
	(0.00562)*
	(0.0221)*

	Income 150-300
	0.0209
	0.00609
	-0.0270

	
	(0.0286)
	(0.00632)
	(0.0345)

	Income 300-500
	0.0929
	0.00435
	-0.0972

	
	(0.0563)*
	(0.0147)
	(0.0442)**

	Income >500
	0.204
	-0.0437
	-0.160

	
	(0.0960)**
	(0.0516)
	(0.0468)***

	
	
	
	

	Observations
	1480
	1480
	1480

	r2_pseudo
	0.164
	0.164
	0.164

	Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1


Table A4. WOMEN. Marginal effect of Level of reciprocity on probability of reporting the GOOD/FAIR/BAD Health Level. Ordered Probit Model
	
		(1)

	(2)

	(3)


	VARIABLES

	Good Health

	Fair Health

	Bad Health


				
	Individual Social capital

	0.00948

	0.00336

	-0.0128


		(0.00259)***

	(0.00160)**

	(0.00380)***


	Regional social capital

	-0.0204

	-0.00724

	0.0277


		(0.0239)

	(0.00694)

	(0.0306)


	Age

	-0.00767

	-0.00272

	0.0104


		(0.00262)***

	(0.00122)**

	(0.00348)***


	Age^2

	-2.25e-06

	-8.00e-07

	3.05e-06


		(2.62e-05)

	(9.29e-06)

	(3.55e-05)


	Education

	0.00994

	0.00353

	-0.0135


		(0.00239)***

	(0.00134)***

	(0.00312)***


	Marrital status

	-0.00414

	-0.00147

	0.00561


		(0.0162)

	(0.00572)

	(0.0219)


	Big city dummy

	-0.00818

	-0.00303

	0.0112


		(0.0226)

	(0.00842)

	(0.0310)


	Small city dummy

	-0.0124

	-0.00471

	0.0171


		(0.0235)

	(0.00890)

	(0.0323)


	year2007

	0.0273

	0.00953

	-0.0369


		(0.0166)

	(0.00555)*

	(0.0213)*


	Income 150-300

	0.0213

	0.00622

	-0.0275


		(0.0284)

	(0.00619)

	(0.0342)


	Income 300-500

	0.0975

	0.00355

	-0.101


		(0.0563)*

	(0.0161)

	(0.0428)**


	Income >500

	0.208

	-0.0463

	-0.162


		(0.0983)**

	(0.0541)

	(0.0466)***


				
	Observations

	1480

	1480

	1480


	r2_p

	0.165

	0.165

	0.165


	Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1


	Table A5. WOMEN. Marginal effect of Trust in the politicians on probability of reporting the GOOD/FAIR/BAD Health Level. Ordered Probit Model
 

(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

 

 

 

 

Individual Social capital

0.00864

0.00305

-0.0117

(0.00330)***

(0.00152)**

(0.00444)***

Regional social capital

0.000198

6.99e-05

-0.000268

(0.0220)

(0.00777)

(0.0298)

Age

-0.00693

-0.00244

0.00937

(0.00255)***

(0.00118)**

(0.00340)***

Age^2

-1.05e-05

-3.69e-06

1.41e-05

(2.56e-05)

(9.03e-06)

(3.45e-05)

Education

0.00979

0.00345

-0.0132

(0.00250)***

(0.00139)**

(0.00330)***

Marrital status

-0.00693

-0.00244

0.00938

(0.0162)

(0.00570)

(0.0218)

Big city dummy

-0.00849

-0.00313

0.0116

(0.0250)

(0.00912)

(0.0340)

Small city dummy

-0.0113

-0.00423

0.0155

(0.0233)

(0.00871)

(0.0319)

year2007

0.0404

0.0139

-0.0542

(0.0177)**

(0.00592)**

(0.0217)**

Income 150-300

0.0195

0.00575

-0.0252

(0.0281)

(0.00666)

(0.0344)

Income 300-500

0.0906

0.00482

-0.0954

(0.0562)

(0.0143)

(0.0446)**

Income >500

0.206

-0.0451

-0.161

(0.0978)**

(0.0528)

(0.0474)***

Observations

1480

1480

1480

r2_p

0.163

0.163

0.163

Table A6. WOMEN. Marginal effect of religious organizations on probability of reporting GOOD/FAIR/BAD Health Level. Ordered Probit Model
 

(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

 

 

 

 

Regional social capital

-0.00148

-0.000527

0.00200

(0.0386)

(0.0138)

(0.0524)

Attending the religious organizations dummies

More than once a week

0.0361

0.00883

-0.0449

(0.0343)

(0.00645)

(0.0397)

Once a month

0.0690

0.0109

-0.0799

(0.0302)**

(0.00651)*

(0.0293)***

Less often

-0.00629

-0.00238

0.00867

(0.0256)

(0.0102)

(0.0358)

Never

-0.0366

-0.0189

0.0555

Age

-0.00785

-0.00280

0.0107

(0.00266)***

(0.00124)**

(0.00357)***

Age^2

3.18e-07

1.13e-07

-4.31e-07

(2.73e-05)

(9.72e-06)

(3.70e-05)

Education

0.0103

0.00367

-0.0140

(0.00259)***

(0.00145)**

(0.00353)***

Marrital status

-0.00851

-0.00304

0.0115

(0.0174)

(0.00617)

(0.0235)

Big city dummy

-0.00758

-0.00281

0.0104

(0.0228)

(0.00865)

(0.0314)

Small city dummy

-0.00661

-0.00245

0.00906

(0.0238)

(0.00898)

(0.0327)

year2007

0.0246

0.00863

-0.0332

(0.0168)

(0.00529)

(0.0215)

Income 150-300

0.0178

0.00540

-0.0232

(0.0274)

(0.00675)

(0.0339)

Income 300-500

0.0888

0.00522

-0.0940

(0.0551)

(0.0134)

(0.0441)**

Income >500

0.224

-0.0555

-0.169

(0.100)**

(0.0575)

(0.0454)***

Observations

1480

1480

1480

r2_p

0.167

0.167

0.167

Robust standard errors in parentheses. *** p<0.0** p<0.05, * p<0.1

 

 

Table A7. MEN. Marginal effect of Trust in other people on probability of reporting GOOD/FAIR/BAD health level. Ordered Probit Model
 

(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

Individual Social capital

0.0164

-0.00590

-0.0105

(0.00493)***

(0.00216)***

(0.00332)***

Regional social capital

0.0252

-0.00908

-0.0161

(0.0350)

(0.0121)

(0.0231)

Age

-0.00195

0.000701

0.00125

(0.00535)

(0.00194)

(0.00342)

Age^2

-0.000110

3.94e-05

7.01e-05

(5.65e-05)*

(2.29e-05)*

(3.57e-05)**

Education

0.00377

-0.00136

-0.00241

(0.00437)

(0.00144)

(0.00296)

Marrital status

0.0434

-0.0145

-0.0289

(0.0317)

(0.0112)

(0.0211)

Big city dummy

-0.0393

0.0129

0.0264

(0.0389)

(0.0124)

(0.0270)

Small city dummy

0.0242

-0.00912

-0.0151

(0.0381)

(0.0152)

(0.0231)

year2007

0.0242

-0.00875

-0.0155

(0.0383)

(0.0148)

(0.0236)

Income 150-300

0.0934

-0.0406

-0.0529

(0.0412)**

(0.0188)**

(0.0237)**

Income 300-500

0.0591

-0.0254

-0.0337

(0.0665)

(0.0314)

(0.0355)

Income >500

0.339

-0.225

-0.114

(0.152)**

(0.130)*

(0.0269)***

Observations

858

858

858

r2_pseudo

0.169

0.169

0.169

Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.
Table A8. MEN. Marginal effect of Reciprocity on probability of reporting  GOOD/FAIR/BAD Health Level for men. Ordered Probit Model
(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

Individual Social capital

0.00584

-0.00207

-0.00377

(0.00638)

(0.00231)

(0.00414)

Regional social capital

-0.00599

0.00212

0.00386

(0.0352)

(0.0127)

(0.0225)

Age

-0.00243

0.000862

0.00157

(0.00555)

(0.00198)

(0.00359)

Age^2

-0.000104

3.67e-05

6.68e-05

(5.81e-05)*

(2.32e-05)

(3.69e-05)*

Education

0.00402

-0.00143

-0.00259

(0.00429)

(0.00139)

(0.00293)

Marrital status

0.0441

-0.0145

-0.0296

(0.0323)

(0.0112)

(0.0218)

Big city dummy

-0.0461

0.0146

0.0315

(0.0382)

(0.0115)

(0.0275)

Small city dummy

0.0141

-0.00515

-0.00898

(0.0349)

(0.0132)

(0.0218)

year2007

0.0203

-0.00722

-0.0131

(0.0371)

(0.0141)

(0.0231)

Income 150-300

0.0944

-0.0405

-0.0539

(0.0396)**

(0.0180)**

(0.0231)**

Income 300-500

0.0606

-0.0259

-0.0348

(0.0669)

(0.0315)

(0.0358)

Income >500

0.353

-0.235

-0.118

(0.149)**

(0.128)*

(0.0256)***

Observations

858

858

858

r2_p

0.163

0.163

0.163

Robust standard errors in parentheses

*** p<0.01, ** p<0.05, * p<0.1

Table A9. MEN. Marginal effect of Trust in the politicians on probability or reporting GOOD/FAIR/BAD Health Level. Ordered Probit Model
 

(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

 

 

 

 

Individual Social capital

0.00973

-0.00346

-0.00627

(0.00551)*

(0.00229)

(0.00338)*

Regional social capital

0.0117

-0.00415

-0.00754

(0.0370)

(0.0129)

(0.0241)

Age

-0.00258

0.000918

0.00167

(0.00545)

(0.00194)

(0.00353)

Age^2

-0.000103

3.68e-05

6.67e-05

(5.80e-05)*

(2.34e-05)

(3.64e-05)*

Education

0.00420

-0.00149

-0.00271

(0.00434)

(0.00140)

(0.00297)

Marrital status

0.0464

-0.0152

-0.0312

(0.0324)

(0.0111)

(0.0220)

Big city dummy

-0.0400

0.0129

0.0271

(0.0383)

(0.0120)

(0.0269)

Small city dummy

0.0210

-0.00775

-0.0132

(0.0387)

(0.0151)

(0.0238)

year2007

0.0379

-0.0136

-0.0244

(0.0411)

(0.0163)

(0.0251)

Income 150-300

0.0914

-0.0391

-0.0523

(0.0403)**

(0.0183)**

(0.0233)**

Income 300-500

0.0540

-0.0227

-0.0314

(0.0664)

(0.0306)

(0.0360)

Income >500

0.332

-0.218

-0.114

(0.154)**

(0.130)*

(0.0278)***

Observations

858

858

858

r2_p

0.164

0.164

0.164

Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1
Table A10. MEN. Marginal effect of religious organizations on probability of reporting GOOD/FAIR/BAD Health Level. Ordered Probit Model
 

(1)

(2)

(3)

VARIABLES

Good Health

Fair Health

Bad Health

 

 

 

 

Regional social capital

0.0631

-0.0230

-0.0401

(0.0629)

(0.0230)

(0.0405)

Attending the religious organizations dummies

More than once a week

0.139

-0.0700

-0.0687

(0.0652)**

(0.0386)*

(0.0282)**

Once a month

-0.00492

0.00176

0.00316

(0.0524)

(0.0185)

(0.0339)

Less often

-0.0955

0.0246

0.0710

(0.0516)*

(0.0113)**

(0.0436)

Never

0.0158

-0.00594

-0.00989

(0.0533)

(0.0202)

(0.0331)

Age

-0.00110

0.000399

0.000697

(0.00525)

(0.00191)

(0.00335)

Age^2

-0.000120

4.36e-05

7.62e-05

(5.65e-05)**

(2.35e-05)*

(3.52e-05)**

Education

0.00535

-0.00195

-0.00340

(0.00411)

(0.00137)

(0.00279)

Marrital status

0.0426

-0.0144

-0.0282

(0.0309)

(0.0106)

(0.0209)

Big city dummy

-0.0126

0.00447

0.00816

(0.0398)

(0.0138)

(0.0261)

Small city dummy

0.0340

-0.0131

-0.0209

(0.0374)

(0.0156)

(0.0220)

year2007

0.0137

-0.00500

-0.00871

(0.0401)

(0.0151)

(0.0250)

Income 150-300

0.0878

-0.0381

-0.0497

(0.0406)**

(0.0186)**

(0.0231)**

Income 300-500

0.0442

-0.0185

-0.0257

(0.0703)

(0.0324)

(0.0381)

Income >500

0.364

-0.247

-0.117

(0.154)**

(0.135)*

(0.0237)***

Observations

858

858

858

r2_p

0.175

0.175

0.175

Robust standard errors in parentheses

 

 

*** p<0.01, ** p<0.05, * p<0.1



Table A11. MEN. Marginal effect of Number of religious organizations per capita in the region on probability of reporting GOOD/FAIR/BAD Health Level. Ordered Probit Model
	 
	(1)
	(2)
	(3)

	VARIABLES
	Good Health
	Fair Health
	Bad Health

	 
	 
	 
	 

	Regional social capital
	0.0888
	-0.0316
	-0.0572

	
	(0.0522)*
	(0.0192)*
	(0.0347)*

	Age
	-0.00243
	0.000865
	0.00156

	
	(0.00540)
	(0.00193)
	(0.00348)

	Age^2
	-0.000102
	3.65e-05
	6.59e-05

	
	(5.70e-05)*
	(2.26e-05)
	(3.62e-05)*

	Education
	0.00385
	-0.00137
	-0.00248

	
	(0.00421)
	(0.00137)
	(0.00287)

	Marrital status
	0.0449
	-0.0148
	-0.0301

	
	(0.0314)
	(0.0109)
	(0.0212)

	Big city dummy
	-0.0243
	0.00819
	0.0161

	
	(0.0389)
	(0.0127)
	(0.0264)

	Small city dummy
	0.0248
	-0.00924
	-0.0156

	
	(0.0381)
	(0.0150)
	(0.0232)

	year2007
	0.0128
	-0.00457
	-0.00824

	
	(0.0390)
	(0.0144)
	(0.0246)

	Income 150-300
	0.0940
	-0.0405
	-0.0535

	
	(0.0410)**
	(0.0185)**
	(0.0239)**

	Income 300-500
	0.0585
	-0.0249
	-0.0336

	
	(0.0669)
	(0.0314)
	(0.0359)

	Income >500
	0.356
	-0.238
	-0.118

	
	(0.150)**
	(0.129)*
	(0.0257)***

	
	
	
	

	Observations
	858
	858
	858

	r2_p
	0.164
	0.164
	0.164

	Robust standard errors in parentheses

	*** p<0.01, ** p<0.05, * p<0.1


� Scheffler and Brown (2008) investigate literature in different field and found that it has started to grow in the economics and health especially since 1999-2000.


� SDR is the age-standardized death rate calculated using the direct method, i.e. represents what the crude rate would have been if the population had the same age distribution as the standard European population (World Health Organization).


� According to American Medical Association, stress is a factor in more than 75% of sickness today.


� ICC – intraclaster correlation coefficient, which measure of relatedness of clustered data. It accounts for the relatedness of clustered data by comparing the variance within clusters with the variance between clusters


� The authors mentioned that this assumption can be tested using the expenditure on the health care. But they do not estimate this assumption explaining by the fact that the expenditure on the health care does not solely determine the investment in health


� In the European Social Survey, which is used in this study, the respondents are asked to evaluate their health on the five-point scale:” very good”, “good”, “fair”, “bad”, “very bad”. Since there are relatively few observations which correspond to the two margins, we consider:” very good” and “good”; “bad” and “very bad” as two categories instead of four. 


� Since this value of social capital is constant within the region for a particular, we adjust the standard errors for clustering of observation at a regional level.


� More information can be found here �HYPERLINK "http://www.europeansocialsurvey.org/"�http://www.europeansocialsurvey.org/�








� We estimate the link between social capital and health not including individual social capital in the regression. Only number of per capita organizations in the region turns out to be significant for the health of men. Results are provided in the Table A11 in Appendix. Thus, we can conclude that religious organizations affect health of men thought attending them
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