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Preface

This report is one of a number emanating from a programme of research exploring the issue 
of ‘excess’ mortality in Scotland, and in particular parts of Scotland. It should be read in the 
context of the other, ongoing research into this phenomenon.

This ‘excess’ is defined as the higher levels of mortality experienced in Scotland compared with 
other parts of the UK over and above that explained by socioeconomic deprivation. As such, 
this research does not seek alternative explanations to poverty and deprivation as the driving 
forces of poor health. The links between deprivation and health are profound, well researched 
and beyond dispute: the three cities that are the focus for the research described in this and 
other reports – Glasgow, Liverpool and Manchester – have the lowest life expectancy of any UK 
city because they have the highest levels of deprivation of any UK city. Rather, this research 
seeks to identify what additional factors might explain the considerably higher (‘excess’) 
mortality seen in Glasgow compared with these two similarly deprived English cities and, by 
extension, that seen in all other parts of Scotland compared with England and Wales after 
taking into account differences in levels of poverty.

This document describes the collection and analysis of new data for a number of theories that 
have been proposed to explain this additional mortality. Further hypotheses are being examined 
in other research projects. A report synthesising the results of all these research elements will 
be published by the Glasgow Centre for Population Health and NHS Health Scotland in late 
2013/early 2014.
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Executive summary

Previous research has suggested that the higher levels of mortality recorded in Scotland 
compared with other parts of the UK cannot be explained entirely in terms of poverty and 
socioeconomic deprivation alone. Premature mortality (under 65 years) in Glasgow has been 
shown to be 30% higher than in the identically deprived UK cities of Liverpool and Manchester, 
with deaths at all ages almost 15% higher. This ‘excess’ has been shown for all adult age 
groups, both sexes and across different neighbourhood types (deprived and non-deprived).

A number of hypotheses have been proposed to explain the additional levels of mortality; 
however, in many cases, assessment of the plausibility of these theories has been hindered 
by a lack of comparable data. To address this situation a programme of research has been 
established to collect new data and examine some of these suggested explanations in more 
detail. This work does not question the importance of deprivation in explaining poor health 
in cities such as Glasgow, Liverpool and Manchester (the cities with the highest levels of 
deprivation in the UK and, therefore, with the lowest life expectancies); rather, it seeks to 
analyse reasons for the additional ‘excess’ mortality seen in Scotland and, especially, parts of 
Scotland such as its largest city.

A cross-sectional survey of the populations of Glasgow, Liverpool and Manchester was carried 
out in the latter half of 2011. Data for seven sets of hypotheses were collected from 3,700 
respondents across the three locations (just over 1,200 in each). A 55% response rate was 
achieved. The seven questions (some overlapping) that analyses of these new data sought to 
explore were:

 • Is there a lower ‘sense of coherence’ among Glasgow’s population?
 • Is social capital lower in Glasgow than in the other cities?
 • Has Glasgow’s poor health been influenced by the effects of historical UK government  
  policy (the ‘political attack’ or ‘political effects’ thesis)?
 • Is Glasgow’s population characterised by different individual ‘values’ (e.g. psychological  
  outlook (optimism, aspirations), hedonism, individualism, future orientation (or ‘time  
  preferences’ – the extent to which individuals are willing to ‘invest’ in their future health)  
  compared with the populations of Liverpool and Manchester?
 • Is social mobility lower in Glasgow?
 • Is there evidence of a form of ‘anomie’ (or ‘boundlessness and alienation’) among  
  Glasgow’s population?
 • Is Glasgow’s health profile influenced by adverse early years’ experiences compared with  
  the other cities’ populations?

Wherever possible, previously validated survey questions and scales were used to collect the 
data.
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The samples were shown to be broadly representative of the cities’ populations, although (as 
with many surveys of this type) the unemployed and some sections of the economically inactive 
population were over-represented; this was especially true of the Manchester sample. However, 
multivariate regression modelling analyses were employed to ensure that any observed 
differences between the cities were independent of differences in the characteristics of the 
survey samples (age, gender, social class, ethnicity, area deprivation and so on).

There are obvious limitations in using contemporary cross-sectional survey data to explore 
hypotheses relating to mortality differentials between whole populations, and we must be 
cautious in drawing conclusions. However, from analyses of these new data, and in the context 
of previous relevant research, it seems reasonable to categorise the hypotheses under three 
headings: plausible; less plausible; and still unknown. It appears plausible that there are 
differences in some aspects of social capital (trust and reciprocity, and social participation) 
between Glasgow and the two English cities which could potentially impact on levels of health 
and wellbeing in the population: differences between the samples in social participation (e.g. 
volunteering), trust and reciprocity are clear and consistent, and are supported by analyses 
of related ‘values’ such as individualism and benevolence. However, it appears less plausible 
that Glasgow’s population suffers from a lower ‘sense of coherence’ (shown to be significantly 
higher among the Glasgow sample compared with the samples from both English cities), from 
the effects of different childhood experiences, or that the population is more associated with 
other particular ‘values’ that might have adverse impacts on health, such as psychological 
outlook, hedonism, and future orientation (‘time preferences’) (although there is some 
evidence that Glasgow’s population may be more risk-seeking). It is probably still unknown 
whether the ‘anomie’ hypothesis holds true: the data presented here suggest it is unlikely, but 
whether this kind of population survey is the best means by which to examine the hypothesis is 
unclear; similarly, it is probably fair to say that data weaknesses impair our ability to assess the 
evidence of the impact of political effects (albeit some evidence of more negative perceptions 
of the 1980s did emerge from the Glasgow sample), differences in social mobility, and higher 
levels of materialism. Further research is required to clarify the importance of some of these 
factors.

What remains beyond doubt and speculation is the sheer scale of the ‘excess’ level of mortality 
and poor health in Glasgow (and other parts of Scotland) compared with elsewhere in the UK, 
the impact that it has on individuals and communities alike in terms of shortened and wasted 
lives, and the urgent need, therefore, to understand and address this situation – the ultimate 
aim of this continuing programme of research. This, however, must be alongside, not in place 
of, efforts to reduce poverty and deprivation, the fundamental drivers of poor health in any 
society.
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1. Introduction

Background – ‘excess’ mortality in Scotland and Glasgow

The poor health profile of Scotland, and particularly that of its largest city, Glasgow, has been 
much documented. Traditional explanations have focused on the effects of socioeconomic 
deprivation, driven in recent decades by post-industrial decline. Both these explanations are 
tremendously important: the links between poverty and poor health are well known, and the 
high levels of deprivation in and around Glasgow in particular are well established1-7. Across 
Europe, mortality tends to be highest in deindustrialised regions8,9.

However, despite their importance, these explanations do not appear to be sufficient to 
explain the particularly poor health profile of Scotland as a whole, and that of Glasgow and its 
surrounding post-industrial region in particular. Scotland’s mortality rates are significantly higher 
than those of England and Wales, even once differences in deprivation have been taken into 
account10-13. This ‘unexplained’ gap (the ‘excess’ mortality) between the countries is increasing 
over time, and although the ‘excess’ has been shown to be ubiquitous in Scotland, it is most 
concentrated in and around Glasgow2,10,14,15. Health in virtually all post-industrial regions of 
Eastern and Western Europe is better, and improving faster, than in West Central Scotland 
(WCS): this includes regions in the UK such as the Welsh ex-coalfield areas and Merseyside, 
areas with similar levels of poverty and economic histories as WCS in recent decades8,9. 
Most strikingly of all, research published in 2010 showed the deprivation profiles of Glasgow, 
Liverpool and Manchester to be virtually identical: yet despite this, and after adjusting for 
any remaining differences in deprivation between the cities, premature mortality in Glasgow 
was shown to be 30% higher than in the English cities, with deaths at all ages around 15% 
higher16,17.

This ‘excess’ mortality in Glasgow (compared with Liverpool and Manchester) is seen among 
both males and females, in all age groups except children (among whom deaths remain a 
mercifully rare event), and, importantly, across the entire social spectrum: mortality is higher 
in comparisons of Glasgow’s deprived areas with those of Liverpool and Manchester, but also 
in comparison of non-deprived areas. That said, although for deaths at all ages the ‘excess’ 
is similar across all neighbourhood types, for premature deaths it tends to be greater in 
comparisons of the more, rather than less, deprived areas16. This could be because one set 
of factors explain the ubiquitously higher mortality rate and another, separate set, impact on 
the most deprived communities; or because the explanatory factors have differential impacts 
across the social spectrum.

Previous analyses suggest that the ‘excess’ cannot be explained in terms of the population 
composition of the cities (for example their age structures or ethnic profiles), by historical 
changes in deprivation, nor by examination of a broad range of data related to health and 
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its determinants17. Indeed, there are remarkable similarities between the cities in so many 
important areas. For example, comparisons of Glasgow and Liverpool (or, where requiredi, the 
wider regions of West Central Scotland and Merseyside) show strikingly similar levels of: income 
inequalities; adult poverty; child poverty; deprivation; educational attainment; other indicators 
of the so-called ‘social environment’ (e.g. lone parent households, teenage pregnancies); 
health behaviours (smoking, diet, obesityii) and more. On one level, this is unsurprising: as UK 
post-industrial cities, all three places share a number of historical and cultural characteristics. 
Furthermore, factors such as health behaviours, education, vulnerable households and so on, 
are closely related to the socioeconomic environment in which people live, and with the cities 
exhibiting near identical deprivation profiles, we would therefore expect similar characteristics 
in these terms. On another level, however, it raises a perplexing question: with such similarities 
evident between all three populations, why is Glasgow’s mortality profile so strikingly different?

Theories, explanations, speculation…

There has been no shortage of suggested explanations for this phenomenon. A considerable 
number of theories have been proposed to explain Scotland’s ‘excess’ poor health compared 
with England and Wales, and publication in 2010 of the results of the analyses of deprivation 
and mortality in Glasgow, Liverpool and Manchester provoked many more18-23. In an attempt to 
take this forward, a report published in 2011 sought to summarise these many theories, and 
to assess each in terms of its plausibility24,25. A total of 17 such hypotheses were considered. 
These were grouped into ‘upstream’ (for example political experiences, climatic differences), 
‘midstream’ (e.g. lower social capital, sectarianism) and ‘downstream’ (e.g. health behaviours, 
individual ‘values’) explanations, alongside additional theories relating to artefact (e.g. how 
deprivation is measured) and genetics. The results of this research were important and helpful: 
first, it emphasised the obvious point that no single cause is likely to explain the ‘excess’ levels 
of mortality seen in Glasgow and Scotland – rather, it is likely to be a complex combination of 
a whole suite of different, possibly interacting, factors; and second, it highlighted evidence to 
suggest that a number of theories were unlikely to be playing a significant role (these included 
migration and sectarianism, for example). However, although a number of other potential 
explanations were deemed as ‘plausible’, no data or evidence were available by which these 
hypotheses could be tested. To address this, a programme of research was established 
to investigate some of these more plausible hypotheses26. Although relevant to the issue 
of ‘excess’ mortality in Scotland as a whole, for reasons already alluded to the research is 
focusing on Glasgow and the comparator cities of Liverpool and Manchester. The results of one 
component of this programme are described in this report.

 
i For example, for comparisons of income inequalities, which are more sensibly made at the regional, rather than 
at the city level.
ii It should be noted that previous research has, however, shown much higher rates of alcohol- and drug-related 
mortality in Glasgow compared with Liverpool and Manchester. However, the reasons for this (the ‘causes of 
the causes’) are unclear, given the similar socioeconomic profiles of the cities, and are the subject of ongoing 
research.
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2. Aims and research questions

The aims of the research reported here were as follows:

 1. To carry out a representative survey of the populations of Glasgow, Liverpool and  
  Manchester to collect new data relating to some of the more plausible hypotheses put  
  forward to explain Glasgow’s ‘excess’ mortality.
 2. Wherever possible, to use previously validated survey questions and scales to collect  
  the data; and where no such scales or questions existed, to develop new questions by  
  which data could be collected.
 3. To undertake detailed analyses of the new data to answer the following high-level 
  research questions:
   a. Are there any significantiii differences between the cities (and, in particular, 
    between Glasgow and the two English cities) for any of the collected  
    measures?
   b. Do these differences remain significant after adjusting for various  
    characteristics of the samples?
   c. Are differences evident across sub-groups (age, gender, social class and so on)  
    of the cities’ samples?
   d. Where differences between Glasgow and the other cities are identified, with  
    what characteristics of the Glasgow sample are they most associated?
 4. Where any differences are identified, to assess their potential importance, and to  
  identify further research required to quantify their impact.
 

iii For simplicity and readability, this report uses the term ‘significant’ to describe differences between values that 
appear meaningful in a statistical sense i.e. where results from statistical modelling are associated with a p value 
of less than 0.05, or – more simplistically – where two sets of 95% confidence intervals around mean values 
or percentages do not overlap. However, as many statisticians would point out, the latter does not always imply 
statistical significance; furthermore, and more fundamentally, some commentators have argued strongly that 
the ‘arbitrary division of results’ into ‘significant’ and ‘non-significant’ on the basis of p values is unhelpful, and 
instead significance ‘should be interpreted in the context of the type of study and other available evidence’27. 
However, all the results presented in this report are ultimately assessed and interpreted in terms of the results 
of all the analyses relevant to the various hypotheses, rather than individual p values or percentages from single 
comparisons of values.
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3. Hypotheses under investigation

The data that were collected in the survey relate to seven sets of hypotheses. As stated 
previously, this survey is only one of a number of components in an overall research 
programme: therefore, other hypotheses not discussed here may be the focus of other 
projects.

The questions we sought to address through analyses of the newly collected data were:

 • Is there a lower ‘sense of coherence’ among Glasgow’s population? As discussed 
  in greater detail later in the report, Antonovsky’s concept of a ‘sense of coherence’  
  (SoC)28,29 relates to the extent to which individuals are ‘resilient’ to the impact of stress 
  on their health and wellbeing. It has three components – comprehensibility,  
  manageability and meaningfulness (of life) – and has been shown in the research  
  literature to be significantly and independently associated with a number of health  
  outcomes (particularly mental health). It has been hypothesised by some that a lower  
  sense of coherence among Glasgow’s population might explain aspects of its poorer  
  mortality profile30. As with some of the other hypotheses discussed in this report, 
  elements of this overlap with other proposed theories: for example, the  
  ‘meaningfulness’ component of the SoC scale used in this survey has also been used  
  as a measure of people having ‘purpose in life’, or caring about what happens – which  
  links to the hypotheses around psychological outlook, as well as the notion of ‘anomie’  
  (both discussed further below).
 • Is social capital lower in Glasgow than in the other cities? Social capital (related 
  to the idea of social connectedness, and the value of social networks) is a complex  
  topic, involving a number of different components and which, therefore, has been  
  defined and measured in a number of different ways. However, there is a considerable  
  amount of evidence linking social capital to health outcomes. If, therefore, there were  
  differences in aspects of social capital between Glasgow and the English cities, that  
  would be potentially important. To the authors’ knowledge, no comparable data on  
  social capital have ever been collected for these three cities.
 • Has Glasgow’s poor health been influenced by the effects of historical UK 
  government policy (the ‘political attack’ or ‘political effects’ thesis)iv? The 
  question here is whether neoliberal policies adopted in the UK from 1979 onwards  
  have had a detrimental effect on the health and wellbeing of the city’s population, and  
  more so than in Liverpool and Manchester (due to greater vulnerability to their effects  
  among Glasgow’s population). The survey attempted to ask questions specifically  
  about this; however, in addition the topic was expanded to include more general  
  questions about perceptions and engagement with current local and national  

iv ‘Political attack’ is a term that has been used to describe the particular actions of the Conservative governments 
under Margaret Thatcher (1979-1990) and John Major (1990-1997). In this report we use the broader term 
‘political effects’ to embrace both this element, as well the wider impact of other UK and local government 
policies.
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  governments: to a degree, therefore, it links further with elements of the ‘social capital’  
  hypothesis above.
 • Is Glasgow’s population characterised by different individual ‘values’ compared 
  with those in Liverpool and Manchester? It has been suggested that differences in 
  such ‘values’ would influence health behaviours and choices and, therefore, ultimately  
  health outcomes. This embraces a number of overlapping concepts:
    Psychological outlook: for example, are optimism and hope for the future lower 
    among Glasgow’s population? Do Glaswegians have lower aspirations than 
    residents of the other UK cities?
    Hedonism: is there a more hedonistic culture in Glasgow?
    Are time and risk ‘preferences’ different in Glasgow? That is, are Glaswegians 
    more ‘present-oriented’, placing relatively less value on future outcomes, and  
    are more risk-seeking? Time and risk preferences are key economic concepts  
    which are related to individuals’ ‘investments’ in their future health31-34.
    Are Glaswegians more individualistic and/or materialistic than those in the 
    other cities?
 • Is social mobility lower in Glasgow? It has been proposed that social mobility 
  may be lower in the Scottish city than in the two English cities, resulting in relatively  
  poorer health (given that health status is known to increase across the social gradient).  
  It has been suggested that this is influenced by cultural factors, being brought about by  
  both a lack of self-confidence (the roots of which lie in the influence of Scottish  
  Calvinism), and also a culture of ‘social-control’ which discourages people from being  
  seen to do better than their peers35,36.
 • Is there evidence of ‘anomie’ among Glasgow’s population? ‘Anomie’ is a 
  concept first proposed by Durkheim37,38 in the late 19th century to describe a 
  breakdown or lack of social values or norms that can occur particularly at times of  
  economic instability and social change, and which can result in greater risk-taking and  
  self-destructive behaviours (e.g. alcohol misuse, drugs misuse, suicide). When  
  considered as an explanation for Scotland’s ‘excess’ mortality in the 2011 ‘hypotheses’  
  report, this concept was described in terms of a more general heading of a ‘culture of  
  boundlessness and alienation’ to distinguish it from the ‘underclass’ theory with which  
  anomie has become associated39-42. The concept arguably has parallels with the ‘culture 
  of poverty’ thesis proposed by Murray and others which suggests that poverty is not  
  so much a causal factor in generating social problems, but instead that social problems  
  are a result of cultures endemic within the poorest groups in society41,43.
 • Is Glasgow’s health profile influenced by more adverse early years’ experiences 
  compared with the other cities’ populations? This hypothesis has been the focus 
  for a separate research project, now published by the GCPH44. As an accompaniment, 
  a small number of questions about early years (perception of childhood, relationship  
  with parents) were included in the survey.

All these hypotheses are discussed in more detail in later sections of the report. The different 
scales and questions used to capture these hypotheses are, alongside other methodological 
details of the project, described fully in the next section.
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4. Methods

This section briefly outlines the main methodologies employed in the project. Where required 
(e.g. regarding aspects of the survey design or the statistical modelling analyses), further 
details are included within relevant appendices of this report.

There are five topics covered here: questionnaire design; ethical approval; survey design and 
implementation; comparisons with other data; and statistical analyses.

Questionnaire design

A review of existing survey questions and scales was undertaken to identify the best means of 
capturing the various hypotheses listed in the previous section. Wherever possible, the aim was 
to use previously validated question sets and scales. Where this was not possible (for example 
for the ‘political effects’ hypotheses), new questions were created: these were developed by 
means of ‘cognitive testing’45 and piloting to ensure that the understanding and sense of the 
questions was universal and that the collected data were likely to be reliable.

The questionnaire was piloted in all three cities prior to implementation.

Table 1 lists the scales/question sets used and the hypotheses to which they relate. In some 
cases, an entire scale captured the principal element of the hypothesis directly – for example, 
the Sense of Coherence (SoC) scale, or the Life Orientation Test (a measure of optimism). In 
other cases, particular questions within scales or question sets were relevant – for example 
questions within the SoC scale that were relevant to the ‘anomie’ hypothesis (outlined in  
Table 1). As mentioned in the previous section, some scales related to, or included questions 
that related to, different hypotheses.
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Table 1. Survey questions/scales and associated hypotheses

Hypothesis Questions/scales used in the survey

Lower sense of coherence • Antonovsky’s 13-item ‘Sense of Coherence’ scale   
    (SOC-13)29,46 was used and is relevant to a number 
    of different hypotheses being explored. The scale, and  
    a brief summary of its uses in other literature, is  
    discussed later in the report.

Lower social capital • An expanded version of the Office for National  
    Statistics (ONS) core ‘Social Capital Harmonised  
    Question Set’47 was used, covering the five core areas 
    of: views about the local area; civic participation;  
    social networks and support; social participation;  
    reciprocity and trustv.

   • Some of the questions included in the ‘political  
    effects’ hypothesis (i.e. perception of ability to  
    influence local and national decisions, and perceptions  
    of and engagement with local and national  
    government) are also relevant to the civic participation 
    element of social capital.

   • The notion of ‘religious’ social capital is also  
    considered in this report: a modified version of the  
    question on religious affiliation from the 2011 Scottish  
    Census was used for this purpose.

   • Schwartz’s 21-item Human Values Scale48-53 was used 
    to measure a number of different ‘individual values’  
    (see below); however, some of these are also  
    relevant to other hypotheses, including social capital:  
    one of the ten ‘values’ in the scale is benevolence, 
    which is relevant to the notions of both social networks 
    and support, and reciprocity and trustvi; the 
    universalism value is also relevant.

Political effects • No existing questions were available to be used; thus,  
    new questions were developed, covering perception  
    of and engagement with current local and national  
    governments, and (for respondents who lived through  
    the 1980s) perceptions of the experiences and effects  
    of the 1980s, and trust in 1980s political institutions 
    and politicians.

v The ‘core’ ONS questions were all included, as well as a selection of questions from the broader ONS set. 
However, we added a small number of questions from other surveys to collect further information on the five topic 
areas listed.
vi The two questions that make up the benevolence value are (and for which respondents are asked to rate on a 
six-point scale the extent to which they are similar to the person described): 1) It is important to him/her to be 
loyal to his/her friends. He/she wants to devote himself/herself to people close to him; 2) It’s very important to 
him/her to help the people around him/her. He/she wants to care for their wellbeing.
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Hypothesis Questions/scales used in the survey

Different individual values • Psychological outlook:
 Optimism was measured using the Life 

      Orientation Test (Revised) (LOT-R)54.
 Achievement is one of the ten values in 

      Schwartz’s Human Values Scale48, and is 
      relevant to the hypothesis that aspirations may  
      be lower among Glaswegians.

 As stated, the ‘meaningfulness’ component of 
      Antonovsky’s ‘Sense of Coherence’ scale is also  
      relevant to the hypothesis of different    
      psychological outlook.

 The Generalised Self-Efficacy (GSE) scale55 was 
      included in the survey and is relevant to a  
      number of hypotheses including psychological  
      outlook (in terms of aspirations, optimism and  
      motivations)vii.

   • Hedonism: this is one of the ten values of Schwartz’s  
    scale.

   • Time preferences were measured using questions  
    involving trade-offs of days of ill-health over time.  
    These questions were based on previous  
    studies31,32. Risk preferences were measured 
    using a general risk question. The latter has been  
    used in a number of surveys including Understanding  
    Society (which incorporates the British Household  
    Panel Survey)57.

   • Individualism: the universalism value from Schwartz’s 
    scale is relevant as, to a large degree, it represents  
    the opposite of individualism (as stated above, this  
    value is also relevant to the social capital hypothesis).  
    In addition, a specific question on individualism was  
    added to the end of Schwartz’s scale.

   • Materialism: one of the questions that makes up  
    the power value in Schwartz’s scale is directly relevant, 
    while an additional question on materialism was also  
    added to the end of Schwartz’s scale.

vii Self-efficacy (as measured by the Generalised Self-Efficacy (GSE) scale) has been defined as ‘the belief that one 
can perform a novel or difficult task, or cope with adversity – in various domains of human functioning’56, and thus 
relates to the notion of having control over one’s environment and behaviour. The ten questions that make up the 
scale cut across a number of different hypotheses being explored in this project.
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Hypothesis Questions/scales used in the survey

Lower social mobility • The Generalised Self-Efficacy (GSE) scale55 is directly 
    relevant to both this hypothesis, and the notion of  
    aspirations discussed above. Of course, this scale  
    is a measure of individuals’ beliefs in their ability  
    to succeed (and is therefore linked to motivations): it  
    clearly does not capture, nor is it intended to capture,  
    whether individuals’ actually have the resources (for  
    example, financial or social) to do so. These and other  
    issues are discussed later in the report.

   • The achievement value of Schwartz’s scale is also 
    relevant to this hypothesis.

   • As the social mobility hypothesis has been  
    proposed partly in relation to the idea that there is  
    a lack of self-confidence among Glaswegians24,35,36, a 
    question on self-esteem was also included in the  
    surveyviii.

Anomie • A number of questions within the Sense of Coherence 
(boundlessness/alienation)   scale are directly relevant to this hypothesis, as indeed  
    is the entire scale itself and, especially, the questions  
    that make up the ‘meaningfulness’ sub-scaleix.

   • The conformity value of Schwartz’s scale is also 
    relevant to this hypothesis: anomie relates to  
    a breakdown or lack of social values or norms, while  
    the conformity value captures respondents’ 
    perceptions of the importance of such social normsx.

Different early years’ • As stated, this has been the subject of a very detailed 
experiences   separate research project44. To support this, two 
    simple questions on perceptions of childhood  
    happiness and relationships with parents were added.

viii There are also validated scales to measure self-esteem, for example the Rosenberg scale58. The full scale was 
not included because of time and space limitations.
ix The four questions that make up the ‘meaningfulness’ sub-scale relate to: whether or not the respondent cares 
about what goes on around them; whether their life has any clear goals or purpose; whether daily activities are 
a source of pleasure and satisfaction, or whether instead a source of pain and boredom; whether or not there is 
meaning in the things the respondent does in their daily life. Note that a full copy of the questionnaire is included 
in Appendix E.
x The conformity value is derived from answers to these two questions (again for which respondents are asked to 
rate the extent to which they are similar to the person described): 1) He/she believes that people should do what 
they’re told. He/she thinks people should follow rules at all times, even when no one is watching; 2) It is important 
to him/her always to behave properly. She wants to avoid doing anything people would say is wrong.
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Aside from those listed in Table 1, the survey also included questions on demographics (age, 
gender, housing tenure, length of residence, educational attainment, employment status, 
marital status, ethnicity and household income), health status (self-assessed health, limiting 
long-term illness) and smoking status (the latter included principally for inclusion in analyses of 
the Time Preferences questions). A full copy of the questionnaire is included in Appendix E.

Ethical approval

The survey was approved by the University of Glasgow Medical Faculty Ethics Committeexi 

(project reference no. zFM06910). A copy of the approval letter is included in Appendix F.

Survey design and implementation

The survey was carried out by AECOM Social and Market Research59. A full report by AECOM, 
detailing all the aspects of methodologies employed, is available from NHS Health Scotland’s 
website60. However, the most pertinent aspects of the survey design are as follows:

 • The target sample size was 3,600 across the three cities (i.e. 1,200 in each):  
  ultimately, a slightly larger sample size was obtained: 3,701 in total (1,288 in Glasgow,  
  1,202 in Liverpool and 1,211 in Manchester). This was achieved with an overall 55%  
  response rate, ranging from 53% in Manchester to 58% in Glasgow (the rate for  
  Liverpool was 55%), and from 53% in the least deprived areas of the three cities to  
  58% in the most deprived areas. Further details are included in the ‘Results’ section of  
  this report.
 • A stratified random probability sample design was employed. Survey samples can be  
  drawn using a number of different methodologies, but this type of design is recognised  
  as the best way of minimising bias and thereby obtaining the most representative  
  sample61. Full details are available in AECOM’s report60, but briefly: the populations of 
  each city were stratified into ten groups based on the same deprivation groupings used  
  in the analyses of deprivation and mortality in the 2010 report (discussed in the  
  Introduction)xii,16, and within each decile in each city the required number of addresses 
  were randomly selected from 24 ‘sampling points’ (also randomly selected from within  
  the decile)xiii.

xi The lead author of this report is an Honorary Senior Lecturer at the University of Glasgow; furthermore, aside 
from this report, analyses of the survey data are also being used as part of a PhD thesis to be submitted to the 
University of Glasgow.
xii The measure of deprivation used was ‘income deprivation’. This is the same measure used in the descriptive 
analyses and statistical modelling presented within this report. A detailed definition of this measure of deprivation 
is included within the 2010 report cited above.
xiii Within each decile in each city, the ‘sampling points’ were ‘output areas’. Output areas are smaller in Scotland 
than in England, so for Glasgow pairs of output areas were merged into a single sampling point. Twenty-four output 
areas (or merged output areas in Glasgow) were randomly sampled within each city, with ten addresses then 
randomly sampled in each output area. This, therefore, produced an initial selection of 2,400 households (10 
(deciles) x 24 (output areas) x 10 (addresses)) in each city. Households were identified from the Postcode Address 
File (PAF)62.
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 • Face-to-face ‘in home’ household interviewsxiv were carried out between July and 
  November 2011, using a combination of computer-assisted personal interviewing (CAPI)  
  and computer-assisted self-complete interviewing (CASI) techniques, dependent on  
  question sensitivity.
 • The data were weighted by AECOM using standard methodologies to ensure they were  
  as representative of the households and cities as possible. Weighting was performed to  
  adjust for differential response by deprivation decile, and to ‘up-weight’ multiple  
  households, large households, younger ages and men to adjust for the lower probability  
  of sampling in the former two and the lower response rates in the latter two. Further  
  details of this, as well as other issues relating to the survey design, are available from  
  the AECOM report.

Comparisons with other data

As outlined briefly in the next section of the report (and in more detail in Appendix G), the 
completed survey data (received from AECOM in early 2012) were compared with a range of 
other survey and administrative data to assess reliability and representativeness. The optimal 
comparisons that could have been made would have been with the 2011 Census data: 
however, at the time of both analysing the data and reporting the results of the analyses, 2011 
Census data were not available for all three cities. Thus, limited 2011 Census data were used 
alongside a range of other national survey data (for example the Annual Population Survey) as 
well as – where necessary – 2001 Census data.

In reporting the results of the analyses (especially those based on previously used and 
validated scales or questions), we additionally compare, where appropriate, with results 
from other relevant studies and surveys. This provides an additional means to assess 
whether the data in the present study display the same variation and ranges as have been 
found elsewhere. That said, however, such comparisons can be difficult, and in some 
cases potentially misleading and unhelpful, given the different population characteristics, 
socioeconomic conditions, sampling methodologies, sample sizes and response rates that may 
apply. The comparisons are therefore provided principally for reasons of context provision and 
reassurance, and not necessarily as a basis to draw inferences about the samples in relation to 
other populations.

xiv In a single person household an interview was attempted with that person; where two or more individuals 
were resident, the person whose birthday was next was selected for interview. More details of this, as well as of 
the random selection of households within single properties, numbers of call-backs made by interviewers, pre-
interview letters, and more, are described in the AECOM report.
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Statistical analyses

Detailed comparisons were made between, and within, the cities for the data collected in the 
survey. To ensure any differences between cities were not simply the result of differences in 
the characteristics of the sample (e.g. age, gender, social class/social gradexv), all the main 
questionnaire topics were analysed by means of a series of multivariate regression models. 
Full details are included in Appendix B, but briefly: the ‘outcome’ (or dependent variable) in 
each model was the particular questionnaire topic (for example, each respondent’s score in 
the Sense of Coherence scale, or for one of the social capital questions, whether or not the 
respondent said that ‘most people in the neighbourhood could be trusted’); the ‘predictor’ (or 
independent) variables were the city of residence (Glasgow, Liverpool or Manchester) and the 
following sample characteristics (defined in more detail in Appendix B): age, gender, ethnicity, 
social class, area deprivation quintile, educational attainment, employment status, marital 
status, health status, and length of residence in the cityxvi.

For models examining answers to questions about the 1980s (limited to those who were 
aged at least 16 years by 1990, and who were resident in the same city in that decade), 
employment status in the 1980s was additionally included as an independent variable. Models 
were either based on linear regression or logistic regression, depending on the type of outcome 
variable being examinedxvii. 

Models were built incrementally, but only significant variables were included in the final models 
presented in this report. A number of statistical tests were employed to ensure accuracy 
and ‘robustness’ of the models (for example tests for co-linearity of independent variables, 
goodness of fit, cases of undue influence and so on). Further details of these are included in 
Appendix B.

xv Social class is assessed by means of approximate ‘Social Grade’. Social Grade is the socioeconomic 
classification used by the Market Research and Marketing Industries, and is used in the analysis of UK Census 
data. The scale is used for individuals aged 16 and over, classified by the Social Grade of their Household 
Reference Person (HRP). The categories, derived from occupation, are: A: High managerial, administrative or 
professional; B: Intermediate managerial, administrative or professional; C1: Supervisory, clerical and junior 
managerial, administrative or professional; C2: Skilled manual workers; D: Semi-skilled and unskilled manual 
workers; E: unemployed, on state benefits or ‘lowest grade workers’.
xvi In analysing the data it seemed important to distinguish between the views of those who had been resident in 
their city for a long time and those who had not. However, no specific question on length of residence in the city 
was included in the survey. Thus, a crude measure of likely length of residence was derived from other available 
information: respondents were asked how long they had lived in their neighbourhood as part of the social capital 
questions (with options ranging from ‘under six months’ to ‘over five years’), and those who lived through the 
1980s (i.e. were aged at least 36 at the time of the survey) were additionally asked in which city they had been 
resident for most of that decade. From those two questions, respondents were categorised as being ‘Possibly 
long-term resident’ (based on either being resident in their neighbourhood for five years or more, or having been in 
the same city in the 1980s) or ‘length of residence in city unknown’. This variable was included in the regression 
modelling analyses.
xvii Linear regression is used for ‘continuous’ outcome variables such as the Sense of Coherence score, while 
logistic regression is used for ‘binary’ outcomes (0 or 1) such as whether or not respondents recorded that they 
thought people in their neighbourhood could be trusted (e.g. recorded as ‘1’ if the respondent said people could 
be trusted, or recorded as ‘0’ if they did not).
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For the main topics included in the questionnaire, a series of additional models was run for the 
Glasgow sample only. This was to show which characteristics of the sample were significantly 
associated with differences in the outcomes (survey questions) within a specifically Glasgow 
context.

Models were run using weighted and unweighted data. The results of the weighted analyses 
only are presented in this reportxviii.

Note: to enhance readability of this report, although the statistical models are referred to 
throughout, most charts will present the simpler descriptive analyses (for example ‘Sense of 
Coherence’ score by city, or by city and age). This is discussed further in the next section.

xviii Modelling of the unweighted data was undertaken as a precaution as the use of weights in some regression 
analyses can complicate interpretation of the results. Generally, however, there were very little differences between 
the values (coefficients or odds ratios) obtained for the cities in the weighted compared with the unweighted 
models.



Results
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5. Results

The results are presented in the following order. First, a brief section considers the 
representativeness of the sample, as this is a key consideration for the rest of the report. 
This is followed by an equally brief profile of the three survey samples (i.e. the respondents in 
Glasgow, Liverpool and Manchester), another useful aid to interpretation of the main results 
of the analyses. The report then presents the analyses of all the various data relating to the 
hypotheses listed in Section 4 and Table 1 above i.e.: sense of coherence; social capital; 
political effects; individual values; social mobility; anomie; early years. In each of these 
sections, we seek to answer the high level research questions only, principally whether or not 
there are significant differences between the cities for the various topics presented.

As stated, for reasons of clarity and readability, simple descriptive analyses are presented 
throughout. In each case, however, the text refers to the more complex statistical modelling 
analyses that have been undertaken (the results of which are presented in full in Appendix B). 
It should be noted, however, that in general the differences between the cities that are evident 
from the descriptive analyses (for example the differences in average Sense of Coherence 
score, or the different percentages of the city samples stating that people in the neighbourhood 
can be trusted) are very similar to those obtained in the modelling analyses. This is because in 
many cases variations in responses for some ‘outcomes’ (e.g. the question on trust) are not 
explained greatly by the ‘predictor’ information included in the models.
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5.1 Representativeness of the survey samples

This section is brief, but important. We have to be sure that the collected data are reasonably 
representative of all three cities, and to the same degree, to have confidence that the results 
presented in the report, and especially any differences between the cities that they appear to 
show, are likely to be true of the populations as a whole (rather than just the survey samples). 
Two topics are addressed: response rates, and comparisons with other data. Appendix G 
contains more detailed analyses of the latter.

Response rates

As stated in the Methods section, an overall response rate of 55% was achieved. This is on 
a par with response rates achieved by many national surveys such as the Scottish Health 
Survey63, the British Social Attitudes Survey64 and the Labour Force Survey65. On the one 
hand, therefore, this is an acceptable rate; on the other hand, we have to be aware that 
these population surveys, and especially those with response rates at this level, are unlikely to 
reach (and therefore represent) all sections of society. One might, therefore, expect a ‘healthy 
respondent effect’66 and this, alongside other potential influences, is something we have to be 
aware of in interpreting the results of the data analyses.

Figure 1 shows the overall response rate by deprivation decile across all three cities (where 
‘Decile 1’ includes the tenth of the population living in the most deprived areas in each city, 
and ‘Decile 10’ the tenth of the population living in the least deprived areas). This shows 
that the overall rate of 55% varies according to neighbourhood type, with higher response 
rates in the more deprived areas compared with the less deprived areas. With lower rates 
of employment and economic activity in more deprived urban areas, this is likely to reflect 
greater availability of potential respondents when contacted by a survey interviewer. It may 
also, to a degree, counter any potential healthy respondent effect (i.e. as health is such a 
socially patterned issue). Figure 2 (presenting response rates by deprivation decile within each 
city) also shows that this gradient differs by city, with the greatest variation in Glasgow (where 
response rates range from 53% in the least deprived areas to 65% in the most deprived) 
compared with the two English cities.
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Figure 1

 

Figure 2
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Comparisons with other data

The representativeness of the samples was also assessed by means of comparisons with other 
survey and administrative data. As stated, at the time of undertaking the analyses, detailed 
2011 Census data were not available for all three cities (at the time of writing a limited amount 
of data had been made available for Liverpool and Manchester, but not Glasgow); thus, 
although we refer to some 2011 Census data where helpful to do so, generally we use a range 
of other data sources, including – necessarily, but less than optimally – the 2001 Census.

The full range of analyses undertaken are presented in Appendix G, but a brief summary of the 
main results is as follows:

 • The sample tends to under-represent the young (especially in Manchester) and over- 
  represent the elderly (Appendix G). However, this is corrected through application of the  
  survey weighting.
 • The expected ‘healthy respondent effect’ is arguably reflected in significantly fewer  
  respondents in the survey reporting that they have a limiting long-term illness (LLI) than  
  was recorded in the 2001 Censusxix. However, the question used in the 2001 Census 
  was quite different to that used in this survey, and therefore such comparisons are not  
  straightforwardxx. Furthermore, there is little difference between the percentages of 
  the working age (16-64 years) populations classed as being unable to work due to  
  illness or disability in the survey compared with the 2010/11 Annual Population  
  Survey (APS)67,xxi (8% versus 9%, 9% versus 7%, and 6% versus 8% for Glasgow, 
  Liverpool and Manchester respectively): this suggests that any healthy respondent effect  
  may be truer of the older members of the sample.
 • Reflecting to a degree the higher response rates achieved in the more deprived areas  
  of the cities compared with the least deprived areas, the survey over-samples those  
  who are not working: in each city there tend to be lower numbers of employed and  
  higher numbers of unemployed compared with the total population. The survey also  
  over-represents some groups of the economically inactive such as those looking  
  after their home and family. All these data are shown in Figures 3-5 below, the first of  

xix For example, 20% of adults aged 16+ in Glasgow in the three-city survey compared with 30% in the 2001 
Census, with the equivalent figures for Liverpool being 25% and 29%, and for Manchester 20% and 26%. 
However, the differences in the wording of the questions make interpretation of these differences very difficult.
xx The three-city survey used the same question that was used in the 2011 Census. At the time of writing, 
however, no relevant 2011 Census data were available for Glasgow; and comparable (in terms of age) figures 
for the numbers of adults with a limiting long-term illness in Liverpool and Manchester were also unavailable. 
The 2001 Census asked: ‘Do you have any long-term illness, health problem or disability which limits your daily 
activities or the work you can do?’ (with the possible responses being ‘yes’ or ‘no’); the survey question (and the 
2011 Census question) was: ‘Are your day to day activities limited because of a health problem or disability which 
has lasted, or is expected to last, at least 12 months?’, with answers being ‘Yes – limited a lot’, ‘Yes – limited a 
little’, and ‘No’.
xxi The Annual Population Survey (APS) is run by the Office for National Statistics (ONS) and combines data from 
the Labour Force Survey (LFS) and the English, Welsh and Scottish LFS boosted samples.
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  which compares categories of economic status for Glasgow between the survey and the  
  2001 Census only, while the latter two compare with data from the 2001 and 2011  
  Censuses for Liverpool and Manchester. In all cases, the comparisons are for a subset  
  of respondents aged 16-74 years.
 • As Figure 5 also demonstrates, the biggest concern relates to the Manchester sample,  
  for which differences in employment status between the three-city survey and  
  the census are greatest. Sixteen percent of adults aged 16-74 years in the survey were  
  unemployed, compared with 6% in the census.

Figure 3
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Figure 4
 

 
Figure 5
 

 • However, as Figures 3-5 also show, other economically inactive groups (e.g. students)  
  appear to be reasonably well represented in the survey. More generally, comparisons  
  with a range of other data – housing tenure, marital status (both shown in Appendix G),  
  smoking status (Figure 6) – suggest that the sample is, in many other ways,  
  reasonably representative.
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Figure 6

 

 • For comparisons of educational attainment, the picture is more complex: compared with  
  the APS, the survey seems to under-sample those with degree-level qualifications in  
  Glasgow and Manchester (14% versus 24%, and 15% versus 26% respectively), but not  
  in Liverpool (19% versus 17%) (Appendix G); however, there are very similar  
  percentages of the survey sample with no educational qualifications in Glasgow and  
  Liverpool compared with the APS (23% versus 21%, and 19% versus 17% respectively),  
  although the same is not true of the Manchester sample (31% versus 15%)xxii – see 
  Figure 7 below.
 • Comparisons of ethnicity are also difficult because of the absence of 2011 Census  
  data, the most reliable data source for this measurexxiii. However, comparisons with 
  2009/2010 APS dataxxiv suggest that the three-city survey is very representative of 
  Glasgow and Manchester in this regard, but less so of Liverpool (Figure 8).
 

xxii Comparisons with the 2011 Census show a similar similarity (Liverpool) and difference (Manchester): for all 
adults (aged 16+), 26.2% of three-city survey respondents in Liverpool reported that they had no educational 
qualifications, compared with 28.7% of adults in the Census; however, the equivalent figures for Manchester were 
35.1% and 23.1%.
xxiii At the time of writing, English census data on ethnicity were only available for all ages, not for the adult (16+) 
population. No Scottish data at local authority level were available.
xxiv APS figures on ethnicity for 2010/11 are not available.
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Figure 7
 

Figure 8
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In summary, given the response rate, we would expect differences between the profile of 
the samples and the general population, and this is the case: there may be some evidence 
of a healthy respondent bias (although principally among older respondents), and the 
sample generally over-represents the unemployed, and under-represents the employed. The 
Manchester sample is particularly affected in this way.

However, a range of other data – housing tenure, marital status, smoking behaviour, aspects of 
educational attainment, ethnicity (with the slight exception of Liverpool) – suggest the sample 
is reasonably representative. The differences in other factors emphasise the importance of 
controlling for variations in the characteristics of the samples within the modelling analyses. 
In that way we can be sure that any differences seen – for example – between Manchester 
and the other two cities hold true over and above the influence of the characteristics of the 
Manchester sample (e.g. higher unemployment among respondents).

With the publication of small-area based 2011 Census data at the end of 2013, it may at 
that stage be possible to re-weight the data to adjust for differences in – for example – the 
Manchester sample, and assess whether such adjustment alters the main findings presented 
within this report. 
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5.2 Profile of the survey respondents

Before proceeding to the results of the main analyses, this section briefly profiles the 
respondents in terms of some of the other (e.g. sociodemographic) information collected in 
the survey. Some of this overlaps with the data presented or discussed in the previous section, 
but the intention here is not to compare the survey data with other data sources, but instead 
to assess similarities and differences between the three cities’ samples, and thereby to provide 
further relevant context to the analysis results that follow.

Echoing the presentation of response rates by area type (Figures 1-2 in Section 5.1), Figure 9 
shows the percentage of respondents living in each deprivation decile, confirming a reasonably 
equal distribution of respondents in this regard.

Figure 9

However, not all individuals living in areas classed as ‘deprived’ are themselves deprived; 
similarly, deprived individuals may reside within areas classed as affluent68. Figure 10 shows 
the social grade (defined in Section 4) profile of the samples: the higher percentage of the 
Manchester sample in social grade E (on state benefits/unemployed/lowest grade workers) is 
noticeable, reflecting the higher percentage of that sample that was unemployed (highlighted in 
the previous section). Figure 11 shows these individual social grade classifications within each 
deprivation quintile (quintiles, rather than deciles, are used here, and in all other deprivation-
based analyses, to ensure comparisons are based on large enough samples of respondents): 
this shows that the Manchester sample has a higher percentage of respondents in Social 
Grade E in each of the five quintiles.
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Figure 10
 

Figure 11
 

Figures 12 and 13 show educational attainment levels broken down by deprivation quintile and 
city. With the obvious exception of the higher percentage of Liverpool respondents with degree-
level qualifications in the most deprived quintile, there are very few significant differences 
between the cities in this regard.
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Figure 12

 

Figure 13

Similarities are also seen across the cities in terms of smoking status (Figure 6 in the previous 
section), marital status (Figure 14 below) and self-assessed health (Figure 15 below). However, 
a relatively higher percentage of respondents in Liverpool with a limiting long-term illness is 
apparent in Figure 16, higher especially in the most deprived quintile (Figure 17).
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Figure 14
 

Figure 15
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Figure 16

 
Figure 17
 

With these profiles of the samples as context, and bearing in mind the slightly more 
disadvantaged characteristics of the Manchester sample, we now proceed to the main results 
sections of the report.
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5.3 Sense of coherence

Background

Sense of coherence (SoC) is a theory developed by the American-Israeli sociologist Aaron 
Antonovsky. Emerging from his work around the concept of salutogenesis (a focus on the 
mechanisms that promote and support good health, in contrast to pathogenesis; the factors 
that create disease), and in particular the relationship between health and stress, the theory 
seeks to capture the extent to which people can manage, or be resilient to, the negative 
effects of stress on health and wellbeing. It was famously developed from his studies of 
women who survived Nazi concentration camps in the second world war. It is made up of 
three components: comprehensibility (the extent to which events in one’s life can be readily 
understood and predicted), manageability (having the necessary skills and resources to 
manage and control one’s life) and meaningfulness (there being a clear meaning and purpose 
to life)29, of which the third was viewed by Antonovsky as the most important. Two versions of 
the SoC scale were created by Antonovsky, one with 29 questions (SOC-29) and a later one 
with 13 questions (SOC-13: the one employed in this survey), although a considerable number 
of modified versions of both have also been used69. Overall the measure has been deemed 
to be a ‘reliable, valid and cross-culturally applicable instrument’69, and has been shown to 
be significantly associated with a wide variety of outcomes, in particular: various measures 
of quality of life70,71 and perceived health status72; mental health72,73 (e.g. depression, 
hopelessness69,74-77 anxiety, post-traumatic stress symptoms78, psychiatric disorders79 and 
suicide80); crime81; risk of tobacco use82; alcohol and drug problems83,84. Some reviewers 
have questioned its association with physical health73, citing considerably mixed evidence; 
however, it has been shown to be significantly associated with, for example, circulatory health 
problems85, diabetes86, post-surgery recovery87,88 and a recent (2008) UK study of almost 
20,000 individuals suggested that strong SoC was associated with a 20% reduction in all-
cause mortality89.

Given the above evidence of links to a variety of health related outcomes, it has been 
hypothesised that SoC may be lower among the Scottish and Glaswegian populations. 
Furthermore, given its links to hopelessness and meaningfulness and purpose of life, it is also 
directly relevant to both the ‘psychological outlook’ and ‘anomie’ hypotheses.

Results

Contrary to the hypothesis, SoC was found to be significantly higher among the Glasgow 
sample compared with the samples for Liverpool and Manchester. It was higher overall (Figure 
18), among both males and females (Figure 19), among most age groups (Figure 20), in four 
out of five deprivation quintiles (Figure 21) and in the majority of social classes (Figure 22): 
with regard to the latter, a clear social gradient is evident across all three cities, but in the vast 
majority of cases, SoC remains higher among the Glaswegian respondents. These results are 
generally true of the three sub-scales, including ‘meaningfulness’ (Figures 23-25).
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Figure 18
 

Figure 19
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Figure 20

 

Figure 21
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Figure 22xxv 
 

Figure 23
 

 

xxv Note that in Figure 22, as in all analyses by social grade (including the modelling analyses), social grades ‘A’ 
and ‘B’ were combined into one category. This was because of the very small number of respondents classified as 
social grade ‘A’.
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Figure 24

Figure 25
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These results are confirmed by multivariate linear regression analyses. Adjusting for differences 
in the characteristics of the samples (e.g. age, gender, deprivation, social grade, educational 
attainment, employment status), residents of Liverpool were associated with a mean SoC 
score of 5.0 lower than residents of Glasgow, with the adjusted mean score of the Manchester 
sample being 8.1 lower than that of Glasgowxxvi. Significant differences between the cities were 
also seen in the modelling of the comprehensibility, manageability, and meaningfulness scores. 
The modelling results are shown in full in Appendix B.

Among the Glasgow sample, the factors associated with a lower SoC were similar to those 
in the modelling of the data across all three cities and included: employment status (i.e. not 
working compared with those who were employed), social class (the same social gradient 
evident as seen in Figure 22 above), living in a deprived area, and self-assessed health (those 
with ‘fair’ or ‘bad or very bad’ health status had significantly lower SoC than those with ‘good or 
very good’ health).

Comparisons with other data

As stated in the Methods section, it is difficult, and potentially misleading and unhelpful, 
to compare SoC scores (and indeed, other measures) between different surveys, given the 
different population characteristics, socioeconomic conditions, sampling methodologies, 
sample sizes and response rates that may apply. This report does not, therefore, seek to 
undertake any comprehensive review of, or comparison between, different studies. That said, it 
is clearly also important to be aware of general ranges and variation in such scores to provide a 
sense of reassurance that the measures reported here are not in some way unreliable.

A series of systematic reviews of the SoC scale was undertaken by Eriksson and Lindström 
between 2005 and 200769,70,72. From 127 studies published between 1992 and 2003, the 
mean score for the 13-item SoC scale (SOC-13) ranged from 35.4 to 77.6. Very low scores 
were obtained from particular sub-groups of populations, for example 35.4 from a group of 
Norwegian substance abusers90, 53.3 for unemployed schizophrenics in Sweden91 and 59.9 
for American single parents of disabled children92. There have been relatively few studies of the 
general population, and of those, many were small in size, and the scores range considerably: 
for example, from 59.0 in the Canadian general population in 199993 to 70.8 in the Swedish 
population in 200294. It is difficult to assess, therefore, whether the scores obtained in this 
study for residents of Glasgow (67.6), Liverpool (63.1) and Manchester (59.3) are high or 
low compared with other populations. That said, one recent study in Glasgow95 measured 
SoC among deprived and affluent groups in the city, and found fairly similar results: the SOC-
13 score was 59.6 for the deprived group and 70.3 for the affluent group, which are not 
significantly different from the scores of 61.9 (95% confidence interval: 59.9-63.4) and 72.2 
(69.9-74.4) for the lowest and highest socioeconomic groups in the Glasgow sample here.

xxvi Regression coefficients (B) (i.e. difference in mean value compared with reference category (Glasgow) after 
adjustment for other factors in the model): Liverpool -4.99, (95% confidence intervals -5.95,-4.03), p<0.0001; 
Manchester -8.10 (95% confidence intervals -9.06, -7.14), p<0.0001.
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Summary and conclusions

Based on these samples of the cities of Glasgow, Liverpool and Manchester, SoC is higher, not 
lower, in Glasgow. This is relevant to the specific hypothesis concerning SoC, as well as to the 
hypotheses around psychological outlook and ‘anomie’.
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5.4 Social capital

Background

The notion of ‘social capital’ and its importance to population health has been much discussed 
in recent years, particularly in the last two decades. However, it is not a new phenomenon, 
with some commentators having highlighted its origins in 19th century sociology96,97. That 
said, it is undoubtedly a concept that has been developed, and for which more evidence has 
been assembled, in recent times. It is also a theory that is complex: it has been defined in 
many different ways and by many different commentators97-100, albeit with most definitions 
overlapping to large degrees. Perhaps the most frequently used is that of Putnam100,101, who 
defines it as the ‘features of social organisation such as networks, norms, and social trust that 
facilitate co-ordination and co-operation for mutual benefit’, and most authors’ definitions of 
social capital appear to be based on four similar, key, notions: ‘social trust/reciprocity; collective 
efficacy; participation in voluntary organisations; social integration for mutual benefit’96,102.

Its complexity is seen in its different sub-concepts or dimensions (structural versus 
cognitive96,103-105) and its different types (bonding, bridging, vertical (linking) and horizontal). 
The structural dimension relates to the ‘externally observable aspects of social organisation’96 
(‘behavioural’ components such as participation, or the density of social networks), while the 
cognitive element relates more to issues such as trust106. Bonding social capital refers to 
social networks between homogeneous groups (e.g. people within the same community), while 
bridging refers to connections between heterogeneous groups100: virtually all the evidence of 
links between social capital and health relates to bonding capital96. Horizontal social capital 
refers to connections made between people or groups perceived as equals, while vertical 
or ‘linking’ social capital instead refers to unequal or hierarchical connections (for example 
between a community and formal local government organisation or structure)107.

Although by no means exempt from criticism (particularly relating to: how it is measured108-112; 
whether it is an individual or a collective (e.g. of a community) attribute96,97,113,114; and its 
potential negative effectsxxvii), there is, however, a considerable amount of convincing evidence 
of the beneficial impact of social capital on health and wellbeing. For example, evidence of 
significant associations between higher social capital and lower mortality have been shown in 
the USA116-119, post-communist Eastern Europe120-123, Finland124, Australia125, and Latin America 
and the Caribbean126, and a recent (2012) review of evidence concluded that ‘both individual 
social capital and area/workplace social capital had positive effects on health outcomes, 
regardless of study design, setting, follow-up period, or type of health outcome’127.

xxvii For example: negative aspects of bonding capital such as criminal gang activity among disenfranchised 
groups100 or negative peer effects for risky health behaviours among the young115, or exclusion of outsiders from 
closely controlled social networks97.
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To measure social capital in Glasgow, Liverpool and Manchester, we used an expanded version 
of the ONS (Office for National Statistics) core ‘Social Capital Harmonised Question Set’47. 
The ONS questions cover five topics relevant to the definitions and concepts discussed above: 
civic participation; social networks and social support; social participation; reciprocity and 
trust; as well as views of the local area. Closely linked to the concepts of social networks and 
participation, we additionally considered the notion of ‘religious social capital’. The latter has 
been confirmed as a ‘valid construct’128, and there is a considerable amount of evidence (albeit 
principally from the USA) of the beneficial impact of religious participation on health outcomes: 
a ‘meta-analytic’ review of the evidence in 2000 suggested that higher levels of religious 
attendance were associated with almost 30% lower all-cause mortality compared with those 
with lower levels of participation129. Other reviews have confirmed the association, and although 
they point to caveats associated with some of the studies, they show that the significantly 
lower mortality is not explained by potential confounders130,131. Studies have also shown that 
the association with lower mortality may be stronger in women129, while separate research has 
suggested an important role for religion in impacting specifically on suicide mortality132.

The mechanisms by which social capital, including religious social capital, may impact on 
health and wellbeing are outlined in the Discussion section of this report.

Given all the above, it has been hypothesised that social capital may be lower in Glasgow 
than in Liverpool and Manchester, thereby helping to explain the city’s higher mortality rates in 
comparison to the two English cities24.

Results

The results are grouped under the five headings of the ONS question set i.e.: views of the 
local area; civic participation; social networks and support; social participation; reciprocity and 
trust. However, as will become apparent, some questions are potentially relevant to more than 
one topic. Questions from the ‘political effects’ section of the questionnaire on perceptions 
of ability to influence local and national decisions, and perception and engagement with local 
and national government, are included within the heading of civic participation. Religious social 
capital is included within the section on social participation (although it is also relevant to 
the heading of social networks), while questions from Schwartz’s Human Values Scale48 are 
relevant to the cognitive social capital topic of reciprocity and trust and so are included under 
that heading.
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Views on the local area

Respondents were first asked about how long they have lived in the neighbourhood: clearly 
that may influence an individual’s opinion of the place in which they live. As Figure 26 shows, 
it is notable that a significantly higher percentage of the Manchester population had lived in 
the neighbourhood for less than six months and, correspondingly, significantly fewer had lived 
there for five years or more (see Appendix A). This difference is particularly marked among 
younger respondents, and is seen across all neighbourhood types (data not shown). Census 
data confirm that a higher level of population turnover is a characteristic of Manchester as a 
wholexxviii.
 
Figure 26
 

A series of questions were asked about potential neighbourhood problems. These were: people 
being drunk or rowdy; rubbish or litter lying around; vandalism and graffiti; people using or 
dealing drugs; racial or religious harassment; teenagers hanging around on the street; and 
troublesome neighbours. Figure 27 summarises the responses to these questions, suggesting 
a significantly more positive perception of the neighbourhood in these terms on the part of the 
Glasgow respondents compared with residents of the two English cities: 75% of the Glasgow 
sample did not describe any of these issues as being a ‘very big’ or ‘fairly big’ problem, 
compared with 58% and 60% of the Liverpool and Manchester samples respectively. 

xxviii In the three-city survey around twice as many Manchester respondents had lived in the area for less than six 
months compared with respondents in Glasgow and Liverpool. The 2001 Census showed that twice as many 
people had moved into Manchester in the previous year compared with the other two cities.



Exploring potential reasons for 

Glasgow’s ‘excess’ mortality
Results of a three-city survey of Glasgow, Liverpool and Manchester52

These differences are seen for both genders and across all age groups, and as Figure 28 
shows, they are also seen across all neighbourhood types: in all three cities, reported problems 
decreased in line with decreasing levels of area deprivation, but in every area type the 
percentage reporting no ‘very or fairly big’ problems was significantly higher in Glasgowxxix.

The statistical modelling confirms these differences: adjusting for all other factors in the model, 
respondents in Liverpool and Manchester were 2.3 and 2.1 times respectively more likely to 
report at least one ‘very big’ or ‘fairly big’ neighbourhood problem compared with respondents 
in Glasgowxxx.

Figure 27
  

xxix Note that the analyses of the individual questions by area deprivation highlighted a number of interesting 
differences between the same types of areas across the cities. For example, higher numbers of respondents in 
the most deprived areas (deprivation quintile 1) in Glasgow (24%) and Manchester (22%) reported people being 
‘drunk or rowdy’ as ‘fairly big’ or ‘very big’ problem compared with Liverpool (9%); however, this was not the 
case in the in the other deprivation quintiles. Similarly, rubbish/litter lying around, vandalism/graffiti and racial 
attacks/harassment were identified by higher numbers of Manchester respondents in the more deprived quintiles 
compared with Liverpool and Glasgow. These data are available on request.
xxx Odds ratios: Liverpool: 2.3 (95% confidence intervals 1.9, 2.7), p<0.0001; Manchester: 2.1 (95% confidence 
intervals 1.7, 2.5), p<0.0001.
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Figure 28
  

Civic participation

The survey data suggest there are relatively low levels of civic participation across all three 
cities (at least as defined by the questions used). Respondents were asked whether in the 
previous 12 months they had taken any action to solve a problem affecting people in their 
local area, with response options including: contacting the local media (radio/television station 
or newspaper); the local council (or similar organisation); or a local representative (councillor 
or MP); attending a public discussion meeting, tenants’/residents’ group, protest meeting 
or action group; and helping to organise a petition. As Figure 29 shows, only 4-5% of each 
sample said they had done this, with similarly small numbers recorded in most sub-categories 
(e.g. age, sex, social class). The statistical modelling confirmed there were no significant 
differences between the cities in this regard.
 



Exploring potential reasons for 

Glasgow’s ‘excess’ mortality
Results of a three-city survey of Glasgow, Liverpool and Manchester54

Figure 29

  
Relatively few respondents in each city said they felt able to influence decisions affecting their 
local area – 21% to 22% in each city ‘definitely agreeing’ or ‘tending to agree’ that they had 
any such influence – with even fewer believing they were able to influence decisions affecting 
their city or the UK as a whole. Analyses of these questions (included within the ‘political 
effects’ section of the questionnaire) are shown in Figure 30. Particularly few Manchester 
respondents felt they could influence city-level (14%) or UK-level (9.5%) decisions. A 
significantly higher percentage of the Glasgow sample (although still only 16%) felt able to 
influence decisions affecting the UK – the higher figure in Glasgow compared with Liverpool 
(11.5%) and Manchester (9.5%) possibly reflecting awareness of, including awareness of the 
potential impact of, the 2014 referendum on Scottish independence (although this is purely 
speculative). The statistical modelling generally confirmed the results shown in Figure 30: for 
example, after adjustment for all other factors, there were no significant differences between 
the cities in terms of perceptions of ability to influence local decisions, while Liverpool and 
Manchester respondents were significantly less likely than those in Glasgow to believe they 
could influence UK-level decisions. In all three models (local area, city and UK), the most 
important predictors were area deprivation (respondents from the most deprived areas being 
especially unlikely to believe they could influence decisions) and educational attainment 
(respondents educated to degree level were significantly more likely to feel they could influence 
decisions compared with those with no educational qualifications). Results of all the modelling 
analyses are presented in Appendix B.
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(Note that Glasgow respondents were also asked about their perceived ability to influence 
decisions affecting Scotland. The percentage ‘definitely agreeing’ or ‘tending to agree’ that 
they could influence decisions was, at just 18%, fairly similar to the percentages agreeing they 
could influence local, city or UK decisions).

Figure 30
  

Similarly, across all three cities there was a very negative perception of local and UK 
governments in terms of the extent to which they are seen to be helping individuals, supporting 
communities, and undermining respondents’ cities. For example, only 12-14% of respondents 
across the cities said they believed that the current UK government’s policies are helping them 
as individuals, and only 17%-26% said the same of their local council’s policies. These are 
discussed in more detail in the next section of the report (political effects).

Social networks and support

A number of questions were asked in relation to respondents’ frequency of contact with friends, 
relatives and neighbours. In relation to regular contact with neighbours (Figure 31), telephone 
contact with friends and relatives, and meeting up with relatives, results for the Glasgow 
sample were either similar to, or slightly more positive than, those for the two English samples. 
However, alongside those in Manchester, the Glasgow sample had slightly less frequent 
personal contact with friends than those in Liverpool (Figure 32), while social media contact 
with friends and relatives appeared less frequent in Glasgow compared with Liverpool and, 
especially, Manchester (Figure 33).
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Figure 31
  

Figure 32
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Figure 33

In terms of social support, respondents were asked how many people outside their home (e.g. 
friends, relatives and neighbours) they could ask for help in relation to: going to the shop for 
them if unwell; lending them some money for a few days; and giving advice and support in a 
crisis. Again probably reflecting the nature of the sample (in terms of having higher numbers of 
people who had been living in the area a relatively short time), significantly higher numbers of 
Manchester respondents reported that they had no one to ask for any of those kinds of help: 
16% compared with 7% and 4% respectively in the Glasgow and Liverpool samples (Figure 
34). This was true across all ages, both genders, and all area types (but especially for those 
living in the most deprived areas (Figure 35)). The statistical modelling analyses confirmed this: 
after adjustment for all other factors in the model, those in Manchester were twice as likely 
to have no one to turn to for help compared with those in Glasgow. In turn, however, Liverpool 
respondents were almost 40% less likely to have no one to turn to for help compared with 
those in Glasgowxxxi.
 

xxxi Among the Glasgow-only sample, the predictor (independent) variables significantly associated with likelihood 
of having no one to ask for help were: employment status (those who were unemployed, looking after home/
family, and in education/training were all more likely to have no one to ask for help compared with those who 
were in employment); limiting long-term illness (LLI) (those with a condition that limited them ‘a lot’ were almost 
three times more likely to say they had no one to turn to for help compared with those with no LLI); and length of 
residence in the city: those who were probably long-term residents were significantly less likely to have no one to 
turn to for help.



Exploring potential reasons for 

Glasgow’s ‘excess’ mortality
Results of a three-city survey of Glasgow, Liverpool and Manchester58

Figure 34
 

Figure 35
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Social participation

Volunteering is a commonly used measure of social participation in studies of social capital, 
and indeed was referred to above as one of the four key components of the concept. The ONS 
question used in the survey asked whether participants had given any ‘unpaid help to any 
groups, clubs or organisations’ in the previous 12 months, with a wide range of options that 
could be selected: raising or handling money/taking part in sponsored events; leading a group 
or being member of a committee; organising or helping to run an activity or event; visiting 
people; befriending or mentoring people; giving advice/information/counselling; secretarial, 
administrative or clerical work; providing transport/driving; representing; campaigning; or other 
practical help (e.g. helping out at school or a religious group).

Figure 36 shows that only 7% of Glasgow respondents said they had volunteered in the 
previous year: less than half the equivalent figures for those in Liverpool (17%) and Manchester 
(15%). This stark difference is seen for both genders (Figure 37), all age groups (Figure 38), 
and most social classes (Figure 39). With regard to the latter, it is potentially noteworthy that 
the greatest relative differences are seen between those of higher, rather than lower, social 
class (and the same is true in relation to analysis by area deprivation (data not shown)).

Figure 36
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Figure 37

  
Figure 38
  

 



61

Figure 39
  

The statistical modelling analyses confirms these results: controlling for all other factors in 
the model (age, sex, ethnicity, social class, area deprivation, employment status, educational 
attainment, marital status, health statusxxxii), Liverpool and Manchester respondents were 
2.6 and 2.5 times more likely to have volunteered in the previous 12 months than those 
in Glasgowxxxiii. Models based on the Glasgow-only sample showed that predictive factors in 
relation to likelihood of having volunteered were: gender (females were more likely to volunteer 
than males), social class (those in higher ‘social grades’ being significantly more likely than 
those in lower grades), and health status (those in good health being more likely to volunteer 
than those in poor health).

As explained, religious social capital is also relevant to the concept of social participation. 
However, a significant caveat applies to these analyses in that the survey question asked about 
religious affiliation rather than participationxxxiv. This is an important distinction as the benefits 
of religious social capital relate to active participation, and not everyone affiliating themselves 
with a particular religion will attend regular religious services: the notion of religion as a ‘badge’ 
rather than necessarily a belief has been highlighted by some authors133-136. 

xxxii Both self-assessed health and limiting long-term illness.
xxxiii Odds ratios: Liverpool: 2.6 (95% confidence intervals 2.0, 3.4), p<0.0001; Manchester: 2.5 (95% confidence 
intervals, 1.9, 3.3), p<0.0001.
xxxiv The survey used the same question as that used in the Scottish Census: ‘What religion, religious denomination 
or body do you belong to?’ (with a list of 12 possible answers provided).
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Nonetheless, in the context of social capital and its links to population health, it is still of 
potential interest that religious affiliation is significantly lower among the Glasgow sample 
compared with those in Liverpool and Manchester. Figure 40 shows that the percentage of the 
Glasgow respondents who stated they had no religious affiliation was 46.5%, compared with 
33% in Manchester and 28% in Liverpool. As with volunteering, this difference between the 
Glasgow and English samples was seen in analyses by age (where a clear gradient was visible 
across all three cities, but with the percentage of respondents with no affiliation in Glasgow 
higher in every group), gender, area deprivation and social class (Figures 41-44). The statistical 
modelling analysis confirms that after adjustment for other factors in the model, people in 
Liverpool and Manchester were 62% and 40% respectively less likely to state they had no 
religious affiliationxxxv. Among the Glasgow-only sample, the characteristics of the sample that 
were significantly associated with likelihood of having no religious affiliation were age, gender, 
social class, ethnicity (members of ethnic minority groups were much less likely to have no 
affiliation) and marital status (those who were married or in a civil partnership were also less 
likely to have no affiliation than those who were single).

Figure 40
  
 

xxxv Odds ratios: Liverpool: 0.38 (95% confidence intervals 0.31, 0.46), p<0.0001; Manchester: 0.60 (95% 
confidence intervals 0.5, 0.72), p<0.0001.
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Figure 41

  
Figure 42
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Figure 43
  

Figure 44
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Reciprocity and trust

The fifth and final section compares the notions of reciprocity and trust, using a number of 
different survey questions.

In relation to reciprocity – but also relevant to the more general heading of views on the local 
area – respondents were asked to describe their neighbourhood in terms of whether it was 
a place where ‘people do things together and try to help each other’ or instead whether it 
was one in which ‘people mostly go their own way’. There were no significant differences 
between the cities in terms of the numbers of respondents selecting the latter category, with 
between 26% and 29% believing this to be the case (Figure 45), and this is confirmed by 
the statistical modelling analyses. However, a significantly higher percentage of the Liverpool 
(30%) sample believed their neighbourhood to be one with high levels of reciprocity (i.e. where 
‘people do things together and try to help each other’) compared with the Glasgow sample 
(22%), which in turn was significantly higher than the figure for Manchester (16%) (Figure 
46). These differences between the cities were again confirmed by the statistical models: 
compared with those in Glasgow, and adjusting for the various characteristics of the samples, 
those in Liverpool were 56% more likely to assess their neighbourhood in these terms, while 
Manchester respondents were 31% less likely to do soxxxvi. This perception varied by age and 
gender (older and female respondents were more likely than younger and male respondents 
to describe their neighbourhood in terms of this measure of reciprocity), with the modelling 
analyses showing that this positive view was also shared by those living in the less, rather than 
more, deprived areas, those who were a member of a minority ethnic group and those who 
were likely to have lived in their city for a long time.

 

xxxvi Odds ratios: Liverpool 1.56 (95% confidence intervals 1.29, 1.88), p<0.0001; Manchester 0.69 (95% 
confidence intervals 0.56, 0.86), p<0.01.
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Figure 45
 

Figure 46
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Participants were also asked to what extent they agreed with the statement that people in their 
neighbourhood ‘do not share the same values’. As Figure 47 shows, a minority of respondents 
in each city thought this to be the case: 26%-32% of the three samples agreed ‘very’ or 
‘fairly strongly’ with this statement, and the statistical modelling confirmed that there were no 
significant differences between the cities in this regard (after adjustment for other factors).

Figure 47

Reciprocity was also assessed by a question which asked how likely it would be that a lost 
wallet or purse (containing their address details) would be returned intact. As Figure 48 
shows, the percentage of respondents believing that this would be a ‘very likely’ or ‘quite likely’ 
outcome was significantly lower in Glasgow (27%) compared with Liverpool (40%), although 
similar to the figure for Manchester (29%). Similar patterns were seen in the analyses by 
gender, age, and area type, with gradients evident in the latter two analyses (i.e. the numbers 
agreeing increasing with age, and in less deprived compared with more deprived areas). The 
modelling analyses confirmed that, adjusting for all other factors in the model, respondents 
in Liverpool were 73% more likely to agree than respondents in Glasgow that a wallet/purse 
would be returned intact (with no significant differences between Glasgow and Manchester 
participants).
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Figure 48

Respondents were also asked about whether they ever exchanged ‘small favours’ (such 
as leaving a key to let in a repair man, feeding pets or picking up items from a local shop) 
with those who lived near them. As with the question on the return of a lost wallet or purse, 
reciprocity in these terms was lower in Glasgow compared with Liverpool, but not compared 
with Manchester. As Figure 49 shows, 47% of respondents in Glasgow said they exchanged 
such favours with neighbours compared with 64% in Liverpool and 42% in Liverpool. In 
addition, Figure 50 shows that among those who reported exchanging favours, the average 
number of people with whom they did so was, on average, higher in Liverpool (mean = 2.9) 
than in Glasgow (2.3) and Manchester (2.1).
 



69

Figure 49
  

Figure 50

Aspects of reciprocity are included within the ‘benevolence’ value of Schwartz’s Human Values 
Scale described earlier. In this context, benevolence is based on two statements, in relation 
to which respondents are asked to rate the extent to which they are similar to the person 
described. 
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The statements (using here, as elsewhere in the report, the male version of the questionxxxvii) 
are: It is important to him to be loyal to his friends. He wants to devote himself to people close 
to him; and It’s very important to him to help the people around him. He wants to care for 
their wellbeing. Figure 51 shows that, as defined in these terms (and echoing the results from 
some of the other reciprocity-related measures), benevolence among the Glasgow sample was 
significantly lower than among those in Liverpool, but higher than among those in Manchester, 
differences that were also apparent in comparisons of sub-groups of the samples (age, gender, 
area type and so on)xxxviii. These city differences were confirmed by the modelling analyses, 
which also showed that the factors that significantly predicted differences in the benevolence 
score included: gender (higher among females); age (benevolence rising in line with increasing 
age); social class (lower among those classed as ‘unemployed, on state benefits or ‘lowest 
grade workers’’); educational attainment (higher among those with degree level qualifications); 
and employment status (higher scores being associated with those who were sick or disabled). 
Among the Glasgow-only sample, however, only age and limiting long-term illness (LLI) were 
significant predictors, with older age groups and those with an illness that limited their daily 
activities ‘a lot’ being associated with a higher average benevolence score than the youngest 
age group and those with no LLI respectively.

Figure 51

xxxvii For simplicity, the ‘male’ versions of the statements are shown here. Female respondents were obviously 
presented with a female version of the statements. The full questionnaire is included within Appendix E.
xxxviii Note that in Figure 51, as in all the analyses of Human Values Scale scores, the scores have been adjusted 
to allow for scale use differences by individuals and groups. This follows the guidance of the European Social 
Survey137, and of Shalom Schwartz himself, the author of the Human Values Scale138. Scores are also reverse-
coded to aid interpretation: as Appendix E (full questionnaire) shows, options that can be selected by respondents 
for this scale range from 1 (‘very much like me’) to 6 (‘not at all like me’); scores are therefore reverse-coded so 
that the higher the score, the more associated with the value a participant’s answer is.
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There is an overlap, highlighted by some commentators139, between Schwartz’s value of 
benevolence and his value of universalism. The latter is discussed in more detail in Section 5.6 
regarding the hypothesis of ‘different human values’. However, it is worth pointing out here that 
analyses showed the value of universalism to be significantly less associated with the Glasgow 
sample than with those in Liverpool and Manchester, supporting further the evidence for 
differences between the cities on some aspects of social capital-related concepts.

There is an obvious overlap between the notion of reciprocity, as measured by questions such 
as that relating to the return of a wallet, and the notion of trust. Two additional questions 
were asked specifically about trust. First, respondents were asked whether they believed that 
‘generally speaking’ most people can be trusted, or whether they believed that you can’t be 
too careful in dealing with people. Figure 52 shows that a significantly lower percentage of 
respondents in Glasgow (20.5%) compared with those in Liverpool (27%) and Manchester 
(25%) believed that most people could be trusted. The statistical modelling analyses confirmed 
the significant differences between the citiesxxxix, and the same differences were seen for both 
genders, in most age groups (especially the youngest) and in most area types (especially the 
least deprived)xl.

Figure 52
 

xxxix Respondents in Liverpool were 37% (1.37 (1.14-1.66), p<0.01) more likely to state that ‘most people can 
be trusted’ compared with respondents in Glasgow; those in Manchester were 32% (1.32 (1.09-1.59), p<0.01) 
more likely.
xl In the Glasgow-only modelling, higher levels of trust were significantly associated with educational attainment 
(those with degree level qualification were more likely to state that most people could be trusted than those with 
no educational attainment) and with marital status (those who were married or in a civil partnership were much 
more likely to be classed as trusting in this regard than those who were single).
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The second question related to the more specific notion of trust in people in the 
neighbourhood. As Figure 53 shows, levels of such trust were again significantly lower in 
Glasgow (only 17% of respondents stated that ‘most people in their neighbourhood could be 
trusted’) compared with the two English cities (27% and 23% for Liverpool and Manchester 
respectively). These differences between the cities were also clearly evident from the modelling 
analyses, with the fully-adjusted analysis showing that Liverpool and Manchester respondents 
were, respectively, 71% and 45% more likely to believe that most people in the neighbourhood 
could be trustedxli. Figures 54 to 56 show that the differences between the cities were also true 
when analysed by gender, age and area type (with, again, the clearest differences evident in 
the least deprived quintiles).

Figure 53
 
 

xli Odds ratios Liverpool 1.71 (95% confidence intervals 1.4, 2.09), p<0.0001; Manchester 1.45 (95% 
confidence intervals 1.18, 1.78), p<0.001.
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Figure 54
  

Figure 55
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Figure 56
 

The Glasgow-only statistical modelling showed that factors associated with the likelihood of 
stating that people in their neighbourhood could be trusted included respondent social class 
(those in socioeconomic groups D/E were less likely to report trust than those in A and B) and 
employment status (those in employment/training and looking after home and family, were less 
likely to report such trust).

Note that some additional questions on trust are included in the next section of the report 
(which considers the ‘political effects’ hypothesis). However, as they relate to trust in the 
1980s rather than the present day, they are considered within that section rather than this.

Comparisons with other data

As stated earlier, social capital has not previously been measured comparably across these 
three cities. More generally, there is very little available data for elsewhere in the UK with which 
the results of our data analyses can be compared. In relation to views on the local area, 
the Scottish Household Survey (SHoS)140 includes a number of relevant questions; however, 
they are worded quite differently and not, therefore, comparable. They ask about whether 
or not issues (such as graffiti) are ‘common’ rather than (as the ONS questions put it) being 
‘problems’, which represents a different perception. Some of the same ONS questions are 
included in the Health Survey for England141: however, city-level measures cannot be obtained 
from that survey. Similarly, in relation to civic participation, there are no other data that 
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offer meaningful comparisons for any of the three cities. The NHS Greater Glasgow Health & 
Wellbeing (GGHWB) Survey142 used to ask a question about whether participants had taken 
any action to solve a local problem: however, the question related to the previous three years, 
rather than (in the case of the ONS question used here) the previous 12 months. Nonetheless, 
the GGHWB data do at least confirm the general low levels of participation in the city: for 
example data from the 2002 survey show that for the wider Greater Glasgow area (rather than 
City of Glasgow local authority area) and over a three year period, only 11% of respondents 
said they had taken any such action143. There are no directly comparable measures of social 
networks and support for the three cities, and the same is generally true of measures of 
social participation: the SHoS does include a detailed question on volunteering, but it 
includes a much broader set of categories from which to choose from compared with the ONS 
question. As a result, analyses of SHoS data for Glasgow show a higher total percentage of 
volunteers than that recorded in this three-city survey. However, it seems likely that had that 
broader set of categories been used for this (three-city) survey, the same relative differences 
would have resulted. Indeed, SHoS data for 2008 show volunteering rates for Glasgow to 
be significantly lower than those of the other main Scottish cities144. Comparative data on 
religious affiliation are, however, available from the census and they confirm the significantly 
lower rates of affiliation in Glasgow compared with the two English citiesxlii. Finally, in relation 
to reciprocity and trust, the same question on the likelihood of the return of a lost wallet or 
purse is included within the General Lifestyle Survey. This cannot provide city-level data, but 
comparisons between those national data and the three-city survey suggests that reciprocity 
(as measured by this question) is likely to be much lower in all three cities than across Great 
Britain as a whole given that there is a deprivation gradient associated with these kind of 
measures and Glasgow, Liverpool and Manchester are the three most deprived cities in the 
UKxliii. Similarly, the British Social Attitudes Survey (BSAS)64 asks the same ONS question about 
whether people in general can be trusted, and again comparisons between this data source 
and the three-city survey suggest levels of trust are low in the three cities compared with the 
rest of great Britain (as, again, would be expected)xliv.

xlii In 2001, the percentage of the adult population in the three cities with no religious affiliation was 22% 
(Glasgow), 9.5% (Liverpool) and 16% (Manchester). These figures are clearly much lower than those reported in 
the three-city survey: however, they will have increased considerably between 2001 and 2011. The 2011 Census 
(limited data for which are available at the time of writing for Liverpool and Manchester, but not Glasgow) report 
figures of 18% of all residents in Liverpool, and 25% for Manchester. It is likely that the figures for adults aged 
16+ are similar.
xliii As highlighted above, the percentages of respondents believing it was quite/very likely that their lost wallet/purse 
would be returned intact were 27%, 40% and 29% in Glasgow, Liverpool and Manchester. In the 2004/5 General 
Lifestyle Survey the equivalent figure for Great Britain was 67%.
xliv The 2010 BSAS suggested 45% of people across Britain thought ‘most people could be trusted’ compared with 
20.5%, 27.4% and 24.6% in Glasgow, Liverpool and Manchester in this three-city survey. However, that particular 
BSAS question was only asked of less than 1,100 people across the whole of Great Britain, and this small sample 
size again highlights the danger of making comparisons between different surveys. The question was also asked in 
the 2009 Scottish Social Attitudes Survey, and again the national (Scottish) figure was considerably higher than 
that obtained for Glasgow in the three-city survey, with 45% of men and 58% of women saying that ‘most people 
can be trusted’. However, analysis by area deprivation showed that the figures ranged from 65% in the least 
deprived fifth of the Scottish population to 31% in the most deprived145. The 2009 SSAS had a sample size of less 
than 1,500146.
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More generally, other analyses of English survey data have suggested that Liverpool exhibits 
higher levels of some aspects of social capital that might be expected given its socioeconomic 
profile147. This appears to be reinforced by some of the results presented within this section of 
the report.

Summary and conclusions

The data collected within the three-city survey suggest that there are some significant 
differences between the cities in relation to some (but not all) aspects of social capital. While 
the profile of the Glasgow respondents was either favourable in comparison with, or similar to, 
the English cities in relation to issues such as views on the neighbourhood, civic participation 
(albeit very low levels were recorded across all three cities) and social networks and support, it 
appeared to have significantly lower levels of social participation (in terms of volunteering, and 
a proxy for religious attendance) and trust compared with both Liverpool and Manchester, and 
lower levels of reciprocity, compared with Liverpool alone.

The significance of these results is considered in the Discussion section of the report.
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5.5 Political effects

Background

The impact of neoliberal policies on the health of populations – in terms of the direct effects 
of, for example, unemployment148-150, welfare reform151, and low income152,153, the widening of 
inequalities in health driven by widening of inequalities in income154,155, and the ‘psychosocial’ 
effects on adversely affected groups156,157 (related to loss of status, disempowerment, low 
self-esteem, isolation and so on) – have been discussed elsewhere158. It has been argued 
that the adoption of neoliberal policies in the UK from 1979 onwards (under the Conservative 
governments of Thatcher, and then Major) had a particularly negative effect of the health of 
Glasgow’s population, much more so than was the case in other UK post-industrial cities such 
as Liverpool and Manchester25,158. This, it is argued, is because Glasgow was more vulnerable 
to the effects of neoliberalism for a number of reasons.

First, Glasgow was more vulnerable to the damaging effects of the Thatcher government’s 
housing policy, which was seen as part of a broader attack on ‘municipal socialism’. This saw 
the best council housing sold at discounted prices to better-off tenants, while the remaining 
stock, deprived of resources for repairs and improvements, and with rapidly increasing rents, 
was left for poorer (and increasingly stigmatised) tenants, increasingly dependent, in a context 
of mass unemployment, on housing benefit. Glasgow had much higher levels of council 
housing than comparable English cities, much of it by 1979 of an age and quality which meant 
that it already desperately required investment, and much of it already housing a very deprived 
population158.

Second, West Central Scotland, and Glasgow in particular, was particularly affected by the 
sense of political alienation and disempowerment that was common to all UK deindustrialising 
cities at the time, where voters were typically hostile to neoliberal Conservatism. This was 
enhanced by the fact that local government in 1980s Glasgow proved, notwithstanding 
its Labour majority, both highly acquiescent to the policies of the post-1979 Conservative 
government, and also, in significant respects, quite willing to innovate in adapting neoliberal 
policy measures to its own particular circumstances159: in this respect it was quite different 
to local government in Liverpool and Manchester – particularly the former – where there was 
greater resistance to central government. It is argued that such resistance might reasonably 
be expected to combat at least some of the damaging effects of political alienation and 
disempowerment on the communities adversely affected by policies which they had generally 
rejected at the polls.
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Third, it has been argued that as Glasgow was part of a nation which experienced a more 
general ‘democratic deficit’ in the 1980s and 1990s (i.e. in terms of Conservative polices 
being implemented in Scotland, a country whose electorate had overwhelmingly rejected them 
in elections), this generated a distinct reaction in terms of national political culture which might 
reasonably be expected to intensify the sense of political alienation and disempowerment in 
comparison to the English cities158.

It goes without saying, however, that asking survey participants in 2011 about the perceived 
effects of 1980s policies entails a number of potential difficulties. It is also the case that 
political effects may also be more recent (not least given the embracing of neoliberalism by UK 
governments after 1997), rather than solely embedded in the politics of 30 years ago. Thus, 
questions on perceptions of living in the UK in the 1980s were piloted carefully, and asked 
alongside additional questions on perceptions of current national and local governments, as 
well on respondents’ perceptions of their ability to influence change (the latter having been 
discussed in the previous section).

Results

Perceptions of, and engagement with, current local and national governments

Four sets of questions were asked in this section. One (respondents’ perceptions of whether 
they could influence decisions affecting their local area, city or country) was, as just 
mentioned, discussed in the previous section, given its direct relevance to the social capital 
hypothesis. The other three (also connected, to a degree, to aspects of the civic participation 
element of social capital) asked whether respondents thought local and national governments 
were: helping them through their policies and actions; doing things to support their local 
community; and undermining their city. Overall a very negative perception of both local and 
national governments was held by the majority of respondents of all three cities.

As mentioned briefly in section 5.4, only 12-14% of respondents across the three cities said 
they believed (‘agreed’ or ‘strongly agreed’) that the current UK government’s policies were 
helping them as individuals (Figure 57), and only 17%-26% said the same of their local 
council’s policies (Figure 58). In relation to the former, there was no difference between the 
cities, nor was there any evidence of a deprivation or social class gradient (i.e. across all 
deprivation groupings and social classes, only small minorities had a positive perception of the 
current UK government in this regard), and both these results (the lack of significant difference 
between the cities and absence of a social gradient) were confirmed by the statistical 
modelling analyses. 
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With regard to the latter (respondents’ perceptions of their council’s policies), Figure 58 shows 
that a greater percentage of the Liverpool sample (26%) thought positively of the local council 
than was the case in the other two cities (both 16%): this was true of most of the sub-city 
analyses (e.g. age, gender, deprivation quintile), and was also confirmed by the statistical 
modellingxlv.
 
Figure 57
 

xlv Residents of Liverpool were 81% more likely (odds ratio: 1.81 (95% confidence intervals 1.47, 2.22), 
p<0.0001) than those in Glasgow to say that the local council was helping them through their policies and 
actions (after adjustment for all other factors in the model). There was no significant difference between 
respondents in Glasgow and Manchester in this regard. Those in an ethnic minority group, those in education or 
training and the retired, and those who were married or in a civil partnership were also significantly more likely to 
have a positive perception of the council in these terms (compared with, respectively, those who were not in an 
ethnic minority group, those who were employed and those who were single), while those in socioeconomic group 
‘E’ (on state benefit/unemployed/lowest grade workers) were significantly less likely to state that the council was 
helping them through their policies and actions (compared with those in socioeconomic group ‘A’).
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Figure 58
 

Among Glasgow respondents only, a similar sized small minority (17%) agreed or strongly 
agreed that the Scottish government was helping them through its policies and actions 
(Appendix A).

A very similar picture emerged from the analysis of the questions regarding whether national 
or local governments were ‘doing things to support my local community’. Again, relatively few 
respondents in each city agreed or strongly agreed that this was the case with regard to the UK 
government (11% to 14% of each sample, with the regression modelling confirming there was 
no significant differences between the cities). These data are shown in Figure 59. However, 
although again only a minority in each city thought the same in relation to their local council, 
the percentage figures were higher (and again higher still in Liverpool) than for the question 
about the UK government: 20% in Glasgow, 24% in Manchester and 34% in Liverpool (Figure 
60). The regression analyses showed that after adjusting for other factors in the model, these 
differences between the cities remained significantxlvi.

Sixteen percent of Scottish respondents agreed or strongly agreed that the Scottish 
government was supporting their local community in this way (Appendix A).

xlvi After adjustment, respondents in Manchester were 38% more likely to agree or strongly agree that their city 
council were doing things to support their local community compared with respondents in Glasgow (OR: 1.38 
(1.13-1.68), p<0.01), while respondents in Liverpool were 95% more likely than those in Glasgow (OR: 1.95 
(1.61-2.35), p<0.0001).
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Figure 59
 
 

Figure 60
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Finally, respondents were asked whether they agreed that local and national governments were 
‘undermining’ their city. Just under one third of respondents in Glasgow (30%) and Manchester 
(28%) agreed or strongly agreed that this was the case in relation to the UK government; 
however, the equivalent figure for Liverpool was, at 50%, significantly higher (Figure 61). The 
higher figure in Liverpool was also evident from the sub-group analyses, including analysis 
by deprivation quintile (Figure 62). Interestingly, a significantly higher percentage in Liverpool 
(compared with the other two cities) also believed that the local council was undermining 
the city (30% compared with 20% in Glasgow and 18% in Manchester (Figure 63), with the 
same true of most sub-sample analyses (especially among younger ages and in more deprived 
areas). This suggests a polarised view of Liverpool City Council among this particular sample. 
Note that both sets of city differences were confirmed as being significant in the regression 
modelling analyses.
 
Figure 61
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Figure 62
  

 

Figure 63

Figure 64 shows that around a quarter of Glasgow respondents agreed or strongly agreed that 
the Scottish government was undermining their city, compared with the (already-shown) figures 
of 30% for the UK government and 20% for the local council.
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Figure 64
  

Perceptions of living in the UK in the 1980s

Five topics were included under this heading:

 1. General perceptions of the 1980s (i.e. whether respondents felt hard done by; whether  
  at that time they felt optimistic about the future; whether the area in which they lived  
  ‘got worse’ in the 1980s; and whether, at that time, they felt they could ‘change  
  things’).
 2. Perception of the UK government in the 1980s in terms of support and care for  
  individuals, communities, and the UK as a whole.
 3. Perception of the local government in terms of standing up for the best interests of the  
  cities in that decade.
 4. Trust in 1980s local and UK governments and their representatives.
 5. Attendance at 1980s public demonstrations about government policies.

As stated in the Methods section of the report, these questions were only asked of those who 
had lived through the 1980s (defined as being aged at least 16 years by 1990), which reduced 
the sample size by almost 50%xlvii. The analyses were also limited to those resident in the same 
city in the 1980s as in 2011 – although in fact this represented the vast majority of each 

xlvii The unweighted sample size was reduced from 3,701 to 2,072 (44% reduction), and the weighted sample from 
3,697 to 1,726 (53% reduction).
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sample: respondents were asked where they had lived for ‘most of the 1980s’, and 81%, 85% 
and 89% of those living in Manchester, Glasgow and Liverpool respectively in 2011, and who 
had lived through the 1980s, said they were resident in the same city in that decade.

Respondents were also asked to describe the circumstances they experienced during the 
1980s, with options including: being unemployed; on sickness benefits; looking after family 
members; working in an industrial job; working in the public sector (e.g. for the council or a 
nationalised industry); working for a private company; on a job creation scheme; in and out 
of work; in education, training or an apprenticeshipxlviii. Overall there were no great differences 
between the profiles of the three samples, with the exceptions of ‘working for a private 
company’ (more common in Liverpool (31%) than Manchester (18%) and Glasgow (22%)), and 
the percentages who reported that they were unemployed or on sickness benefits (higher in 
Manchester). For the purposes of the modelling analysis, a summary version of these data was 
derived, grouping the answers within five broad headings as shown in Figure 65 below.

Figure 65

xlviii Respondents could select as many options as were applicable.
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General perceptions of the 1980s
A significantly greater percentage of the Glasgow sample (28%) agreed or strongly agreed that 
they had felt ‘hard done by’ compared with those in Manchester (20%), but not compared 
with those in Liverpool (24%) (Figure 66). This difference was confirmed as significant in the 
modelling analysis, which also showed this perception to be more common in all three cities 
among males compared with females, and among those who were unemployed, sick, or ‘in and 
out of work’ compared with other categories.
 
Figure 66

A significantly smaller percentage of respondents in Glasgow agreed or strongly agreed that 
they had ‘felt optimistic for the future’ in the 1980s compared with those in Liverpool and 
Manchester: 46% compared with 66% and 55% respectively (Figure 67). These differences 
were again confirmed as significant in the regression modelling analysis after adjustment 
for other factors in the model. The regression analyses also showed predictable significant 
associations e.g. those who had not been unemployed/sick/‘in and out of work’ in the 1980s 
were more likely to say they felt optimistic than those who had been, and those with degree 
level qualifications more likely to report optimistic feelings than those with no qualifications.
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Figure 67
 

The higher level of optimism among the Liverpool respondents is also reflected in Figure 
68, showing the percentage of each sample who agreed or strongly agreed that they ‘felt 
they could change things’ in the 1980s: 27% compared with 18% and 20% in Glasgow and 
Manchester respectively. Again, this difference was shown to be significant in the modelling, 
with the model again also showing the same significant association between levels of 
educational attainment and likelihood of reporting optimistic feelings (as also seen in the 
previous model).
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Figure 68

Just over a quarter of each city’s sample reported (agreed or strongly agreed) that the area 
in which they lived in the 1980s had deteriorated (‘got worse’), the figures ranging from 26% 
in Manchester to 32% in Liverpool (Figure 69). However, the modelling confirmed that these 
differences were not statistically significant. Predictably, those living in the least deprived areas, 
and those who had not been unemployed/sick/‘in and out of work’, were less likely to agree 
that this was the case.
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Figure 69

Perceptions of the UK government in the 1980s
Three questions were asked about respondents’ perceptions of the 1980s UK government, 
regarding the extent to which respondents agreed that: they ‘felt that the government did 
not support people like me’; they ‘felt the government cared about my local community’; and 
‘the government were working to make the country better’. Perhaps predictably, the general 
perception of the UK government at the time across all three samples was principally negative. 
Thus, 40% and 44% of respondents in Glasgow and Liverpool respectively agreed or strongly 
agreed that the UK government in the 1980s ‘did not support people like me’ (Figure 70), 
compared with just 24% and 25% respectively who disagreed or strongly disagreed. However, 
the percentage agreeing or strongly agreeing was, at 33%, lower in Manchester (and among 
that sample a similar number disagreed or strongly disagreed: 29%). Only 14%-18% of each 
city felt that the UK government cared about their local community at the time, with no 
significant differences evident between the cities (Figure 71), and only 20%-26% believed that 
the government was ‘working to make the country better’ (Figure 72) (again, no statistically 
significant differences between the cities were observed). These results were confirmed by the 
statistical modelling analyses.
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Figure 70
 

Figure 71
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Figure 72
 

Perception of local councils in the 1980s
Respondents were asked to what extent they agreed with the statement that their local 
council in the 1980s ‘stood up for the city’s best interests’. Between a quarter and a third 
of respondents in each city agreed or strongly agreed that this was the case (Figure 73), 
with similar numbers disagreeing or strongly disagreeing (data not shown). Reflecting results 
of some of the other analyses, the level of agreement was significantly higher in Liverpool 
compared with the other two cities, with that difference confirmed by the multivariate 
regression analyses: after adjustment for other factors in the model, Liverpool respondents 
were 37% more likely to agree or strongly agree that their local council stood up for their city’s 
best interests compared with Glasgow respondentsxlix. This more positive perception was also 
shared (across all three cities) by older compared with younger respondents, and by those with 
degree level qualifications compared with those with none.

 

xlix Odds ratio: 1.37 (95% confidence intervals 1.07, 1.75), p<0.05.
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Figure 73
 

Trust in 1980s governments and their representatives
Respondents were asked about the extent to which they thought that, in the 1980s, they were 
able to trust: their local city council; their local MP; and the UK government. Again it is perhaps 
no great surprise that, overall, very low levels of trust emerged from all three samples. Over half 
of each sample reported that they thought they could trust their local council ‘not very much’ 
or ‘not at all’ (Figure 74), with only around 30% in each city reporting the opposite (that they 
could trust the council ‘a lot’ or ‘a fair amount’) (Appendix A); very similar numbers in each 
sample said they could not trust their local MP in the 1980s (Figure 75), while between 65% 
and 70% of the three sets of respondents reported a similar lack of trust in the UK government 
of the time (Figure 76). In all three cases, there were no significant differences between the 
cities, and the results were confirmed by the modelling analyses.
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Figure 74
 

Figure 75
 

 



Exploring potential reasons for 

Glasgow’s ‘excess’ mortality
Results of a three-city survey of Glasgow, Liverpool and Manchester94

Figure 76
 

Attendance at public demonstrations about government policies
Respondents were asked whether or not in the 1980s they attended any public demonstrations 
about government policies (with demonstrations defined as ‘public rallies, meetings, strike 
actions or other similar events’).

Across the whole three-city sample, around 9% of respondents who had lived through 
the 1980s reported that they had attended demonstrations of this type. Figure 77 shows 
that a significantly higher percentage of Liverpool respondents reported having attended 
demonstrations compared with the other two cities (14% compared with 5% in the other 
two cities), and Figures 78 and 79 show that this was true of most age groups and social 
classes. Again, this difference between the cities is confirmed by the modelling analyses, with 
Liverpool respondents almost three times more likelyl to report that that they had attended a 
demonstration in the 1980s, after adjustment for other factors in the model. Those analyses 
also show that those currently in social grade C1 (supervisory, clerical and junior managerial, 
administrative or professional), C2 (skilled manual workers), D (semi and unskilled manual 
workers) and E (on state benefits/unemployed/lowest grade workers) were less likely to 
state that they had attended a demonstration than those in groups A (high managerial, 
administrative or professional) and B (intermediate managerial, administrative or professional); 
similarly, those currently with degree level qualifications were three times more likely than those 
without qualifications to have attended such an event. These findings may reflect involvement 
in student demonstrations in the 1980s.

l Odds ratio: 2.88 (95% confidence intervals 1.88, 4.43), p<0.0001.
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An obvious caveat regarding this analysis (and others of the 1980s sub-sample) is that social 
class (shown in Figure 79, and used in the modelling alongside other socioeconomic factors 
such as area deprivation and educational attainment) relates to respondents’ current situation, 
rather than that of the 1980s.

Figure 77
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Figure 78
  

Figure 79
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Comparisons with other data

There are no other data with which we can make direct comparisons with these ‘political’ data 
collected in the three-city survey. The most relevant, potentially, are those collected within 
the Scottish Social Attitudes Survey (SSAS) and the British Social Attitudes Survey (BSAS), 
waves of both of which have included questions on trust in government. However, those 
questions relate to current government, whereas the trust-specific questions in the three-city 
survey concerned government in the 1980s. Moreover, the SSAS has a sample size of around 
1,500160,li across all Scotland, rather than just Glasgow; similarly the BSAS covers all of Great 
Britain, and the relatively small sample size (3,300 in 2011, with a response rate of 54%64) 
means that no city-specific data can be extracted for analysis.

That said, data from the most recent SSAS seems to confirm the negative perception of the UK 
government on the part of the majority of Scottish-based respondents. For example, the 2011 
survey161 showed that only 18% of respondents trusted the UK Government to act in Scotland’s 
best interests ‘just about always’ or ‘most of the time’. However, this contrasts sharply with a 
much higher percentage of respondents who said they could trust the Scottish government 
(rather than the UK government) in this way: 71%. Similarly only 18% of respondents in the 
2011 SSAS thought they could trust the UK government ‘a great deal’ or ’quite a lot’ to make 
fair decisions, while 46% thought the same in relation to the Scottish government.

However, low levels of trust in the UK government are not confined to Scottish-based 
respondents. The 2011 BSAS showed that only 20% of respondents across Great Britain 
reported that they trusted the UK government ‘just about always’ or ‘most of the time’.

Summary and conclusions

The analyses in this section have been presented under two principal headings. First, in terms 
of perceptions of, and engagement with, current local and national governments, an overall 
picture of negative perception and low levels of engagement emerged:

 • Across all three cities, relatively few respondents believed that either the UK government  
  or their local city council was helping them as individuals or supporting their  
  communities; a positive perception of the city council was, however, more common 
  among Liverpool respondents.
 • More people within the Liverpool sample, compared with the other two samples,  
  believed that both the current UK government, and their local city council, were  
  ‘undermining’ their city: this suggests a polarised perception of local government within  
  the Liverpool sample.
 • As already discussed within the ‘social capital’ section (section 5.4), relatively few  
  people in each city thought they could influence decisions affecting their  
  neighbourhood, city or the UK.

li Average annual sample size 1999-2009.
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Second, perceptions of living in the UK in the 1980s were generally fairly negative, although 
some city differences did again emerge:

 • Overall, the Glasgow sample was associated with a more negative general perception of  
  the 1980s than the two English sets of respondents: levels of optimism were lower  
  (especially compared with Liverpool respondents); a higher percentage of the Glasgow  
  sample stated they ‘felt hard done by’ (significantly higher compared with the  
  Manchester sample); and a significantly lower percentage (compared with Liverpool  
  respondents) ‘felt they could change things’. However, on the question of area  
  deterioration there was less difference between the cities, with over a quarter of  
  respondents in each having stated that their local area deteriorated (‘got worse’) in the  
  1980s.
 • Very few respondents from all three cities had positive perceptions of the 1980s UK  
  governments; between a quarter and a third of respondents across the cities had a  
  positive perception of their local council at this time (although higher figures were again  
  evident among the Liverpool sample).
 • In a similar vein, very low levels of trust of the local council, the local MP and the UK  
  government in the 1980s were evident in all three cities.
 • Possibly in accordance with the higher levels of social participation evident in the  
  Liverpool sample in the social capital analyses, Liverpool respondents seem to  
  have been more overtly politicised in terms of having attended more anti-government  
  demonstrations in the 1980s (and having stronger views on the UK government  
  generally).

Overall, some evidence of more negative general perceptions of the 1980s emerged from 
the Glasgow sample and, alongside that of Manchester, the Scottish sample reported much 
lower levels of popular political mobilisation against central government in that decade 
compared with those in Liverpool. On the other hand, these findings sit alongside other results 
showing few clear differences between the cities in terms of attitudes to, and engagement 
with, current and historical government structures. However, whether the questions included 
within the survey would realistically be expected to provide the basis on which this hypothesis 
could adequately be assessed – or indeed whether any such survey questions could, in and 
of themselves, allow for that – is clearly quite doubtful. Furthermore, an obvious caveat is 
that analysis of – for example – perceptions of optimism across three cities in the 1980s, 
recorded in 2011, is fraught with difficulty in terms of accurate recollection, measurement, 
interpretation, comparison and all the rest. These results will be considered further in the 
Discussion section of the report.
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5.6 Different individual values

As outlined in Section 3 (hypotheses under investigation), it has been hypothesised that 
different individual values among Glasgow’s population might influence health behaviour and 
lifestyle choices, ultimately impacting on outcomes such as morbidity and mortality.

Data relating to five types of individual values are presented here, all of which overlap to 
a degree. These are: psychological outlook (itself incorporating optimism, achievement, 
meaningfulness of life, and self-efficacy); hedonism; time and risk preferences; individualism; 
and materialism.

Psychological outlook – optimism

Background

A number of studies have highlighted the health benefits of an optimistic outlook162-165 
and, more generally, of ‘positive psychological wellbeing’166,167. For example, a 2012 
review suggested that such a positive psychological outlook “protects consistently against 
cardiovascular disease (CVD), independently of traditional risk factors... [being] positively 
associated with restorative health behaviours… and inversely associated with deteriorative 
health behaviours”168. In the same review, optimism in particular was highlighted as a factor in 
reducing risk of CVD, and a separate ‘meta-analytic’ review in 2009 of optimism and physical 
health (including studies of mortality, CVD, cancer outcomes and immune function) concluded 
that “optimism is a significant predictor of positive physical health outcomes”169.

There are different ways of measuring optimism, and different survey scales have been 
developed. However, the most commonly used169 is probably the Life Orientation Test, or 
its shorter, revised version, the Life Orientation Test (Revised) (LOT-R)54. Both have been 
independently assessed as good measures of optimism, the shorter, revised version especially 
so54,170-172, having been described as a “highly reliable and valid measure of generalised 
optimism” and ”the best measure of optimism”170. Although there have been criticisms, for 
example in relation to it being a general, ‘context-free’ measure (whereas context-specific 
measures may be more appropriate in some settings)170,173, and in terms of whether it captures 
just one dimension of psychological outlook (optimism alone) or two dimensions (optimism 
and its opposite, pessimism174, its advantages have generally been perceived to outweigh its 
disadvantages (and in relation to the latter criticism, studies in 2006 and 2012 concluded that 
the LOT-R accurately captures both dimensions, optimism and pessimism175,176).

Consequently, therefore, the LOT-R was used to measure optimism in the three-city survey. 
The question we sought to ask was: is there any evidence of lower levels of optimism among 
Glasgow’s population which might have a negative effect on its health and wellbeing?
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Results

The LOT-R scale is made up of ten statements against which respondents’ level of agreement 
(from ‘strongly disagree’ to ‘strongly agree’) is recorded. However, of the ten statements, four 
are ‘dummy’ statements (or ‘fillers’) and are excluded from the overall score. The minimum 
score that can be calculated is 0 (representing extreme pessimism) and the maximum is 24 
(representing extreme optimism)lii.

Figures 80-83 show average LOT-R score by city alone (Figure 80), city and gender (Figure 
81), city and age group (Figure 82) and city and social grade (Figure 83). These show that at 
the city level, levels of optimism among Glasgow and Liverpool respondents were identical, 
and significantly higher than among respondents in Manchester. Generally the same pattern 
is evident among the samples’ sub-groups (age, gender and so on). An interesting u-shape 
distribution is evident in the analysis by age, echoing other analyses of optimism and other 
psychological aspects (e.g. happiness) across the life-course177. A clear social gradient can 
be seen in Figure 83. The statistical modelling analyses confirmed that the higher optimism 
score among the Glasgow and Liverpool samples compared with that in Manchester remained 
significant after adjustment for other factors in the modelliii. The modelling analyses also 
showed expected associations between levels of optimism and some of the independent 
(predictor) variables included in the models: for example, higher optimism among those living 
in less deprived areas (compared with those in the most deprived areas) and among those 
with higher educational qualifications (compared with those with none), and lower optimism 
among those of low social grade compared with those of highest, those not working (through 
unemployment, being sick, or looking after home and family) compared with those who were 
working, and those in poor health compared with those in good health (Appendix B). Similar 
associations were evident in the modelling analyses of the Glasgow-only sample (Appendix C).

lii The six statements included in the total LOT-R score are: in uncertain times, I usually expect the best; if 
something can go wrong for me it will; I’m always optimistic about my future; I hardly ever expect things to go my 
way; and I rarely count on good things happening to me; overall, I expect more good things to happen to me than 
bad. In calculating the total score for each question, a negatively-worded statement (e.g. if something can go 
wrong for me it will) was reverse-coded (i.e. strongly agree coded as 0 rather than 4).
liii The Manchester sample was associated with a score of 0.76 lower than the fully adjusted mean score for the 
Glasgow sample (regression coefficient: -0.76 (95% confidence intervals -1.01, -0.51), p<0.0001); the mean 
score for the Liverpool sample was not statistically different to that of Glasgow’s sample.
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Figure 80
 

Figure 81
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Figure 82
 

Figure 83

 
Psychological outlook – achievement

It has been hypothesised that Glasgow’s population may be characterised by lower levels 
of aspiration than in Liverpool and Manchester. One of Schwartz’s ten human values that 
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is particularly relevant to this theory is achievement. The achievement value is derived from 
two statements (with respondents rating the extent to which they believed themselves to be 
similar to the person describedliv): It’s important to him to show his abilities. He wants people 
to admire what he does; and Being very successful is important to him. He hopes people will 
recognise his achievements.

Figure 84 shows the adjustedlv achievement score for each city, where a higher score 
represents greater association of the value with respondents. This suggests achievement is 
significantly more associated with the Glasgow sample than the Liverpool sample, although 
probably not when compared with the Manchester sample. However, the regression modelling 
analyses showed that, after adjustment for other factors, the Glasgow score was significantly 
higher than that of Manchesterlvi. The modelling also showed that those in the samples who 
identified less with the value of achievement were: the older compared with the younger (an 
age gradient is evident); females compared with males; lower social classes compared with 
higher; and those not working through sickness/disability, retirement and looking after home/
family compared with those who were working.

Figure 84
 

liv As before (and elsewhere in the report), and for simplicity, the ‘male’ versions of the statements are shown here. 
Female respondents were presented with a female version of the statements. As stated, the full questionnaire is 
included within Appendix E.
lv As already mentioned stated, all Human Values Scale scores are adjusted to allow for scale use differences 
by individuals. Also (as stated earlier), scores are also reverse-coded to aid interpretation: as Appendix E (full 
questionnaire) shows, options that can be selected by respondents for this scale range from 1 (‘very much 
like me’) to 6 (‘not at all like me’); scores are therefore reverse-coded so that the higher the score, the more 
associated with the value a participant’s answer is.
lvi Regression coefficients (B) (i.e. difference in mean value compared with reference category (Glasgow) after 
adjustment for other factors in the model): Liverpool -0.19 (95% confidence intervals -0.25, -0.13), p<0.0001; 
Manchester -0.13 (95% confidence intervals -0.19, -0.07), p<0.0001.
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Psychological outlook – meaningfulness of life

As already described in Section 5.3 and elsewhere, the meaningfulness component of 
Antonovsky’s Sense of Coherence (SoC) scale is entirely relevant to the hypothesis relating 
to psychological outlook. To feel that one’s life has meaning and purpose is a fundamental 
element of one’s overall outlook. As shown in Figure 25 in Section 5.3, the meaningfulness 
sub-scale of SoC is significantly higher, not lower, among Glasgow respondents than among 
those in Liverpool and Manchester.

Psychological outlook – self-efficacy

As stated earlier, self-efficacy (as measured by the Generalised Self-Efficacy (GSE) scale) has 
been defined as ‘the belief that one can perform a novel or difficult task, or cope with adversity 
– in various domains of human functioning’55: it links, therefore, to the notions of optimism 
(reflecting an ‘optimistic self-belief’55,170), aspirations, as well as another hypothesis discussed 
in the next section of the report, social mobility. As with the LOT-R measure of optimism, 
higher levels of self-efficacy have been shown to be significantly associated with positive 
health behaviours178 as well as better health-related outcomes179-181, while the scale itself has 
been deemed a ‘successful’, valid measure170. GSE is calculated from respondents’ levels 
of agreement with ten statements, with each response scored from 1 (‘not at all true’) to 4 
(‘exactly true’): the total score, therefore, can range from 10 (reflecting low self-efficacy) to 40 
(high self-efficacy)lvii.

Figures 85-88 show that, as was the case with optimism measured by the LOT-R scale, GSE 
scores for the Glasgow sample were very similar to those of the Liverpool sample, with both 
mean scores significantly higher than that of the Manchester respondents (although some 
exceptions apply: for example self-efficacy in those aged 65+ years was significantly higher 
in the Liverpool sample compared with both the Glasgow and Manchester samples). The 
statistical modelling again confirmed these differences at the city level after controlling for 
all other factors in the model. The model also showed significantly lower self-efficacy among: 
females; those classed as lower social grade compared with those of higher social grade (also 
clearly evident from Figure 88); those living in the most deprived compared with the least 
deprived areas; those not working (unemployed, sick, looking after home/family) compared with 
those employed; those with no educational qualifications; and those in poor health compared 
with those in good health (Appendix B)). Similar results were obtained from the regression 
analyses of the Glasgow-only sample (Appendix C).

lvii The statements are: I can always manage to solve difficult problems if I try hard enough; If someone opposes 
me, I can find means and ways to get what I want; It is easy for me to stick to my aims and accomplish my goals; 
I am confident that I could deal efficiently with unexpected events; Thanks to my resourcefulness, I know how to 
handle unforeseen situations; I can solve most problems if I invest the necessary effort; I can remain calm when 
facing difficulties because I can rely on my coping abilities; When I am confronted with a problem, I can usually 
find several solutions; If I am in a bind, I can usually think of something to do; No matter what comes my way, I’m 
usually able to handle it.



105

Figure 85
 

Figure 86
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Figure 87
 

Figure 88
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Hedonism

If Glaswegians were more hedonistic in nature (as has been hypothesised by some24), that 
would affect behavioural and lifestyle choices, potentially impacting on health outcomes.

Hedonism is one of the ten values in Schwartz’s scale, based on respondents identifying 
themselves (‘How much like you is this person?’) with these two descriptions: Having a good 
time is important to him. He likes to ‘spoil’ himself; and He seeks every chance he can to 
have fun. It is important to him to do things that give him pleasure. However, as Figure 89 
shows, and as was confirmed by the regression modelling analysis, there were no significant 
differences between the mean hedonism scores for the three samples.

Figure 89

As Figures 90 and 91 show, association with the hedonism value tended to differ by gender 
(more associated with males than females in Liverpool and Manchester, although not in 
Glasgow) and age (more associated with the young than the old). Figure 90 also shows 
hedonism to be significantly more associated with females in Glasgow than those in Liverpool. 
Overall, the age and gender differences were confirmed by the modelling analysis. The latter 
also showed lower levels of identification with hedonistic values among those in an ethnic 
minority group (compared with those who were not), those who were married/in a civil 
partnership compared with those who were single, those with a limiting long-term illness 
(compared with those without), and those with educational qualifications compared with those 
with none.
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Figure 90
 

Figure 91
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Time and risk ‘preferences’

This hypothesis draws on economic theory and is measured by means of a complex set 
of survey questions. Appendix D (written by colleagues at the University of Aberdeen who 
undertook the analyses) provides full details of the concept, the hypothesis, the manner in 
which it is measured and analysed, and a full set of results. Here we provide a very brief 
summary.

Time and risk preferences are key economic concepts which determine the ‘investment’ 
individuals are willing to make in their future health through, for example, adopting healthier 
lifestyles. Health enhancing behaviour choices usually involve short-term ‘costs’ (e.g. 
experiencing withdrawal symptoms when stopping smoking) in exchange for long-term benefits 
(being healthier, living longer). Time preferences, an indication of how ‘present’ or ‘future 
oriented’ an individual is, will therefore influence these behaviours. An individual with a very 
high time preference rate effectively acts as if tomorrow is not going to come. In addition, 
risk preferences also play an important role: individuals who are more risk-seeking are less 
sensitive to risk and therefore more likely to engage in risky health behaviours such as drug and 
alcohol use.

Time and risk preferences are known to vary substantially across individuals182. It was 
hypothesised that residents of Glasgow might have higher time preferences (being more 
‘present oriented’) and be more risk-seeking than those living in the two English cities.

To measure time preferences, a previously validated set of survey questions were used31,32: 
these presented the respondent with a series of ‘trade-offs’ between a number of days of 
ill-health that might be experienced, and when that period of ill-health would occur – thus, 
whether it was ‘least bad’ to be ill for a short period of time soon, or a longer period of time 
further away in time. For example: which scenario is least bad? Scenario A: you are ill for 20 
days in two years time; Scenario B: you are ill for 26 days in seven years time? Depending 
on the respondent’s answers, he or she was faced with between four and five such scenarios 
from which to choose, ranging from 13 days to 49 days of ill-health in scenario B for the main 
question. A time preference ‘rate’ was then calculated from the answers.

The results of the University of Aberdeen’s analyses showed that, overall, time preferences 
among the Glasgow sample were lower, not higher, compared with the two English samples 
(Figure 92). This finding remained true after adjustment of other factors in the model (Appendix 
D). This suggests it is unlikely that different time preferences in Glasgow influence health 
behaviours and therefore status compared with those found in Liverpool and Manchester.
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Figure 92
 

However, the extent to which this entirely disproves the theory is unclear, as despite it being 
a previously validated tool, there were concerns regarding the manner in which respondents 
completed, or understood, the questions. In answering the questions, a large number of the 
sample always chose the immediate option (Scenario A in the example above): over half of 
the Glasgow respondents followed this pattern of response. This was an unexpected result 
compared with previous studies and this possibly suggests that the ‘cognitively complex’ 
questions were not fully understood by some respondents. This suggestion is possibly 
supported by the fact that this kind of response was more likely to be given by those with low, 
rather than high, educational attainment. That said, however, the overall finding of lower time 
preferences in Glasgow was also shown for analysis of sub-samples of those with university 
level education. Further details are presented in Appendix D.

Risk preferences were measured by asking respondents to choose from a scale of 1 to 10, 
ranging from ‘unwilling to take risks’ to ‘fully prepared to take risks’. Analyses showed that 
likelihood of risk-taking was higher in Glasgow than in Liverpool (but not Manchester) (Figure 
93), with regression modelling undertaken by the University of Aberdeen confirming this 
difference remained after adjustment for other factors.
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Figure 93
 

Individualism

Are Glaswegians more individualistic than those in Liverpool and Manchester? The lower levels 
of volunteering (compared with both English cities) and benevolence (compared with Liverpool) 
described in Section 5.4 might suggest this is the case. If it is, it would be of potential 
relevance: it has been argued that in today’s society individualism impacts negatively on levels 
of social connectedness and support, “impacting on everything from citizenship and social 
trust, cohesion and engagement, to the intimacy of friendships and the quality of family life”183.

We can assess this further to some degree by examining the universalism value of Schwartz’s 
scale, as it can be argued that it represents the opposite of individualism. As already 
mentioned, some commentators have also highlighted the high correlation between the 
values of benevolence and universalism (suggesting they may be part of the same, wider, 
construct)139.

The universalism value is derived from three statements in Schwartz’s scale, with respondents 
assessing the extent to which they identify with this type of person: 1) He thinks it is important 
that every person in the world should be treated equally. He believes everyone should have 
equal opportunities in life; 2) It is important to him to listen to people who are different from 
him. Even when he disagrees with them, he still wants to understand them; and 3) He strongly 
believes that people should care for nature. Looking after the environment is important to him.
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Figure 94 shows that universalism, as defined by Schwartz’s concept, is significantly less 
associated with respondents in Glasgow than those in the other two cities (suggesting that 
individualism may be more prevalent among the Glasgow sample). This is confirmed by the 
statistical modelling analyses, which also show significant associations between universalism 
and: age (analysis by age is also presented in Figure 95 below), gender (more associated with 
females) and education (more associated with those with educational qualifications compared 
with those without).

Figure 94

 

Figure 95
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Appended to the ‘human values’ section of the questionnaire was an additional, single, 
question on individualism. This was not part of Schwartz’s original scale, and was not included 
in the analyses of Schwartz’s ten values. Respondents were asked to judge to what extent 
they were similar to this person: He believes that it’s everyone for themself. There was little 
difference between the cities in the numbers of respondents who said they felt this person 
was ‘like me’ or ‘very much like me’, the responses ranging from 23% in Liverpool to 25% 
in Glasgow. However, when the data were adjusted to control for patterns of response (as 
recommended for analysis of the Human Values Scale137,138), individualism was shown to 
be significantly more associated with the Glasgow sample than the Liverpool sample, but 
significantly less associated than with the Manchester sample (data not shown). Although this 
question was cognitively tested and piloted, it has not been previously validated as a measure 
of individualism and we should be cautious in drawing conclusions from the analysis.

Materialism

In the same way that it has been argued that individualism, as a feature of modern Western 
culture, has negative impacts on health and wellbeing, so too has materialism been highlighted 
as a related concept with similar negative health effects. Studies have pointed to significant 
associations between materialism and measures of life-dissatisfaction, depression, anxiety, and 
alienation183-185. It is relevant, therefore, to ask whether people living in Glasgow might be any 
more materialistic than those in Liverpool and Manchester.

The power value from Schwartz’s scale is derived from two statements (again, against which 
respondents grade their similarity to the person described). The first is: It is important to him to 
be rich. He wants to have a lot of money and expensive things. The second, however, is clearly 
less relevant to the concept of materialism: It is important to him to get respect from others. 
He wants people to do what he says.

Overall, the power value was shown to be significantly more associated with those in Glasgow 
and Manchester than those in Liverpool (Figure 96). Separate analysis of the first, more 
relevant, individual question produced a near-identical finding (data not shown). The modelling 
analysis confirmed that the lower score associated with the Liverpool sample compared with 
the Glasgow respondents was statistically significant, and remained so after adjustment for 
other factors in the modellviii. 

lviii Regression coefficients (B) (i.e. difference in mean value compared with reference category (Glasgow) after 
adjustment for other factors in the model): Liverpool -0.18 (95% confidence intervals -0.24, -0.13), p<0.0001; 
Manchester n/s. The modelling analysis also showed lower ‘power’ scores were associated with: females compared 
with males; people living in less deprived compared with the most deprived areas; respondents with educational 
qualifications compared with those with none; those ill/disabled or retired compared with those in employment; 
and older respondents compared with the youngest.



Exploring potential reasons for 

Glasgow’s ‘excess’ mortality
Results of a three-city survey of Glasgow, Liverpool and Manchester114

Figure 96

As with individualism, an extra (piloted but not validated) statement on materialism was 
appended to the Human Values Scale in the questionnaire (and again, not included in the 
analysis of the other questions in the scale). This asked respondents to judge how like or unlike 
they were to someone described as: He believes that people are judged on the possessions 
they own. The adjusted (for response pattern) analyses produced a similar result to that 
obtained from the analysis of the additional question on individualism i.e. a significantly higher 
association with the Glasgow sample compared with the Liverpool sample, but a significantly 
lower association compared with the Manchester sample (data not shown).

Comparisons with other data

Optimism – Life Orientation Test (Revised) (LOT-R)

To the authors’ knowledge, no directly relevant (e.g. population-level data for Scotland/England, 
or for the three cities) LOT-R data are available for comparison. However, LOT-R is a frequently 
used measure and in terms of wider context, some studies have shown similar, or slightly lower, 
levels of optimism compared with the three city samples (for example, a score of 14.3 among 
US college students), while others have shown slightly higher scores (for example, 15.1 among 
patients having just undergone bypass surgery). However, there are no data with which we 
can either verify the scores obtained in this survey, nor place them in the context of scores for 
other, more relevant, populations.
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Human Values Scale: achievement, hedonism, universalism, power

No city-level data are available for comparison. As stated, however, Schwartz’s scale is used 
within the European Social Survey (ESS), from which comparisons of scores with the UK and 
other countries are possible186. Comparisons of scores between Glasgow (from this survey) 
and the UK (from the ESS), suggest that the hedonism, achievement and power are more 
associated with the Glasgow sample than with the UK ESS sample, while universalism and 
benevolence (the latter presented in as part of the social capital analyses) appeared less 
associated with the Glasgow sample compared with the UK as a whole. Further comparisons 
can be made with other European countries, although with those data available only at country- 
(rather than city-) level, the relevance of such comparisons is questionable.

Self-efficacy – Generalised Self-Efficacy scale

As with LOT-R, although the Generalised Self-Efficacy (GSE) scale is a frequently used scale, 
there are no directly relevant studies from which comparisons could be made with the scores 
from this three-city survey. From other studies, mean scores ranged from around 27.3 from a 
study of Polish adults to 31.2 and 31.9 among French Canadian students and Russian adults 
respectively187 (the scores for Glasgow, Liverpool and Manchester were 30.4, 31.0 and 29.1 
respectively). However, many of these studies were very small, and for reasons already alluded 
to, it is problematic to make any direct comparisons between data collected in such studies 
and that presented in the three-city survey.

Time and risk preferences

Previous estimates of time and risk preferences are available for the UK population. The 
comparison of time preference rates is complicated by the fact that estimates are known to 
vary substantially across question formats and health outcomes188. Cairns and van der Pol31 
used the same health outcome in a UK population sample, but open-ended rather than closed-
ended questions were used. The mean rate in that 2000 study was 7.3% which is lower than 
the estimated rates in the three-city survey. However, it is difficult to draw any conclusions from 
this due to the different question formats used.

The first wave of the UK Understanding Society survey57 estimated risk preferences using the 
same question used in the current study. However, the response scale was slightly different 
(ranging from 0 to 10, rather than 1 to 10 in the three-city survey) making direct comparison 
difficult. However, the mean risk preference of 5.2 for the UK in the Understanding Society 
survey, although predictably lower, is still in line with the figures obtained here for the three 
cities.
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Summary and conclusions

This section has sought to assess whether, based on the data collected in the three-city survey, 
there appears to be any evidence for Glasgow’s population being characterised by having 
different individual values than those living in Liverpool and Manchester. Different measures 
were examined, many overlapping. For the majority, however, there appears to be no evidence 
to support this particular hypothesis.

In terms of ‘psychological outlook’, the following was noted:

 • Levels of optimism among the Glasgow respondents were not lower than among 
  respondents in the other two cities: the mean LOT-R score among the Glasgow sample  
  was very similar to that of the Liverpool sample, and higher than that of Manchester.
 • As measured by the ‘human value’ of achievement, aspirations were higher, not lower 
  in the Glasgow sample compared with the samples in Liverpool and Manchester.
 • Overlapping with the notions of aspiration and optimism, self-efficacy among 
  respondents from Glasgow was not lower compared with the two other samples: the  
  mean Generalised Self-Efficacy scores were similar in Glasgow and Liverpool, and higher  
  than that of the Manchester sample.
 • As already shown in Section 5.3, analysis of the meaningfulness component of 
  the Sense of Coherence scale (assessing respondents’ perceptions of the extent to  
  which their lives have meaning and purpose) showed this to be higher, not lower, among  
  Glasgow respondents compared with those in the English cities.

Highly related to the concept of psychological outlook, there was no evidence of a greater 
culture of hedonism among respondents from Glasgow.

Similarly, there was no evidence of present-orientated ‘time preferences’ (reflecting less 
‘investment’ in future health status) in Glasgow, albeit that the analyses were hindered by 
questions about the reliability of the data. However, there was some evidence that the Glasgow 
sample was more risk-seeking compared with those in Liverpool.

There was evidence of more individualism (or at least less universalism) among the Glasgow 
sample, a finding which reinforces some of the earlier results from the analyses of the social 
capital data.

Given the limitations of the data, it is probably unwise to speculate whether or not respondents 
in Glasgow were more materialistic.
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5.7 Social mobility

As outlined earlier in the report, some commentators have suggested Glasgow’s poorer health 
profile relative to Liverpool and Manchester may be influenced by low levels of social mobility 
among the city’s population. As health status in any population is socially patterned, limited 
movement up the social ‘ladder’ might result in a population exhibiting poorer health outcomes 
than where such mobility was more evident. Authors have claimed particular aspects of 
Scottish culture (low self-confidence, and ‘social control’) are potential impediments to social 
mobility35,36.

A detailed insight into social mobility could best be obtained from longitudinal analyses of 
occupation and social class across generations of the three cities’ populations. This survey 
does not provide the data by which such an analysis could be undertaken. However, it does 
allow us to tentatively explore some of the cultural and motivational issues related to the social 
mobility hypothesis.

Analyses of the Generalised Self-Efficacy (GSE) scale were presented in the previous section. In 
measuring control over adversity and over one’s environment, and the self-belief that one can 
succeed in undertaking tasks (no matter how difficult), the GSE scale would seem to effectively 
assess perceptions of such cultural impediments (low self-confidence, social control), as well 
as willingness to succeed. It has also been shown to capture aspects of ‘motivation’189, also 
crucial to the idea of social mobility.

As the previous section showed, there was no evidence of lower self-efficacy among the 
Glasgow sample compared with those in Liverpool and Manchester. Crucially for this 
hypothesis, this was true across all social classes.

Similarly, the value of achievement (also discussed in the previous section) is also relevant 
to this hypothesis – albeit that (as stated earlier, and discussed further in the final section 
of the report), this measure relates more to individuals’ desires to succeed, rather than the 
practical realities of whether they have the resources to do so. Figure 97 re-presents the city 
comparisons of this value, while Figure 98 shows analysis by deprivation quintile. The latter 
shows that the mean score for Glasgow respondents is higher in four out of five quintiles, 
although at this level and with this sample size, the differences are not always statistically 
significant. The one exception is the ‘most deprived’ quintile, although again there is no 
significant difference between the mean score for Glasgow compared with those of both 
Liverpool and Manchester. 
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Figure 97
 

Figure 98
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To further enhance our understanding of levels of self-confidence among the samples, 
respondents were asked about their self-esteemlix. Figure 99 shows that a higher percentage 
of respondents among the Glasgow sample (67%) agreed or strongly agreed that they had 
high levels of self-esteem than in the other two cities (63% and 53% respectively), with the 
regression modelling analysis confirming that these city-level differences were significant. Figure 
100 shows that there were even greater differences between the cities in terms of the sub-
sets of respondents who ‘strongly agreed’ they had self-esteem (differences again confirmed 
in multivariate regression analyses). Analysis by social class showed clear social patterning for 
Glasgow and Manchester, but not for Liverpool, while also showing that the greatest difference 
between Glasgow and the English cities in relation to those ‘strongly’ agreeing was in social 
grades A and B, with little significant differences in comparisons of other social classes (Figure 
101).

Figure 99
  
 

lix Note that – and as stated previously in the Methods section – for reasons of space, previously validated survey 
instruments to measure self-esteem (such as the Rosenberg scale) were not used in the questionnaire. The 
rather simple question used in its place, although piloted and tested, had not been previously validated. Caution, 
therefore, should be exercised in interpreting the results of these analyses.
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Figure 100
  

Figure 101
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Summary and conclusions

The available evidence suggests this is an unlikely hypothesis: however, it is clear that a 
considerable number of caveats apply to all the measures presented in terms of their ability to 
capture the reality of social mobility among a population, not least in the tension between the 
motivation and desire for social mobility, and the practical realities involved in achieving such 
aims. Similarly, the notion of self-esteem is open to different interpretations. We will return to 
these issues in the Discussion section of the report.
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5.8 Anomie (boundlessness/alienation)

Background

As briefly discussed in Section 3, another hypothesis put forward to explain Glasgow’s worse 
health outcomes compared with similar cities such as Liverpool and Manchester has focused 
on the notion of anomie. Anomie was introduced as a concept in the 19th century by the 
French sociologist Emile Durkheim to describe the breakdown of social and moral norms 
that follow periods of economic and social change37,38. Durkheim argued that such change 
can bring about less regulated, less integrated societies in which previous social norms no 
longer apply and no longer control the behaviour of individuals. As a result, ‘anomie’ leads 
to increasing levels of crime and ‘deviant behaviour’. Durkheim focused on suicide as one 
manifestation of a more generalised set of self-destructive behaviours. Anomie has also been 
used to explain how the socioeconomic disruption precipitated by the collapse of the USSR led 
directly to deteriorating health in ex-Communist countries (most notably Russia) from the early 
1990s onwards190. The latter analysis focused on the reduction in life expectancy, the widening 
of health inequalities between regions and the striking impact of substance misuse, especially 
alcohol related harm, among men – all factors which have their parallels in Glasgow2,4, a 
city that in recent decades has experienced the economic and social transformation from an 
industrial to post-industrial, service sector-based economy2,8,9,191.

When considered as a potential explanation for Scotland’s ‘excess’ mortality in the 2011 
‘hypotheses’ report, the concept was described in terms of a more general heading of a 
‘culture of boundlessness and alienation’ to distinguish it from the ‘underclass’ theory39-42 
with which anomie has become associated – and which has been attacked for ‘demonising’ 
the poor. The hypothesis arguably has parallels with the ‘culture of poverty’ thesis proposed 
by Murray and others, which proposes that poverty is less the cause of social problems, 
but instead that social problems result from cultures endemic within the poorest groups in 
society41,43.

Results

The ‘Sense of Coherence’ (SoC) scale, its meaningfulness sub-scale, and some of the 
individual questions included within the SoC are all relevant to this hypothesis. The questions 
within the scale include, for example: how often respondents feel they ‘don’t really care about 
what goes on’ around them; the extent to which their life to date has had ‘clear goals or 
purpose’ (from ‘none at all’, through to having ‘very clear goals and purpose’); the extent to 
which daily activities are perceived as ‘a source of deep pleasure and satisfaction’ or ‘a source 
of pain and boredom’; and how frequently respondents feel that ‘there’s little meaning’ in the 
things they do in their daily life.
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As already discussed, both the overall SoC scale and its ‘meaningfulness’ sub-scale were 
shown to have significantly higher mean scores among the Glasgow sample compared with 
the English samples, and this was the case in the vast majority of stratified analyses (age, 
gender, social class and so on). Analyses of the individual questions generally showed either a 
similar pattern of higher scores among Glasgow respondents (for example, ‘caring what goes 
on’ – Figure 102) or, for one or two questions, they showed similar scores for the Glasgow 
and Liverpool samples, both of which were higher than the equivalent scores for Manchester 
(for example, the ‘perception of daily activities’ – Figure 103). Therefore, none of the analyses 
of the SoC data supports the ‘anomie’ hypothesis – although whether this scale accurately 
captures this notion, or whether any scale could accurately capture it, is a different issue, and 
one we return to in the final section of the report.

Figure 102
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Figure 103

 
If anomie is defined as the breakdown in, or lack of, social values or norms (resulting 
potentially in greater risk-taking and self-destructive behaviours), then the conformity value 
of Schwartz’s scale is, arguably, also relevant to this hypothesis, as it captures respondents’ 
perceptions of the importance of such social norms. It is derived from two statements in 
Schwartz’s scalelx:

He believes that people should do what they’re told. He thinks people should follow rules at all 
times, even when no one is watching.

It is important to him always to behave properly. He wants to avoid doing anything people 
would say is wrong.

lx Note that for simplicity, we again use the male versions of the questions here.
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Figure 104 shows that in these terms, conformity is significantly more associated with the 
Glasgow sample than with those in Liverpool and Manchester. Figure 105 shows that the 
greatest differences are in comparisons of the least deprived areas, with no significant 
differences shown in comparisons of those in the most deprived areas. Figure 105 also shows 
a clear social gradient among Liverpool and Manchester respondents (whereby conformity is 
more associated with those living in more deprived areas, rather than the other way round), 
although much less so among respondents in Glasgow. Similar results were obtained from 
analyses by social class rather than area-based deprivation. Conformity is significantly more 
associated with females than males (data not shown) and, unsurprisingly, with older rather 
than younger respondents (Figure 106). The statistical modelling analyses confirmed these 
differences between cities, age groups, and genders as significant, and also showed conformity 
to be significantly more associated with ethnic minorities, married respondents (or those in a 
civil partnership), and those with no educational qualifications.

Figure 104
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Figure 105
 

Figure 106

 
Summary and conclusions

There are clear difficulties in measuring a concept such as anomie within a population survey 
such as the three-city survey. However, from the available data, and among these samples 
of respondents, there does not appear to be evidence of relevant characteristics among the 
Glasgow respondents that would support this thesis.
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5.9 Early years

As discussed in an earlier section of the report, although the hypothesis that different 
childhood experiences may have potentially important effects on the adult health profile of 
Glasgow compared with the two English cities is a very important one, it was not a major focus 
of this survey. This was because a separate study, the results of which were reported earlier in 
2013, looked in detail at this hypothesis, on the basis of analyses of a number of well-known 
UK longitudinal cohort studies44. The study found virtually no relevant evidence of differences 
in early years’ experiences between children born between 1946 and 2000. This was true 
of comparative analyses of cohort members in Scotland and England, and more specifically 
(where sample sizes allowed), in the ‘city regions’ of Glasgow and the Clyde Valley, Merseyside 
and Greater Manchester.

These negative results are confirmed by analyses of some limited data collected for this topic 
in this three-city survey. Two simple questions were included. The first asked respondents to 
rate their childhood in terms of happiness, with five possible responses ranging from ‘very 
unhappy’ through to ‘very happy’. A similar question asked participants to rate their childhood 
relationship with their parents (or guardian), with responses ranging from ‘very bad’ to ‘very 
good’.

Figure 107 compares the percentages of each sample who reported that their childhood 
was ‘very happy’ or ‘fairly happy’. In each city the vast majority of respondents reported that 
this was the case: 81% in Manchester and 84% in Glasgow and Liverpool. The same general 
pattern was evident in analyses by age, gender, deprivation quintile and social class. After 
adjustment for other factors in the regression modelling, the lower figure for Manchester was 
shown to be statistically significant. The modelling also showed a significantly lower likelihood 
of reporting a very or fairly happy childhood among the unemployed, those too sick to work, 
those looking after home or family (all compared with those who were employed), and those 
who were in poor health (compared with those in good health).
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Figure 107

 
Significantly higher numbers of the Glasgow and Liverpool samples compared with the 
Manchester sample reported that their childhood has been ‘very happy’: 63% and 64% 
compared with 46% respectively (Appendix A).

A higher percentage of respondents in Liverpool (10%) compared with Glasgow (7%) and 
Manchester (6%) reported that their childhood had been ‘fairly unhappy’ or ‘very unhappy’ 
(Figure 108), a difference confirmed as significant by the statistical modelling analyses. The 
latter also showed similar variable categories as above (unemployed, sick/disabled, in poor 
health) to be associated with the likelihood of reporting an unhappy childhood. Very few 
respondents reported a ‘very unhappy’ childhood, although the percentage was again higher in 
Liverpool (5%) than in Manchester and Glasgow (1% and 2% respectively) (Appendix A).
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Figure 108
  

Similar results were obtained from the analyses of the questions on childhood relationship with 
parents. Figure 109 shows the percentage of childhood relationships with parents rated as 
‘very good’ or ‘fairly good’ were 80% (Manchester), 86% (Glasgow) and 89% (Liverpool), with 
those differences shown to be significant after adjustment for other factors in the modelling 
analyses. There were no significant differences between the three samples in terms of 
perceptions of childhood relationship having been ‘very bad’ or ‘fairly bad’ (Figure 110).
 
The results of the modelling analyses for this question were broadly similar to those for the 
question on perception of childhood reported above. 
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Figure 109
  

Figure 110
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Summary and conclusions

This was a very limited part of the survey and was not aimed at producing a detailed insight 
into respondents’ childhoods and early years’ experiences. What data were collected, 
however, did reinforce the findings of other, related, work which have suggested that although 
experiences in childhood are important predictors of wellbeing in later life, there is little 
evidence to support the hypothesis that such experiences have been different for residents of 
Glasgow compared with those in Liverpool and Manchester.
 



Discussion
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6. Discussion

In this final section of the report we consider the general strengths and weaknesses of the 
project, summarise the overall findings, consider a number of specific issues relating to the 
seven main sections of the report, and highlight potential future work.

Strengths and weaknesses

This project sought to collect, and analyse, new data for seven separate, albeit to some degree 
overlapping, hypotheses (and ‘sub-hypotheses’) that have been proposed to explain Glasgow’s 
‘excess’ poor health in comparison to other, similar, UK cities. This new evidence is important 
in both highlighting some potentially relevant differences between the cities’ populations in 
relation to some topics, and in also suggesting that some of the other hypotheses appear to be 
less likely explanations.

However, there are also a number of important caveats and weaknesses associated with the 
data which we have to recognise and acknowledge.

First, the analyses have been based on cross-sectional survey data collected in 2011: these 
data do not, therefore, allow any measure of impact, or otherwise, on individuals’ subsequent 
health outcomes. Current mortality rates in all three cities have been determined by complex 
interactions of different factors over decades: to quantify the potential impact of the measures 
recorded in this survey would require a much larger study to have been established many years 
ago. We cannot, therefore, relate current cross-sectional data drawn from survey samples to 
contemporary whole population level mortality trends. This complexity is highlighted by some 
of the results presented in this report: for examples, measures of optimism and self-efficacy, 
which have been shown to be significantly associated with health outcomes, were found to be 
lower in Manchester compared with Glasgow, despite mortality rates being considerably higher 
in the Scottish city.

Second, any population survey, especially one based on such a sample size and with an overall 
55% response rate, is unlikely to be entirely representative of its target population: we have to 
be aware that it is probable that not all sections of society are represented within the collected 
data. Furthermore, Section 5.1 confirms that there are some important differences between 
the socioeconomic profiles of the samples compared with those produced by other data 
sources including, for the two English cities, the 2011 Censuslxi; and Manchester’s sample is 
particularly problematic in this respect, being over-represented by the unemployed and some 
economically inactive groups of that city’s population.

lxi As already stated, detailed 2011 Census data for Glasgow were not available at the time of undertaking the 
analyses, nor writing of this report.
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The data are also limited by the inherent difficulty in capturing some of the hypotheses by 
means of survey instruments; and where new questions have been used, although piloted prior 
to data collection, they have not been validated in the same way that the other, extensively 
used, question sets and survey scales have been in other streams of research.

Equally, however, we should not overlook the considerable strengths of this project. Given 
the lack of other available data, the high-level research questions posed at the outset of 
this project (i.e. were there any differences between the cities’ populations in relation to the 
various theories that have been suggested?) could only have been explored by means of a 
new population survey. This has resulted in the creation of a unique dataset which includes 
population measures that had never previously been recorded, and has therefore advanced 
our knowledge of the populations of all three cities. The response rate is far better than that 
achieved in many other local192,193, regional194-196 and even national65,197 surveys, and this 
relatively high rate was obtained across all neighbourhood types (deprived and non-deprived) 
in all three cities. Comparisons with other data sources show that for many characteristics, the 
survey samples are highly representative, while all the analyses that were undertaken entailed 
a multivariate regression modelling component, ensuring that any reported differences between 
the cities were independent of the characteristics of the survey samples. Furthermore, recent 
analyses of Scottish and English health survey data, based on samples with similar response 
rates to the three-city survey, show very clear evidence of ‘excess’ mortality among Scottish, 
compared with English, respondents, levels of which are on a par with those seen in analyses 
of ‘total’ population registries13. Thus, populations at risk of higher rates of mortality have 
been shown to be included within, not excluded from, these types of surveys, emphasising 
the usefulness and appropriateness of this type of data collection exercise. Finally, although 
identification and use of some survey instruments was problematic for some of the hypotheses 
under consideration, most of the questionnaire was based on previously validated survey scales 
or question-sets.

Overall findings

The limitation of using current cross-sectional data to explore hypotheses relating to current 
mortality differentials has been highlighted above. Given this, we must be cautious in drawing 
conclusions. All we can do is assess, based on the evidence presented here and our knowledge 
of other published research findings, the extent to the various hypotheses now appear more or 
less likely to influence ‘excess’ mortality in Glasgow. On that basis we can now perhaps best 
categorise the various hypotheses under the following three headings: plausible; less plausible; 
and still unknown.
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It appears plausible that there are differences in some aspects of social capital (trust and 
reciprocity, and social participation) between Glasgow and the two English cities which could 
potentially impact on levels of health and wellbeing in the population: differences between the 
samples in social participation, trust and reciprocity appear clear and consistent. It appears 
less plausible that Glasgow’s population suffers from a lower ‘sense of coherence’, from 
the effects of different childhood experienceslxii, or that the population is more associated 
with particular ‘values’ that might have adverse impacts on health, at least in relation to 
psychological outlook (lower optimism, lower aspirations), hedonism, and ‘time preferences’ 
(albeit that there was some evidence that Glasgow’s population may be more risk-seeking than 
those in Liverpool). It is probably still unknown whether the ‘anomie’ hypothesis holds true: 
the data presented here suggest it is unlikely, but whether this kind of population survey is 
the best means by which to examine the hypothesis is unclearlxiii; similarly, it is probably fair to 
say that data weaknesses impair our ability to assess the evidence for the impact of political 
effects (albeit some evidence of more negative perceptions of the 1980s did emerge from the 
Glasgow sample), differences in social mobility, and higher levels of materialism.

The evidence for all these hypotheses is discussed in more detail below under these three 
broad headings.

‘Plausible’

The similarities between Glasgow, Liverpool and Manchester (and especially between Glasgow 
and Liverpool) have already been discussed in the introduction: the cities share similar histories 
and character, as well as the effects of similar social and economic experiences in recent 
decades. The latter is reflected in the remarkable parallels that emerge from analyses of 
routine data, and further similarities are apparent from the analyses of these survey data: for 
example, similar LOT-R and GSE scores, and similar childhood experiences, among the Glasgow 
and Liverpool samples. Where clear differences become apparent, therefore, they are of 
potential interest: and very clear and consistent differences emerge from the analyses of some, 
although not all, indicators of social capital.

lxii This is stated partly on the basis of the limited data presented within the report, but more in relation to the more 
detailed evidence presented in the separate GCPH report already cited44.
lxiii Other methods have been used in attempts to measure the concept of anomie. Perhaps the best known is 
the five-item ‘Srole’ scale198 developed in the 1950s. This includes questions on: perceived futility of engaging 
with public officials; the need to ‘live for today’ and not worry about tomorrow; perception that the ‘lot of the 
average man’ is ‘getting worse’ rather than better; that the future holds a bleak outlook; the lack of being able 
to rely on people for support. The scale has, however, been criticised as being less a measure of anomie and 
more of hopelessness and despair. It also clearly overlaps with questions within the LOT-R and SoC scales. Others 
include the Dean Alienation scale199 developed in the 1960s, as well as various other alienation-related scales 
(e.g. Nettler200, Middleton201, and Streuning & Richardson202), many of which also overlap with aspects of SoC, 
especially its meaningfulness component.
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These differences relate principally to elements of social participation, trust and reciprocity. 
The first is evidenced by lower rates of volunteering and, more contentiously, lower levels of 
religious affiliation in Glasgow. Significantly lower levels of trust were seen in Glasgow in terms 
of both ‘general’ trust of people, and also more specific trust of people in the neighbourhood. 
Lower reciprocity was evidenced by responses to questions on the exchange of favours 
with neighbours and the return of a lost wallet, but also in relation to individual values of 
benevolence and universalism.

How might differences in these concepts impact on different levels of health and wellbeing 
in the populations? The research literature suggests a number of potential causal 
mechanisms. Some commentators have argued that at the city or state level (as opposed 
to the neighbourhood level), greater social capital impacts on health via political processes: 
it is argued that social participation (e.g. in voluntary groups, churches) nurtures skills that 
can lead to political engagement and activity, and greater political activity across the social 
gradient results in government policies more beneficial for the least advantaged members of 
society116,203-206: “who participates in politics matters for political outcomes, and in turn the 
resulting policies have an important influence on the opportunities available to the poor to 
lead a healthy life”116. However, the ‘beneficial’ policies relate primarily to better social support 
provision: this is less relevant to comparisons of UK cities as welfare policies in the UK are not 
devolved to local governmentslxiv. More relevantly, however, at the neighbourhood level three 
mechanisms have been suggested as potentially impacting on the health of populations207: 
social and psychological support processes (i.e. greater social support in times of need, and 
“psychosocial processes… providing affective support and acting as [a] source of self-esteem 
and mutual respect”); more positive health behaviours (i.e. influenced both by informal social 
control (preventing damaging behaviours such as alcohol and drug abuse), and by an increased 
likelihood of healthy behaviours such as physical activity being adopted); and provision 
of access to services and amenities (i.e. based on evidence that more socially cohesive 
communities can safeguard relevant services (e.g. that might be threatened from budget cuts) 
through effective local action).

lxiv Kawachi (who is quoted here) cites evidence of greater political engagement correlating with greater care of 
members of society through more generous social security systems. In contrast, and related to this, ‘the lower 
the levels of trust between citizens, the more hostile the social policies geared toward the poor’116. However, 
evidence is from national and US state governments which have control over welfare legislation, and not from 
UK local governments which do not. However, this is arguably still of potential interest given the evidence from 
the three-city survey of a more ‘politicised’ Liverpool sample (e.g. in terms of, for example, having been more 
engaged in anti-government demonstrations in the 1980s), alongside the particular brand of (‘Militant’) local 
politics that was evident in Liverpool in that decade. On the other hand, however, this survey also points to high 
levels of powerlessness (in terms of belief in being able to bring about change) across all three cities (i.e. including 
Liverpool), and we also know from other data sources that political engagement as measured by voter turnout is 
comparably low in all three cities in relation to elsewhere in the UK.



137

A number of similar, and overlapping, potential pathways have been proposed to explain 
the apparent links between religious attendance and better health outcomes (including 
lower mortality): greater social networks, support and integration; less association with 
damaging lifestyle factors (alcohol, drugs, violence, risky sexual behaviour and so on) through 
‘social regulation’; and, more specific to religious social capital than other forms, increased 
psychological resources and coping mechanisms128,131,208-213. Linking these forms of social 
capital further is the fact that religious participation has also been shown to encourage 
volunteering, itself a component of social participation with known links to better health 
outcomes128. As stated earlier, however, there is a considerable weakness in the use of 
religious affiliation, as opposed to participation, in the survey: clearly the one does not 
necessarily entail the other, as a number of commentators have pointed out133-136.

Aside from these noted differences between the populations in terms of trust, reciprocity 
and social participation, two other results from the analyses of social capital measures are 
worthy of further comment. The fact that significantly fewer respondents in Glasgow reported 
‘problems’ (e.g. vandalism, graffiti, rubbish lying about) in their neighbourhood compared 
with those in Liverpool and Manchester, a finding generally true of all neighbourhood types 
(deprived and non-deprived), is of interest, and shows a distinction between the physical 
and social environments (or perceptions of them) in the cities. It is also important to note 
the low levels of civic participation evident across all three cities (something also reflected 
in relatively low voter turnout in elections in all three cities, as shown previously17), including 
high levels of powerlessness in terms of perceptions of being unable to effect change in their 
neighbourhoods (and cities and country).

‘Less plausible’

Although there has been some criticism of Antonovsky’s Sense of Coherence (SoC) scale in a 
Scottish context214, the research literature generally confirms that the scale is a good, validated 
measure of the concept Antonovsky sought to capture i.e. people’s resilience to the negative 
impacts of stress on their health and wellbeing. The results from the analyses of the three-city 
survey data were unequivocal: SoC was significantly higher among respondents of the Glasgow 
sample compared with those in the Liverpool and Manchester samples. This was true of both 
sexes, all age groups and nearly all social classes. This would appear to render the hypothesis 
(i.e. that SoC was lower) unlikely.

To a large degree, the same can be said of the ‘individual values’ theory, especially in relation 
to psychological outlook (lower optimism, lower aspirations) and the related concepts of 
hedonism and time preferences. Results from analyses of a number of different measures 
do not support the hypothesis: optimism, optimistic self-belief (in terms of self-efficacy), 
aspirations (as assessed by the importance of the achievement value) were not lower in 
Glasgow, nor was there any evidence of the sample in Glasgow identifying themselves 
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as hedonistic more than in the other two cities. No convincing evidence of different time 
preferences among Glasgow respondents emerged (although data concerns mean we can 
be less sure of the results of those analyses). Where there were differences in individual 
values, these reinforced the social capital findings: lower levels of universalism (suggesting 
higher levels of individualism) and benevolence are entirely consistent with the lower levels of 
reciprocity, and are, therefore, more relevant to that particular hypothesis.

Still unknown

The political effects hypothesis is important, but also complex. Part of the complexity lies with 
the assessment, theorising and measurement of its potential impact on population health. It is 
highly debateable if any elements of that complexity could be captured within a questionnaire 
as part of a cross-sectional survey undertaken in 2011. A longitudinal study, embracing both 
qualitative and quantitative data collection methods, starting in the 1980s and continuing for 
several decades would probably have been required as part of any concerted attempt to prove 
or disprove this hypothesis. Clearly no such study has ever been created.

That said, our analyses did highlight some city differences, including the suggestion of more 
negative general perceptions of the 1980s on the part of the Scottish sample that might 
be worth further investigation. More generally, the questions included within the political 
effects section of the questionnaire were also helpful in terms of, for example, confirming 
and quantifying both the negative perception of, and low levels of engagement with, current 
local and national government structures, as well as presenting a similar negative profile in 
terms of perception of, and trust in, those in power in the 1980s. The fact that few other city 
differences emerge from those analyses is also of interest, and further highlights the similarities 
in the political, economic and historical character of the populations.

Social mobility is another hypothesis that could be perhaps be best measured by other means 
such as the use of longitudinal data analysed over many decades. The measures included 
within this survey captured the respondents’ motivations and aspirations to succeed, and found 
nothing to suggest there was less importance attached to these by Glaswegians of all social 
classes than elsewhere (indeed, for some measures the opposite was true). Clearly, however, 
successful social mobility depends on more than simple motivation: many obstacles might 
stand in the way that would not be apparent from a cross-sectional survey. That said, these 
data do allow us to consider two specific obstacles that have been suggested as impeding 
social mobility in a Scottish context: lack of self-confidence, and social control. Both seem 
unlikely factors on the basis of the data analysed here, although the high levels of self-
esteem seen in the Scottish sample are open to numerous interpretations: some authors have 
discussed ‘counter-productive’ elements associated with high levels of self-reported self-
esteem, and with attempts to boost self-esteem215-220.
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The survey data do not support the hypothesis of ‘anomie’ among Glasgow’s population. 
However, as stated above, serious questions remain about the extent to which such a survey 
could accurately identify such a trait, both in terms of the questions available to researchers, 
and the reach of such surveys. Finally, the data are also limited in relation to materialism.

Conclusions and further work

This survey was one component of a wider programme of research26. To date, the other parts 
of that research has suggested that differences in ‘early years’ experiences’ is an unlikely 
explanation for Glasgow’s relatively poorer health status44 (a result supported by the limited 
data collected in this three-city survey). A similar negative result emerged from detailed 
analyses of the spatial patterning of deprivation in the three citieslxv,221. Ongoing research 
is exploring some of the same hypotheses discussed within this report, but is doing so by 
means of qualitative research methodologies: results are expected in late 2013. Further 
projects are exploring aspects of drugs and alcohol misuse in the three cities (mortality from 
both causes having been shown to be very much higher in Glasgow compared with Liverpool 
and Manchester), with results from those two projects due in 2014, while two separate PhD 
studentships are researching (a) historical changes in deprivation and mortality across the 
cities in relation to the spatial development of the city structures, and (b) the likely impact of 
local policies and practice: both are likely to produce important findings, as discussed further 
below.

The results of this three-city survey emphasise the need for further, complementary, research: 
the potential relevance of religious participation, and a clarification of the likely difference 
between participation and affiliation; further examination of differences in social capital, and 
an understanding of reasons for differences between the cities; the use of longitudinal data 
to further explore the social mobility hypothesis; further research around whether levels of 
materialism differ within the cities’ populations, and the likely impact and relevance of any 
such finding; and a greater understanding of the likely importance of the ‘political effects’ 
hypothesis.

Further speculation…

Elements of the latter hypothesis, combined with results from the two areas of research 
currently underway by means of PhD studentships, may facilitate greater understanding of 
reasons for at least a part of Glasgow’s ‘excess’ mortality. As outlined briefly in the introduction, 

lxv This study examined whether the differential mortality rates in Glasgow, Liverpool and Manchester were likely 
to be influenced by differences in the spatial distributions of deprivation, that is, the ways in which deprived and 
affluent areas are distributed across the cities. Higher levels of neighbourhood-level mortality in Glasgow did not 
appear to be influenced by differences in the patterning of deprivation in surrounding areas in Glasgow compared 
with the two English cities.
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the previous analyses of deprivation and mortality in the three cities showed that for deaths 
at all ages, the 15% ‘excess’ mortality was seen across all of Glasgow’s neighbourhood types 
(deprived and non-deprived) – Figure 111 below; however, the much higher 30% ‘excess’ 
for premature mortality (deaths under 65), was more evident in comparisons between more, 
rather than less, deprived areas (Figure 112). The latter suggests the nature of deprivation 
in Glasgow’s poorer areas may be different than that of Liverpool and Manchester’s poorest 
areas: an important avenue of exploration, therefore, is whether particular local (and/or 
national) policies and developments have shaped the experiences of Glasgow’s most deprived 
population in different ways to equivalent populations in the other cities. If so, this might 
suggest that the ‘excess’ mortality may be explained by two separate phenomena – albeit 
with overlapping elements: first, a complex interaction of different factors that impact on 
mortality across the whole social spectrum (and within which we can perhaps speculate, on the 
evidence accumulated here, that issues such as social capital may play a role); and second, 
additional factors, perhaps influenced by historical experiences, impacting on mortality among 
Glasgow’s more deprived population in a particular way. An alternative explanation is that a 
greater manifestation of the same phenomenon affects the more disadvantaged areas of 
Glasgow.

Figure 111
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Figure 112
  

What remains beyond doubt and speculation is the scale of this ‘excess’, the impact it has on 
individuals and communities alike in terms of shortened and wasted lives, and the urgent need, 
therefore, to understand, and address this situation. It is important to stress, however, that this 
must be alongside, not in place of, efforts to reduce poverty and deprivation, the fundamental 
drivers of poor health in any society: the final chart (Figure 113) emphasises this point by 
presenting male life expectancy in the mid-2000s222 for some of the major UK towns and cities 
alongside the percentage of population of each that was classed as ‘Breadline poor’lxvi in 2000 
in a study by Dorling et al. at the University of Sheffield223,224. Although a number of caveats 
apply to combining these datalxvii, they helpfully demonstrate two key points. First, despite very 
similar levels of (this measure of) poverty – 45% of the population in Glasgow, 43% in both 
Liverpool and Manchester) – Glasgow has considerably lower life expectancy: it is an ‘outlier’ 
in this respect, and this is another illustration of the ‘excess’ levels of mortality in the city 
described above and elsewhere in this report. 

lxvi Dorling et al.’s analyses of ‘poverty, wealth and place’ referenced above developed a Britain-wide measure of 
poverty and deprivation based on combining individual data from four national (British) surveys of poverty and 
social exclusion with area-level data from the Census. This enabled a classification of Britain into four categories: 
‘core poor’; ‘breadline poor’; ‘asset wealthy’; and ‘exclusive wealthy’, with area-based estimates derived back to 
1968.
lxvii These data combine ONS life expectancy estimates calculated for local authority areas with Dorling et al.’s 
‘Breadline poor’ data calculated at census ‘tract’ level. A ‘tract’ equates to approximately half a UK parliamentary 
constituency, with an average population size in 2001 of around 45,000 people. Tracts were aggregated to ‘best-
fit’ local authority areas. Thus, the exact boundaries of these areas will not exactly match those at which the ONS 
data have been calculated. However, differences will be minimal. Note also that, for simplicity, London is not 
included in the Figure, as that city is obviously made up of a number of different local authority areas.
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Second, even if Glasgow had the same life expectancy as those two English cities, it would 
still be considerably lower than that of any other UK city (e.g. York, Cardiff, Edinburgh): this is 
because of the fundamental link between poverty and poor health, a link that should not be 
forgotten in seeking to understand the causes of ‘excess’ mortality in Scotland and Glasgow.

Figure 113
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