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1 Introduction
Commissioned by the Glasgow Centre for Population Health (GCPH), this report presents results from a
systematic review of the literature on the role and impact of social capital on the health and wellbeing of
children and adolescents.
Social capital is a term used to define social resources which can facilitate positive outcomes with respect to a
broad range of phenomena. Despite considerable debate about its definition and measurement, there is general
agreement that social capital is an ‘asset’ which has the potential to link and explain factors that influence both
health and wellbeing. Our focus in the review is on intra‐ and inter‐familial relationships, that is, interactions
within families (family social capital) and between families and their local communities (community social
capital) and how these influence the health and wellbeing of children and adolescents.
Cognisant of the Scottish Government’s focus on the importance of the early years in establishing positive future
trajectories, a review of the literature on the link between social capital and health‐related outcomes has the
potential to inform local and national policy and practice and the development and evaluation of primary
prevention and early intervention programmes. The influence of family and community social capital differs
across the life‐course and we have been sensitive to this when presenting and discussing the results.
The report is set out as follows: section 2 provides important background information; the aim of the review is
presented in section 3; section 4 details the methods used to identify, screen and review appropriate literature;
section 5 presents the summarised and synthesised results; and, section 6 discusses implications for policy,
practice, education and future research.

2 Background
2.1 Early intervention
Investing in the health and wellbeing of children and young people is essential for the success and sustainability
of future generations1. Research has shown that experiences and exposures to risk and protective factors across
the life‐course, particularly in the early years, have long‐term implications for health and may indeed be part of
the root causes of health inequalities in later life.2 In recent years there has been a move from reactive to
preventative interventions, with examples in Scotland including the Triple P Positive Parenting Programme3, the
Family Nurse Partnership Programme4, Equally Well (selected test sites)5, the Curriculum for Excellence6 and
interventions such as More Choices More Chances7, which aims to reduce the percentage of young people not in
education, employment or training.
Endorsing the need for a preventative approach, the Allen review, an independent report presented to the UK
Government, defines a ‘new approach’ for promoting evidence‐based early intervention programmes, framing
them across three distinct age ranges: 0‐5 readiness for primary school (the foundation stage); 5‐11 readiness
for secondary school; and, 11‐18 readiness for life8. The importance of family and community relationships and
resources in stimulating the physical, emotional and social development of children and young people at key life
stages is also emphasised in the World Health Organization (WHO) report, Early child development: a powerful
equalizer9.
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2.2 Risk and protective factors
The concept of risk and protective factors (assets) can be helpful in understanding the likelihood of children and
young people being able to achieve their full health potential10. Increasing interest in asset based approaches in
recent years has been influenced by the view that the more opportunities children and young people have to
experience and accumulate the positive effects of a range of protective factors, the more likely they are to be
able to attain and sustain health and wellbeing11. It is believed that the protection provided by health assets, has
the potential to offset a range of risk factors, including poverty, loss of a parent, child abuse, parental substance
misuse and living in neighbourhoods with high levels of criminality12,13. The strength of evidence on risk and
protective factors varies; however, there is sound evidence that warm, affectionate parenting and strong
child/carer attachment is protective14,15. More generally, strengthening protective factors at home, in schools
and in local communities is thought to make an important contribution to reducing risk for those who are
vulnerable, thereby improving their chances of going on to lead healthy and successful lives16‐18.

2.3 Social capital
Social capital has its roots in the work of sociologists such as Durkheim19; however, its acceptance as a concept
which has the potential to further articulate the relationship between health and its broader determinants
stems from the work of Pierre Bourdieu20, James Coleman21 and Robert Putnam22.
Bourdieu defines social capital in terms of social networks and connections. He argues that an individual’s
contacts within networks result in an accumulation of exchanges, obligations and shared identities that in turn
provide potential support and access to resources20. Coleman promotes the idea that social capital is a resource
of social relations between families and communities21. Putnam defines social capital as a key characteristic of
communities22. In Putnam’s definition, social capital extends beyond being a resource to include people’s sense
of belonging to their community, community cohesion, reciprocity and trust, and positive attitudes to
community institutions that include participation in community activities or civic engagement22.
While each of these theorists describes social capital through a different disciplinary lens, the common thread
relates to the importance of positive social networks of different types, shapes and sizes in bringing about social,
economic and health development among different groups, hierarchies and societies. In the context of the
health and wellbeing of children and adolescents, it has been argued that traditional definitions of social capital
have been conceptualised within an adult framework that is incomplete in the context of young people’s lives,
which may differ in their social space and connectedness23,24. For example, the community (or neighbourhood)
may be less important than the home and school for children and adolescents, and in recent years young
people’s social spaces have expanded to and through the Internet, which has the potential to influence both the
positive and negative aspects of social capital25,26. Also, developments in the sociology of childhood highlight the
importance of children’s agency 1 , autonomy and involvement in the health process; it is therefore important to
acknowledge that they are capable of generating and using social capital in their own right27.
When discussing limitations in using ‘adult’ definitions of social capital, Morrow argues that Bourdieu’s concept
of sociability (the ability and disposition to sustain networks) may be particularly relevant for children and young
people, as it recognises that these networks are not just bound by neighbourhood and geography23. Also,
Ferguson argues for the utility of Coleman’s conceptualisation of social capital, with its explicit focus on the
bonds within and between both family and community28. Others have considered how aspects of all of the main
1
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Agency refers to an individual’s ability to make their own choices.

perspectives can contribute to the development of new theories of social capital for younger age groups29. Given
the current emphasis on life‐course approaches to health development, the conceptualisation of social capital
should take account of ‘need’ at different life‐stages. For example, it could be argued that bonding social capital
might be most important in the earlier years, providing a secure base for later involvement in health‐enhancing
networks. Agency is also likely to alter with age. A broad and pluralistic approach to defining social capital is
therefore likely to be beneficial.
Reflecting on the concerns raised about definitions, this review draws on the work of a broad range of theorists;
this includes, but is not limited to, Bourdieu, Coleman and Putnam. However, given the focus on children and
adolescents, the concepts of family and community social capital have been used to frame the presentation of
the results. The family is considered to have an important role to play in the development and maintenance of
bonding forms of capital that support positive developmental trajectories. The family is also thought to play a
role in bridging and linking forms of capital that extend the child and their family into the wider social context.
When undertaking this review we have also sought to ensure that the role and impact of social environments
particularly relevant to children and young people are explored (for example, the school environment).

3 Aim
Located within the context described above, our aim was to undertake a systematic review of the literature on
the role and impact of social capital on the health and wellbeing of children and adolescents.
Systematic reviews are a commonly used method of summarising and synthesising the international evidence
from individual studies (primary research) to provide a comprehensive overview of a particular health care issue.
As such, they can provide a platform for the development of evidence‐based recommendations for policy,
practice and research.

4 Methods
4.1 Criteria for considering studies for inclusion in the review
4.1.1

Types of studies

In line with the commissioning brief, an integrative approach was adopted which ensured that diverse sources of
international evidence were included. Thus, studies were included if they were experimental (randomised
controlled trials, controlled trials, quasi‐experiments), non‐experimental (surveys, cohort studies), qualitative
and/or had adopted a mixed methods approach (combining quantitative and qualitative methods).

4.1.2

Type of participants

To be included in the review, studies were required to have focused on pre‐school children (0‐5 years), school‐
aged children (5‐10 years) and/or adolescents (10‐19 years). The WHO definition of ‘adolescent’ was used to
ensure alignment with the worldwide literature30. An initial scoping of the literature revealed inconsistencies in
the use of these categories to describe study participants; in particular, some young people over the age of 19
were described as adolescents. We therefore adopted a pragmatic approach such that: samples where the
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majority of participants were aged 0‐5 years were described as ‘pre‐school children’; samples where the
majority of participants were 10 years and under were described as ‘children’; and, samples where the majority
of participants were 19 years or younger were included and described as ‘adolescents’. Mixed samples were also
included and described as such.
4.1.3

Types of social capital

As discussed, the review included studies that had explicitly and implicitly drawn on the work of a broad range of
theorists, including Bourdieu, Coleman and Putnam. We sought to identify indicators of social capital at family
and community levels. Studies were included if they sought to explore the role and impact of any of the
following:
Family social capital: family structure; quality of parent‐child relations; adult’s interest in child; parental
monitoring; and, extended family exchange and support
Community social capital: social support networks; civic engagement; trust and safety; degree of religiosity;
quality of pre‐school/school; and, quality of neighbourhood.
If studies focused on any of the above but did not explicitly use the term ‘social capital’ they were included. For
example, studies that focused on the role and impact of ‘assets’ such as strong parent‐child relationships and
friendship met this criterion.

4.1.4

Types of outcomes

The outcomes of interest were individual‐level psychosocial health and wellbeing. Psychosocial health included:
mental health (e.g. depression, anxiety, stress); health risk behaviours (e.g. alcohol use/misuse, smoking, use of
illicit drugs, risky sexual behaviour); behavioural issues (e.g. conduct problems, aggression/violence,
delinquency); and, developmental issues (e.g. language acquisition).
Psychosocial wellbeing included: emotional wellbeing (e.g. happiness, satisfaction with life); psychological
wellbeing (e.g. autonomy, resilience); and, social wellbeing (e.g. the opposite of conduct disorder, delinquency,
interpersonal violence and bullying).
Studies were included where outcomes had been reported by the children/adolescents themselves and/or a
significant others (e.g. parent, teacher or professional).

4.2 Search methods for identification of studies
4.2.1

Electronic searches

The following electronic databases were searched for published peer‐reviewed studies:
Biomedical sciences databases
‐
‐
‐

Medline (1949‐current) searched 3rd April 2012
Embase (1980‐current) searched 1st April 2012
Cochrane Library (including Cochrane Database of Systematic Reviews, Cochrane Central Register of
Controlled Trials and Database of Abstracts of Reviews of Effects) searched 4th April 2012

Social science databases
‐
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Applied Social Sciences Index and Abstracts (ASSIA) (1987‐current) searched 3rd April 2012

‐
‐

PsycINFO (1872‐current) searched 3rd April 2012
Sociological Abstracts (1952‐current) searched 4th April 2012

Nursing and allied health databases
‐

Cumulative Index to Nursing and Allied Health Literature (CINAHL) (1981‐current) searched 4th April
2012

Reference lists of articles identified through database searches were examined for further relevant studies. The
reference lists of topic‐specific reviews were also hand‐searched in order to identify potentially relevant
citations.
The websites of organisations and research groups focusing on the health and wellbeing of children and
adolescents and/or social capital were also searched for peer‐reviewed papers and relevant grey literature.
These sites included: the Centre for Research on Families and Relationships, the University of Edinburgh; the
Department of Health; the Joseph Rowntree Foundation, the MRC Social and Public Health Sciences Unit, the
University of Glasgow; the Scottish Government; the World Health Organization; the Social Capital Task Group
(Edinburgh). Full details of the organisations are provided in Appendix 1.

4.2.2

Search terms

Initial scoping was undertaken to identify the most appropriate search terms. In line with the recommendations
of Shaw et al.31, the search strategy was developed to include both index terms (i.e. thesaurus and subject
headings) and free text keywords. However, given that the individual databases differ in how they index
articles32, it was necessary to develop variants of the search strategy to reflect the indexing system of the
different databases being used.
To capture literature published within the previous six months, which may be included in databases but still
awaiting indexing, a keyword‐only search was developed for each database to be applied with six month date
delimiters.
Following its initial development, the search strategy was pilot‐tested to check both precision and recall.
Precision refers to the ability of the strategy to return studies that match the inclusion criteria and recall refers
to the strategy’s comprehensiveness31. We sought to achieve a balance between precision and recall to ensure
that the literature identified was relevant to the review aim. Following the testing of the search strategy, minor
modifications were made to each variant of the strategy prior to the final searches being conducted. As an
example, the PsycINFO search strategy is presented in Appendix 2.

4.2.3

Search delimiters

While it is possible to trace social capital‐relevant literature back to the point when social scientists first showed
interest in interpersonal relationships, the mid‐1990s represents a point where purposeful empirical endeavours
examined the links between social capital and health24. Accordingly, the search was limited to the international
literature published between January 1990 and March 2012. Given time constraints, a language filter was
applied to limit the papers retrieved to those published in English.
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4.2.4

Bibliographic management

All retrieved records were downloaded into RefWorks©, stored and categorised by database of origin. Potential
duplicates were identified using the RefWorks© facility, with each duplicate being double‐checked before
removal.

4.3 Data collection and analysis
4.3.1

Selection of studies

The literature search was conducted by KMcP. On completion, titles and abstracts of the papers identified were
reviewed. Paired reviewers (KMcP and SK; KMcP and EMcG) independently applied the inclusion criteria
discussed in section 4.1 to all titles. All papers that appeared to meet the inclusion criteria, or where there was
uncertainty (e.g. the abstract was missing or contained insufficient detail), were taken through to the next stage
where the full text was reviewed. Disagreements were resolved by consensus and a third reviewer was involved
if necessary. Although many of the papers screened could have been rejected on the basis of a number of
different exclusion criteria, for the purpose of consistency of reporting the first identified reason for exclusion
was noted, and is reported in section 5. Also, a more detailed account of the inclusion and exclusion criteria is
presented in Appendix 3.

4.3.2

Data extraction and management

Cognisant of the broad range of study designs included in this review and the types of data to be included, a
review‐specific data extraction tool was developed. The tool was pilot‐tested on eight papers and refined. The
final version of the data extraction tool is presented in Appendix 4. Data were extracted from each of the
included papers independently by paired reviewers (KMcP and SK; KMcP and EMcG; KMcP and FC).
Disagreements were resolved by consensus and a third reviewer was involved if required.

4.3.3

Quality appraisal

It is often difficult to assess the quality of research based on what is reported and, in fact, “what is being judged
is the quality of reporting”33 rather than the research itself. However, there is general agreement that the
assessment of quality is essential to ensuring the credibility of systematic review findings and in particular those
systematic reviews that report on studies with diverse study designs34.
Drawing on published guidance33,35‐37 and unpublished quality appraisal tools used previously by members of the
review team, a review‐specific quality appraisal tool (QAT) was developed (see Appendix 5). The QAT was made
up of 11 criteria covering: the extent to which the theoretical framework underpinning the research was explicit;
the reporting of the aims and objectives of the study; the appropriateness of the methodological approach vis‐à‐
vis the stated aims; the rigour and reporting of the results; and, the appropriateness of the conclusions drawn.
Each item was scored on a three‐point scale (0=weak; 1=moderate; 2=strong), giving a possible range of scores
from 0 to 22 for each paper.
Each included study was assessed by two independent reviewers and any disparities in the ratings between the
two reviewers were resolved through discussion. A third reviewer was involved where necessary. Once
agreement was reached each study was awarded a quality rating as shown in Table 1.
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Table 1. Study quality ratings.

Quality rating

Criteria

High

Study scored between 16 and 22

Moderate

Study scored between 8 and 15

Low

Study scored between 0 and 7

The quality rating for each study is reported in Tables 8‐12, which appear at the end of this report. These ratings
are by no means definitive but they offer an explicit and transparent picture of the review team’s assessment of
each study. The purpose of the quality rating is to facilitate the reader’s interpretation of the findings.

4.4 Data analysis and synthesis
The results are presented in narrative form. Descriptive information about each of the included studies is
presented in Tables 8‐12, located at the end of this report, and included within these descriptions are the aims,
context, design, sample and key findings of each study. Meta analysis was not possible due to design issues (the
majority of the studies were surveys) and the heterogeneity of outcome measures used. The surprisingly limited
volume of qualitative studies and differences in purpose also precluded meta synthesis.
In what follows, studies included in the review are grouped by outcome and the type of social capital of interest.
The results are initially summarised and then synthesised at the end of each of the main sections. When
synthesising the results we adopted an analytical approach similar to that originally described by Ramirez et al.38
where the results are grouped into three categories: results that show a positive association between social
capital and health and wellbeing (i.e. where social capital was associated with better outcomes and the results
were statistically significant); results that show a negative association between social capital and health and
wellbeing (i.e. where social capital was associated with poorer outcomes and the results were statistically
significant); results where no association between social capital and health and wellbeing was identified (no
statistically significant results). Also, we highlight where differences in the association between social capital and
the outcomes are evident in sub‐groups of children/adolescents and where findings are inconclusive.
Individual studies report on a number of different elements of social capital and, in many instances, a number of
different outcomes. Therefore, each study may investigate a number of different associations between social
capital and health and wellbeing.

5 Results
5.1 Searches and inclusion/exclusion of papers
As indicated in Figure 1, the database and website searches identified 905 bibliographic records of which 132
were duplicates; 773 were therefore eligible for the next stage of the screening process. Following screening 627
were excluded, with 146 moving to the next stage where full text articles were reviewed. Following this process
a total of 102 papers were included in the review. The primary reasons for papers being excluded were that they
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either did not fit with: the definition of child/adolescent (n=389); or the definition of family or community social
capital (n=73); or the definition of health and wellbeing (n=115); or the study design criteria (n=92).

Figure 1. Search results and selection of papers.

Records identified through
database searching
(n=875)

Additional records identified
through other sources
(n=30)

Duplicates removed
(n=132)

Records screened
(n=773)
Records excluded
(n=627)
Abstracts/full text articles assessed
for eligibility
(n=146)
Abstracts/full text articles excluded
(n=44)
Studies included in the review
(n=102)

5.2 Description of the included studies
5.2.1

Study design

As can be seen in Tables 8‐12, the majority of the 102 included studies were surveys (85%, n=87) but also
included were: 10 cohort studies; two qualitative studies; one randomised controlled trial; one controlled trial
and one quasi‐experiment. Although the majority (89%, n=91) of the survey studies were cross‐sectional, many
drew their data from larger, prospective longitudinal studies such as the WHO Health Behaviour in School‐aged
Children (HBSC) project.
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5.2.2

Sample sizes

There was considerable variation in the sample size reported across the different studies and many poorly
articulated the conversion of the number of recruited participants into the final sample size (see Tables 8‐12). In
addition, neither of the qualitative studies39,40 provided specific details about their sample size. As a way of
standardising the reporting across the studies, we report on the maximum number of child/adolescent
participants included in the analysis.

5.2.3

Setting

The majority of the included studies were conducted in North America: 52 in the USA and seven in Canada.
Eleven studies were conducted in the UK and four in mainland European countries (Greece, Italy and Switzerland
(two studies)), four in the Netherlands and two in Sweden. Three studies were conducted in Australia, two in
China, two in both Japan and Brazil and one each in Taiwan and Vietnam. The remaining single‐country studies
were conducted in El Salvador, Ethiopia, Israel, Kuwait, Lebanon and Serbia. Five studies collected data across a
number of different countries (see Tables 8‐12).

5.2.4

Timing of data collection

Thirty‐nine studies did not state when the data they were reporting on was collected. As can be seen in Tables 8‐
12, five studies began, and in many instances completed, their data collection during the 1980s, 27 began their
data collection in the 1990s, the remaining 31 studies undertook their data collection after 2000. In a number of
instances there was a considerable time lag between data collection and publication of the results.

5.2.5

Participants

5.2.5.1 Age
In the context of this review, the participants are the pre‐school children, school‐aged children and adolescents
whose health has been reported on. Seventy‐four studies reported on adolescent (10‐23 years) outcomes, five
reported on children’s (5‐11 years) outcomes and five reported on pre‐school children’s (3‐5 years) outcomes.
Thirteen studies included children and adolescents (4‐18 years) and the remaining five looked across a range of
ages (see Tables 8‐12).

5.2.5.2 Gender
Twenty‐two studies did not give explicit details of the number of female or male children/adolescents being
reported on. In the remaining studies the percentage of female participants, or percentage of females being
reported on, ranged from 0% to 100%; only one study had an all‐female sample41 and one had an all‐male42
sample. In the studies where sex was explicitly stated there was a relatively even split of females to males.

5.2.5.3 Ethnicity/Race
Studies differed in their reporting of the ethnic, racial and/or national background of participants. Fifty studies
either failed to report on the ethnicity/race/nationality of the children/adolescents or it was not possible to
extract this information in a meaningful way. Sixteen studies described the majority group in their study as
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Black, African American or Non‐Hispanic Black; these are grouped together and reported under the single
category ‘Black’ in Tables 8‐12. Twenty‐five studies described the majority group in their study as White,
Caucasian, Non‐Hispanic White or Non‐Hispanic Caucasian; these are grouped together and reported under the
single category ‘White’ in Tables 8‐12. Four studies described their majority group as Hispanic or Latina/Latino;
these are grouped together and reported under the single category ‘Hispanic’ in Tables 8‐12. The remaining
seven studies referred to the majority group of participants as American Indian, Canadian Aboriginal, Dutch,
Kuwaitis, Mainland Chinese, Southeast Asian‐American and Swiss.

5.2.6

Social capital

As can be seen in Tables 8‐12, 14 studies reported on the role and impact of family social capital and 40 reported
on the role and impact of community social capital. Forty‐eight studies reported on both family and community
social capital. The indicators of family and community social capital adopted by each study are reported in
Appendices 6 and 7.
Many of the studies reported on a number of different elements of family and/or community social capital and
across a range of different health and wellbeing outcomes. Indeed, the total number of associations between
social capital and health and wellbeing investigated across the 102 studies was 454 (see section 4.4 for more
details).

5.2.7

Quality appraisal

The quality appraisal rating assigned to each study (see section 4.3.3 for more details) is noted in Tables 8‐12. In
total, three studies were rated as being ‘low quality’, 30 were rated as being ‘moderate quality’ and 69 were
rated as being ‘high quality’.

5.3 Outcomes
5.3.1

Mental health and problem behaviours

Fifty‐five studies reported on the role and impact of social capital on mental health and problem behaviour
outcomes39,42‐95.
The outcomes were classified into four categories:
1. Self‐esteem and self‐worth
2. Internalising behaviours which includes thoughts, feelings, emotions and behaviours that the
child/adolescent directs inwards (e.g. depression and anxiety)
3. Externalising behaviours which includes the outward expression of feeling and emotions (e.g.
aggression, violence, conduct disorders and disobedience)
4. Composite measures of mental health and problem behaviours, where researchers have measured
both internalising and externalising behaviours on a single scale.
Nineteen of the studies reported on two or more of these categories.
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5.3.1.1 Selfesteem and selfworth
Self‐esteem and self‐worth refer to the opinions or feelings that each person has about him‐ or herself;
someone with higher levels of self‐esteem/worth will tend to view him‐ or herself more
positively43,47,54,58,60,62,67,69,93,95. As can be seen in Table 8, ten studies explored the role and impact of social capital
on self‐esteem or self‐worth. Seven of these studies were surveys, including cross‐sectional and longitudinal
designs. Eight of the studies had adolescent‐only samples (11‐20 years) and two were mixed samples of children
and adolescents (7‐15 years).
Four studies assessed the role of family social capital and all four were conducted with samples of adolescents.
Across all of these studies there was evidence demonstrating the role of intra‐familial relationships in the
promotion of positive self‐esteem/worth. Adolescent‐parent relationships characterised by positive
communication47, nurturance95 and low levels of conflict93 were associated with higher self‐esteem/worth.
Moreover, positive parent‐adolescent relationships predicted better self‐esteem in the longer‐term47. Families
considered by their members to be cohesive93 and families where there was evidence of adult interest in the
adolescent93 were also protective. In contrast, parental monitoring and control was associated with poorer self‐
esteem/worth67,95.
Consistent with the findings in relation to family social capital, the seven studies assessing the role and impact of
community social capital point to the protective role of child and adolescent relationships that extend beyond
the family boundaries. Children and adolescents who have a higher quantity and/or quality support networks,
which include both adults60 and their peers67,95, and children/adolescents whose parent(s) has good social
support62, were more likely to report higher self‐worth/esteem.
Three studies assessed the role and impact of school quality and all reported that adolescents’ assessments of
their school had a role to play in relation to self‐esteem/worth, at least in some groups. Feeling safe at47, and
engaged with95, school were associated with positive self‐esteem/worth. However, there was some evidence of
differential impact across sub‐groups of adolescents with one study showing school quality to be associated with
self‐esteem/worth only in adolescents from urban communities67.
Likewise, a role was identified for participation in religious services, but the impact differed across sub‐groups of
adolescents. Increased attendance at religious services was protective for male adolescents47 and weekly
attendance at religious services was protective for those that identified as Catholic; however, weekly church
attendance was associated with poorer self‐esteem/worth in adolescents who identified as belonging to the
Church of Scotland (Protestant)43. The authors hypothesise that differences across religious groups may be
related to normative behaviours (e.g. church attendance may be more accepted in some groups than others) but
there was no data available to test this hypothesis.
In summary, children and adolescents appear to accrue benefit to their self‐esteem/worth if they are in a family
where the relationship with their parent(s) is positive. Conversely, parental monitoring/control appears to be
linked with lower self‐esteem/worth which may be associated with an adolescents’ loss of autonomy of aspects
of their own lives. Children and adolescents supported more broadly by higher quality/quantity of social support
networks also benefit in terms of their self‐esteem/worth.

5.3.1.2 Internalising behaviours
Internalising behaviours refer to thoughts, feelings, emotions and behaviours that the child/adolescent directs
inwards. Thirty‐one studies explored the role and impact of social capital on internalising behaviours (see Table
8) and the specific outcomes measured included: depressive symptoms, anxiety and social anxiety, moods,
emotions and composite scores on assessments that measure a range of these behaviours (referred to by some
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authors as ‘over‐controlled behaviours’)39,43,44,46,48,50‐52,54,55,57,58,60,62,64,65,67,69,72,75,81‐83,86,87,89,91‐94. Also included here
are studies that report on suicide/suicidal ideation and self‐harm.
Twenty‐four of the studies were conducted as cross‐sectional or longitudinal surveys and the remainder were a
variety of other designs including a qualitative study. All 31 studies had mixed‐sex samples. One study reported
on the internalising behaviours of pre‐school children, three reported on school‐aged children’s outcomes, six
studies reported outcomes for mixed samples of children and adolescents, and the remaining 21 studies
reported on outcomes for adolescents.
Only two studies explored the role of family structure and neither found evidence of it playing a role in relation
to internalising behaviours44,67. Seven studies assessed the role of the quality of the parent‐child relationship and
there was evidence to suggest that parent‐child relationships assessed as positive were associated with
decreased levels of internalising behaviours in the children/adolescents52,86,93. Analyses of sub‐groups identified
the potential for the quality of the parent‐child relationship to have a differential impact in some groups of
children/adolescents. Notably, children and adolescents from neighbourhoods assessed as high in violence
accrued no protective benefit from the parent‐child relationship but their counterparts from low violence
communities did72 and adolescents from rural communities benefited from good relations with their parent(s) in
a way not afforded to adolescents from urban communities67.
Further supporting the positive impact that family relationships can have, intra‐familial relationships
characterised by justice and trust55, cohesive families93 and families that frequently eat meals together65 were
protective in the context of internalising behaviours. In contrast, reports of parental monitoring in two separate
studies were inconsistent; one reported a positive impact on adolescents’ internalising behaviours93 and the
other reported a negative impact67.
Of the 11 studies assessing social support networks eight reported, at least some, protective impact in the
context of child/adolescent internalising behaviours. Children and adolescents who had wider social networks
(i.e. a higher number of friendships)82 and higher quality social networks (e.g. friendships low in hostility)46,91
reported fewer internalising behaviours than children/adolescents with smaller or poorer quality social
networks. There was also evidence to suggest that social support networks may provide differential benefits to
different sub‐groups of children. For example, pre‐school children living in affluent neighbourhoods had fewer
reported internalising behaviours if their parent(s) reported knowing their neighbours, on the other hand, in
impoverished neighbourhoods, parents knowing their neighbours was associated with increased internalising
behaviours in their pre‐school children50. Moreover, adolescents from rural communities reported fewer
internalising behaviours if they had higher levels of peer support but adolescents from urban communities
accrued no benefit through peer support67.
There was evidence to suggest that schools with higher quality environments offered children and adolescents
protection in relation to internalising behaviours and there was substantial evidence in support of the positive
effect of the neighbourhood the children/adolescents lived in. Neighbourhoods assessed as being high in
cohesion72, low in hazards44 and high in other indicators of social capital were associated with lower internalising
behaviours. Only one study reported a negative association between neighbourhood quality and internalising
behaviours; adolescents who perceived that adults in their neighbourhood imposed too many constraints on
them reported higher internalising behaviours67. While control over adolescent behaviour (e.g. antisocial
behaviour) may improve the quality of the neighbourhood in the eyes of adult residents this may not be
perceived as such by adolescent residents.
In summary, children and adolescents seem to gain some protection against internalising behaviours, such as
depression and suicidal ideation, when the relationships between them and other family members are positive
and when they have wider and higher quality networks that extend beyond the family; either directly with their
peers or indirectly through their parents’ networks. Moreover, children and adolescents living in
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neighbourhoods that are assessed, by them and others, as being higher quality have better mental health
outcomes. It is, however, important to note that for some sub‐groups of children there is a differential effect of
the role of social support networks. Specifically, mothers from impoverished communities who report knowing
more of their neighbours reported poorer outcomes for their children. Although there is no data to support this,
the authors suggest that mothers coping less well with adversities in their neighbourhood are more likely to turn
to their neighbours for help and support and this reduced coping, in turn, translates to poorer outcomes for
their children50.

5.3.1.3 Externalising behaviours
Externalising behaviours refer to behaviours that the child/adolescent directs outward at other people and/or
objects. Twenty‐four studies (see Table 8) explored the role and impact of social capital on externalising
behaviours and the specific outcomes measured included: aggression; anger; violence; lying; conduct and
oppositional defiant disorder symptoms; and composite scores on assessments that measure a range of
externalising behaviours (referred to by some authors as ‘under‐controlled behaviours’)42‐45,50‐55,57,59,60,65,69‐
72,75,77,85,86,88,91
.
Twenty‐one of the studies were conducted as either cross‐sectional or longitudinal surveys. One study had an
all‐male sample42, the rest were mixed‐sex samples. One study was conducted with a sample of pre‐school
children (3‐4.5 years), two with school‐aged children (6‐7 years), three with a mixed sample of children and
adolescents (7‐15 years) and 18 with adolescents (10‐20 years) only.
Only two studies, both with adolescent samples, assessed the role and impact of family structure on
externalising behaviours and only one of these found an association; living in a one‐parent household was
predictive of increased oppositional defiant disorder symptoms (e.g. has a short temper, argues, has few
friends)44. There was support for the protective role of parent‐child relationships such that positive relationships
between parents and their adolescent/child were associated with less reporting of externalising
behaviours52,72,86. In one study this was further investigated by splitting the sample into adolescents living in one‐
or two‐parent households and the results showed the parent‐adolescent relationship was protective only for
those from a one‐parent household77.
Perhaps surprisingly given the nature of externalising behaviours, only one study investigated the role of
parental monitoring and it failed to find any association between this and externalising behaviours85. However,
in further support of the role of positive relationships between children/adolescents and other members of their
family, there was evidence to suggest that families where feelings of trust and justice were high55 and families
that were more cohesive (e.g. more frequently ate meals together)65 were protective against externalising
behaviours. In contrast another study found that adolescents living in high‐risk neighbourhoods reported
increased suppression of anger when extended family support was higher88.
The evidence showing the role of social support networks in the context of externalising behaviour was mixed,
with some studies reporting a protective relationship and others reporting a risk relationship. For pre‐school
children living in high poverty areas, having a parent who had more social support from neighbours was
associated with increased externalising behaviours50. For adolescents, increased quantity and quality of social
networks was associated with increased lying and disobedient behaviours in one study54 and increased reporting
of fighting in another42. That said a number of studies reported that social support networks offered adolescents
protection against some externalising behaviours53,77,91.
The quality of a child/adolescent’s school and neighbourhood was also identified as playing a role in
externalising behaviours and where a role was identified, this was protective for a number of externalising
behaviours.
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Thus, in the context of externalising behaviours it appears that family social capital offers the most consistent
protective role for children and adolescents. A number of risk factors were identified and in many of the studies
community social capital was protective for only some externalising behaviours but not others. As with
internalising behaviours, mothers from impoverished neighbourhoods who reported knowing more of their
neighbours reported poorer outcomes for their children and, as noted above, this may be related to the
mother’s ability to cope with negative environmental factors50.

5.3.1.4 Composite internalising and externalising behaviours
As can be seen in Table 8, 13 studies explored the role and impact of social capital on internalising and
externalising problem behaviours combined as a single outcome56,61,63,66,68,73,74,76,78‐80,84,90. These studies did not
differentiate between behaviours that were inwardly directed from those that were outwardly directed. In most
studies internalising and externalising behaviours were measured using a single assessment such as the
difficulties scores derived from the Strengths and Difficulties Questionnaire96. The studies reported on mixed‐sex
samples across the different age groups and the majority of the studies were cross‐sectional surveys.
Five studies assessed the role of family structure and different patterns of impact were identified. Living in a
two‐parent family was protective against internalising/externalising problems66,90. The identified negative
associations related to parental working and the findings differed across the age ranges. In studies with child‐
only samples, reports of internalising/externalising problems are higher when the mother78 and father79 are
working part‐time rather than full‐time hours. However, the effect of maternal working hours was extinguished
in a study with an older sample80.
Across the six studies assessing the role of the parent‐child relationship there was strong evidence to suggest
that relationships perceived as being positive were protective against internalising/externalising problems across
all age ranges63,73,80,90. There was, however, inconsistent reporting of the impact of parental monitoring and
control; one study reported a negative impact of control for adolescents73 and another reported a positive
impact of monitoring for a mixed sample of children and adolescents80. Higher levels of total family social capital
were also associated with better child/adolescent outcomes56,61.
In the three studies assessing the role and impact of social support networks, there was evidence to suggest that
children/adolescents benefited directly and indirectly from social support networks; directly, through their own
networks76,90, and indirectly, through their parents’ networks68. Moreover, there was evidence to suggest that
attendance at religious services80,90; attending a school with a higher quality environment80and living in a less
dangerous neighbourhood56 were all protective against general internalising/externalising problems.
In the context of general internalising and externalising behaviours it appears that positive relationships with the
family are associated with better outcomes. Higher quantity and quality of relationships outwith the family are
also associated with fewer internalising/externalising problems. Children and adolescents also seem to benefit
from the structural support that comes in the form of higher quality schools and neighbourhoods.

5.3.1.5 Mental health and problem behaviours – synthesis
The pattern of impact of the various elements of family and community social capital on mental health and
problem behaviour outcomes are presented in evidence Table 2. The 55 included studies investigated 172
associations between the various mental health and problem behaviours and the elements of family and
community social capital: 84 of these associations were positive, showing higher levels of social capital to be
associated with better child/adolescent outcomes; seven were negative, showing higher levels of social capital

14

to be associated with poorer outcomes; and, in 51 cases no association was identified between social capital and
the outcome.

Quality of school

9
2

5
2

9
4

13
6

7

2

2
3

3
4

1

28
13
1
10
3
1

12
5
6
1

Total

Religiosity

1

Trust & safety

3
1

33
17
1
7
4
4

Civic engagement

Parental monitoring

10
9

Composite/Other
community social capital

1

1

6
2

Quality of neighbourhood

Inconclusive results

2
4
3

9
3
4
2

Social support networks

Sub‐group differences

3
2

Composite/Other family
social capital

None

25
16

Extended family support

Negative

Adult interest

Positive

10
3
1
5

Parent‐child relations

Association
Number of investigated associations

Family structure

Table 2. Evidence table showing the pattern of investigated associations between social capital and mental
health and problem behaviours.

172
84
6
51
19
11

Across these studies there is evidence to support the role of positive parent‐child relationships in the promotion
of better child/adolescent outcomes. Children and adolescents whose relationships with their parent(s) are
characterised by, for example, positive communication47, feelings of nurturance95, support86, and low levels of
conflict and other negative characteristics have fewer reported mental health and behavioural problems.
Indeed, there was no evidence to suggest that positive parent‐child relationships are detrimental to children or
adolescents’ mental health and/or behaviours. Moreover, other measures of family social capital support this
positive association in that children and adolescents from families rated as being more cohesive93, where
members report feeling there are high levels of justice and trust55, and those that report spending more time
together65 have better mental health and behavioural outcomes.
There was inconsistent reporting of the association between parental monitoring and mental health and
behavioural problem outcomes, with almost equal numbers of the associations being reported as
positive80,93and negative67,73,95 and no trend was identified that could explain this pattern. The only elements of
family social capital that were negatively associated with mental health and behavioural problems, and which
placed the child/adolescent at risk, were family structure and parental monitoring. Moreover, only a small
number of sub‐group differences were identified.
In the context of community social capital, children and adolescents benefit from social support networks, with
just over half of the investigated associations being positive. Children and adolescents appear to accrue direct
benefit from having wider social support networks of peers82 and non‐familial adults60, which may be acquired
by participation in recreational clubs/groups53,90, and they benefit from having higher quality social support
networks48,54,91. Furthermore, in most cases, but especially in the case of younger children, they appear to accrue
indirect benefit from their parent(s) having wider and higher quality social support networks46,62.
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There was little evidence to suggest that civic engagement was particularly beneficial in the context of mental
health and behaviour problems. However, there was some evidence that more frequent attendance at religious
services43,77,80, attending a school assessed as having a higher quality environment (e.g. feeling it is a safe place
to be)45‐47,94,95, and living in a neighbourhood assessed as higher quality (e.g. having fewer hazards and higher
levels of informal social control)44,46,57 were all associated with better mental health and fewer problem
behaviours.
Very few negative associations, where higher levels of community social capital are related to poorer outcomes,
were identified. However, a number of investigated associations identified sub‐group differences and some of
these differences do suggest that certain sub‐groups of children and adolescents are disadvantaged by higher
levels of community social capital. For example, pre‐school children living in impoverished neighbourhoods have
poorer outcomes if their mother knows more of their neighbours, this is in contrast to children from affluent
neighbourhoods were increased maternal neighbour support is beneficial50. As noted above, the authors
hypothesise that in impoverished neighbourhoods the association between maternal social networks and poorer
health outcomes may not be a direct one, but rather an association mediated by factors such as lower levels of
maternal coping.

5.3.2

Health promoting behaviours

Health promoting behaviours include actions taken that promote better health outcomes (e.g. eating five
portions of fruit or vegetables every day) and attitudes, thoughts or beliefs that promote better outcomes (e.g. a
positive attitude toward one’s body). Fourteen studies reported on the role and impact of social capital on
health promoting behaviour outcomes40,65,85,89,97‐106. These outcomes were classified into four categories:
1. nutritional health
2. physical activity
3. weight status and body image
4. dental health.
Four of the studies reported on two different health promoting behaviours.

5.3.2.1 Nutritional health
Three of the included studies explored the association between indicators of family and community social
capital and nutritional health (see Table 9)89,99,100. All three were cross‐sectional surveys with mixed‐sex samples
of adolescents (11‐16 years).
Two of the studies explored the role and impact of family social capital and showed that positive relationships
between family members, in the form of positive communication89 and engagement in joint activities99 were
associated with better nutritional outcomes.
All three studies included indices of community social capital and the pattern of results suggested that social
capital acquired in the context of the community had a positive impact on adolescents’ nutritional health. In
particular, indicators of social capital that point to adolescents expanding the quantity and quality of their social
networks seem most important; being a member of recreational clubs99,100, having peer and adult role models89
and being active citizens in the local neighbourhood89,99 (but not school) were all associated with better
nutritional health outcomes.
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5.3.2.2 Physical activity
Nine studies reported on the role and impact of social capital in relation to physical activity or inactivity (see
Table 9); eight were cross‐sectional surveys85,89,99‐104 and one was a qualitative study40. Seven of the studies
reported on adolescent physical activity and two reported on data collected jointly about both children and
adolescents, and all nine studies had mixed‐sex samples. Only one study failed to find an association between
social capital and physical activity85.
Four of the studies explored associations between family social capital and physical activity40,85,89,99. The
elements of family social capital identified as having a positive impact on physical activity were those that point
to the positive or supportive elements of the relationship between young people and members of their family.
Positive relationships with parents89 and extended family members40 and adult interest in the child/adolescent’s
activities40 (e.g. adult family members going to watch the child play sport) were all associated with more positive
outcomes. It is interesting to contrast the beneficial impact of positive family relationships with the finding of no
association between parental monitoring and control and physical activity85,99.
Eight studies reported on the association between community social capital and physical activity85,89,99‐104. Like
family social capital, the elements of community social capital most likely to play a role in determining physical
activity outcomes were those most directly associated with children and adolescents’ relationships with other
people. There was evidence to suggest that children and adolescents who have access to higher quantity/quality
social support networks are more likely to be physically active and/or less likely to be sedentary99‐101. Moreover,
many of the indicators of quality of neighbourhood were, at least in part, concerned with social cohesion, or
perceptions of the bonds that exist within communities, and three of the studies linked social cohesion to
positive physical activity outcomes101‐103. In addition, adolescents with a peer or adult mentor and those involved
in school and neighbourhood civic decision‐making also accrued benefit89,99.
Only one study found social capital had a negative impact on physical activity outcomes; here, higher state‐level
mutual aid (i.e. the extent to which people living in the US state perceive that their neighbours support each
other) and social trust were associated with increased likelihood of adolescents not meeting physical activity
guidelines104. However, the authors caution that, in the context of health, social capital measured at a more local
level (e.g. neighbourhood) may be more theoretically valid. Indeed, the balance of the evidence in relation to
physical activity outcomes suggests that, at both the family and community level, children and adolescents who
have wider social networks and positive relationships with others are more likely to be physically active and less
likely to be sedentary.

5.3.2.3 Weight status and body image
Four studies reported on the association between social capital and weight status and/or perceptions of body
image (see Table 9)65,104‐106. All four were cross‐sectional surveys conducted with mixed‐sex adolescent groups
ranging in age from ten through to 17 years.
Two studies reported on family social capital and highlighted the protective effects of adolescent interactions
with other members of their family. For example, adolescents who had a father figure in the household, who
had good communication with their father figure, and who were in families that frequently ate together
(suggesting higher levels of family cohesion) had better weight and/or body image outcomes65,105.
Three studies explored community social capital and they reported mixed results. In general, there was a pattern
suggesting that higher quality school and neighbourhood environments offered some protection to adolescents
in terms of their weight and body image behaviours105,106. That said there was evidence to suggest that
community social capital may have a differential impact across different group of adolescents; two studies
showed different effects in younger and older groups of adolescents104,106.
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5.3.2.4 Dental health
As can be seen in Table 9, two studies explored the association between social capital and dental health97,98.
Both studies were conducted as cross‐sectional surveys combined with clinical dental examinations to assess the
number of decayed, missing and filled teeth in each of the participants. Neither study explored the role of family
social capital but both included indicators designed to capture community social capital.
The findings point to elements of community social capital, playing a role in the management of good dental
health in both pre‐school children97 and adolescents98. Specifically, pre‐school children and adolescents from
communities characterised as high in social cohesion and trust97 and where residents were empowered to take
action to encourage positive outcomes98 had better dental health outcomes. There was no evidence to support
the role of social support networks97.

5.3.2.5 Health promoting behaviours – synthesis
The pattern of impact of the various elements of family and community social capital on health promoting
behaviour outcomes is presented in evidence Table 3. The 14 included studies investigated 48 associations
between the various health promoting behaviours and the elements of family and community social capital: 27
of these associations were positive, showing higher levels of social capital to be associated with better
child/adolescent outcomes; two were negative, showing higher levels of social capital to be associated with
poorer outcomes; and in 15 cases no association was identified between social capital and the outcome.

None

2

1

Sub‐group differences
Inconclusive results

4
2

1

2
2

Total

1

9
5
1
2
1

Composite/Other community
social capital

1

5
1

Quality of neighbourhood

3

Negative

4
1
1

Quality of school

Civic engagement

1

2
1

Religiosity

Social support networks

6
5

3
3

Trust & safety

Composite/Other family social
capital

7
5

1
1

Parental monitoring

3
2

Adult interest

2
1

Parent‐child relations

Positive

4

Family structure

Association
Number of investigated associations

Extended family support

Table 3. Evidence table showing the pattern of investigated associations between social capital and health
promoting behaviours.

48
27
2
15
3
1

Of particular note is the beneficial impact of positive relationships within the family. Across the various
behaviours, children and adolescents are reported as having better outcomes if there is a father figure present
in the home105 and if communication between the young person and adults in the family is rated as being
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positive40,89,105. Moreover, young people in families that more frequently engage in activities together, including
frequent family mealtimes, have better reported outcomes65,99. Adults showing interest in the young person’s
activities also promoted positive behaviours but more negative parental monitoring, or control, did not. Indeed,
across the 14 studies there was no evidence to suggest parental monitoring and control had any role to play.
Although the mechanisms for understanding these associations are not explicitly assessed in the studies, one
might surmise that families regularly engaging in joint activities create more opportunities for the development
of positive relationships and modelling of positive behaviours. Moreover, it appears that, in the context of
health promoting behaviours, positive adult encouragement, perhaps mediated through positive
communication, may be more important than parental monitoring or control behaviours.
Similarly to family social capital, the studies exploring the role and impact of community social capital on child
and adolescent health promoting behaviours tended to show a positive impact. This was particularly true when
the indicator was an assessment of the young person’s, or their parents’, relationships with others. Indicators of
wider social support networks, including participation in recreational clubs99‐101 and having a peer or adult
mentor89, were associated with better outcomes.
Although there was little evidence to suggest that school quality has a role to play in terms of health promoting
behaviours, the quality of the neighbourhood the children/adolescents lived in did. The majority of studies that
identified the quality of neighbourhood as having a role to play in promoting health behaviours employed
measures that assessed the bonds that exist between people living in the neighbourhood (i.e. social cohesion).
Across these studies children and adolescents from neighbourhoods assessed as being higher quality, and thus
more cohesive, were generally reported as having better outcomes97,101‐103,106. Moreover, children and
adolescents who were active citizens, engaging in civic decision‐making, or who lived in a neighbourhood
characterised as being high in empowerment had better outcomes89,98,99.
There were only two reported negative associations between community social capital and health promoting
behaviours but there was some evidence to suggest that community social capital, or elements of it, may have a
differential impact in different groups of adolescents (e.g. younger versus older adolescents)104,106.

5.3.3

Health risk behaviours

Health risk behaviours are those behaviours and actions that increase the likelihood of ill health or decrease the
likelihood of the individual maintaining optimal health. Thirty‐four studies (see Table 10) reported on the role
and impact of social capital on health risk behaviour outcomes41,65,69,81,85,86,91,95,99,100,107‐130. These outcomes were
classified into five categories:
1.
2.
3.
4.
5.

Tobacco use
Alcohol use
Drug use
Sexual health
Composite risk behaviours, which include composite measures across a range of risk behaviours.

Twenty‐two studies reported on one health risk behaviour and 12 studies reported on two or more health risk
behaviours.
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5.3.3.1 Tobacco use
Eleven studies investigated the role and impact of social capital on tobacco use (see Table
10)65,85,95,99,100,107,110,117,124,126,127. All 11 studies were conducted as surveys with mixed‐sex, adolescent samples
(11‐19 years), ten were cross‐sectional and one longitudinal.
Seven studies explored the role of family social capital in the context of adolescent tobacco use and, in the main,
the findings suggested that social capital within the family was protective against smoking and tobacco use.
Parent‐adolescent relationships characterised as high in closeness, trust and nurturance were associated with
less frequent, or non‐use, of tobacco95,110,127. Two studies assessed the quality of the parent‐adolescent
relationship in terms of communication; one107 found positive communication between parent(s) and
adolescent to be protective but the other reported communication as a risk factor127. However, in the latter
study parent‐adolescent closeness diluted the risk associated with communication, such that relationships that
were high in closeness and positive communication protected the adolescent against tobacco use.
Further supporting the protective role of positive intra‐family relationships, two studies reported that
adolescents from families that engaged in more joint family activities were less likely to use tobacco65,99. On the
other hand, there was little evidence to suggest that parental monitoring had much effect on tobacco use, with
only one out of five studies finding an association127.
Nine studies explored the role and impact of community social capital on tobacco use. While there was
inconsistency in the pattern of impact across the six studies assessing social support networks, this may be
accounted for, in part, by the type of assessment. Two studies assessed social support networks in terms of
adolescents’ interactions with their friends/peers and both of these studies reported a negative impact such that
increased peer connectedness and frequency of contact with friends were associated with higher risk of tobacco
use95,127. In contrast, two of the studies assessing participation in recreational clubs/groups, an indicator of wider
social networks, found that increased participation was protective against tobacco use100,107. However, there was
evidence to suggest that different types of groups/clubs may have differential impact; school‐based
groups/clubs had no role, youth clubs were identified as a risk factor and religious groups/clubs offered
protection99,100.
Civic engagement, religious attendance and having peer/adult mentors also provided some insight into the
reach of an adolescent’s networks. One study found all three played a protective role but this was not replicated
across other studies107. Only one study assessed neighbourhood quality and found no effect127. However, there
was evidence to suggest that adolescents who attended a school perceived to have a high quality environment
were offered some protection against tobacco use95,124,126.
Social capital amassed through an adolescent’s interactions with other people is protective against tobacco use
in some circumstances and creates a risk factor in others. In particular, positive relationships between the
adolescent and other family members seem to be associated with reduced likelihood of the adolescent using
tobacco. However, relationships that extend out of the family into the adolescent’s social sphere may in some
instances create opportunities for risk behaviours. In particular, it appears that adolescents with broader social
networks involving peers may be at higher risk of using tobacco. In contrast, the infrastructural support of the
school environment appears to offer protection to adolescents in the context of tobacco use.

5.3.3.2 Alcohol use
Fourteen studies assessed the role and impact of social capital on alcohol use and all included mixed‐sex
samples of adolescents (see Table 10)65,81,85,86,91,95,99,100,109,110,112,117,119,124. Thirteen of the studies were conducted
as surveys and one was a cohort study. Twelve of the studies were cross‐sectional and two were longitudinal.
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Eight studies explored the association between family social capital indicators and alcohol use and the majority
of these pointed to the quality of the parent‐adolescent relationship playing a role in adolescent alcohol use.
More positive relationships were associated with less risky behaviours, including abstinence, lower frequency of
alcohol use and lower frequency of binge drinking86,95,110,112,119. Moreover, adolescents who reported that their
families engaged in more joint activities (e.g. more frequent family mealtimes), another indicator of positive
intra‐familial relationships, were protected in terms of alcohol use65,117.
While the weight of evidence suggests that positive relationships between adolescents and their parent(s) were
protective against risky alcohol behaviours, the pattern of association is less clear for parental monitoring and
control. Two of the four studies85,95 reported that (perceived) parental monitoring or control was unrelated to
alcohol use, another found it was protective for male but not female adolescents110 and the final study reported
that having a controlling father was associated with increased risk99. Moreover, linked to parental monitoring,
both male and female adolescents who reported that they had more negotiated unsupervised time with their
peers were at increased risk of reporting alcohol use110.
There was also evidence to suggest that the relationships between family members may have a differential
impact across different groups of adolescents. There were conflicting results about the impact on male and
female adolescents; one study reported that a positive parent‐adolescent relationship was protective for male
adolescents only110 and another reported it was protective for female adolescents only86. Moreover, when
broader family relationships were explored in the context of ethnicity a different pattern of risk and protection
was evident across different ethnic groups (see Eitle et al.112 in Table 10).
Half of the six studies exploring the role of social support networks in adolescents’ alcohol use failed to identify
any association. The three studies identifying a role found some protective and some risk relationships: one
study reported that poorer quality peer relationships were associated with alcohol consumption cross‐
sectionally but the relationship did not hold across time91; another found adolescents with high levels of peer
connectedness were at increased risk; and, the third study found that, while in general recreational club
membership was protective, membership of some club types was associated with increased odds of
drunkenness (e.g. youth or sports clubs) and membership of other club types was associated with decreased
odds (e.g. cultural or religious clubs)100. Moreover, adolescents who reported they had peer role models, but not
adult role models, were more likely to report abstinence119.
There was some evidence to suggest that adolescents who engaged in active citizenship activities99,109,119 and
who had higher levels of trust in others109,124 engaged in fewer alcohol risk behaviours. Three studies showed
frequency of attendance at religious services was associated with more positive behaviours but there was no
consistent evidence showing a role for religious identity or personal importance of religion81,109,119.
None of the studies explored the association between alcohol use and the quality of neighbourhood, but five
explored the role of school factors. In two of these studies positive school attributes (e.g. cohesion) were
protective against alcohol use95,99 and in a third, school cohesion was protective for female adolescents but
presented as a risk factor for males86.
In the context of alcohol use, the protective effects of family and community social capital are mixed. It appears
that family social capital offers the most consistent effect with positive relationships between young people and
their parent(s) being protective. Moreover, parental monitoring and control appear to have little protective
value and in some instances are associated with increased risk.
The evidence for the role and impact of community social capital is inconsistent. Social support networks appear
to have a limited and inconsistent impact on adolescent alcohol use. That said, adolescents who participate in
active citizenship and/or participate more frequently in religious services do appear to accrue some protection.
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5.3.3.3 Drug use
Nine studies sought to explore the role and impact of social capital on drug use and all were conducted as cross‐
sectional surveys with mixed‐sex samples of adolescents (11‐19 years) (see Table 10)65,81,85,86,95,109,110,117,119.
Six studies included indicators of family social capital. Across these a clear pattern emerged in relation to the
role of the family relationships. Adolescents who perceived that they had a positive relationship with their
parent(s) were less likely to report drug use86,95,110,119 as were adolescents from families that spent more time
together (e.g. more frequent family mealtimes)65. Further emphasising the protective role of the positive
element of family relationships, no role was identified for parental monitoring and control behaviours85,95,110
which are often assessed as a negative element of the relationship. However, adolescents who were afforded
negotiated unsupervised time with their peers (i.e. had some unmonitored time) reported more frequent
marijuana use than peers without this time110.
In the seven studies assessing community social capital, there was limited and inconsistent evidence available
about the role of adolescents’ social support networks. One study assessing participation in recreational
clubs/groups, an indicator of wider social networks, reported a protective role119, however, another study
assessing peer connectedness identified it as a risk95. In contrast, adolescents who reported they had a peer
mentor, but not an adult mentor, had increased odds of reporting not using drugs119.
Four studies explored the association between religiosity and drug use. In all four, adolescents who reported
more frequent attendance at religious services were less likely to report drug use, or they reported less frequent
drug use81,109,117,119. There were, however, inconsistent findings in relation to the role of religious identity and the
personal importance of religion81,109. None of the nine studies explored the role of neighbourhood quality but
there was some evidence to suggest that higher quality school environments offered some protection to
students in relation to drug use86,95, and one study reported that this was particularly important for female
students86.
In summary, family relationships characterised by trust, support and nurturance appear to provide adolescents
with assets that protect against drug use or frequent drug use. In contrast, parental monitoring and control has
little effect in this domain although an indicator of a more laissez faire approach to monitoring, negotiated
unsupervised time with peers, does seem to be associated with increased risk. In the context of community
social capital, adolescents accrue more protection from drug use from structural sources, religion and school,
than they do from their relationships with others.

5.3.3.4 Sexual health
Fifteen studies (see Table 10) explored the role and impact of social capital on sexual health outcomes; 14 were
conducted as cross‐sectional surveys41,65,86,108,110,111,113‐116,118,120,121,125 and one was a longitudinal survey129. All
apart from one study41, which had an entirely female sample, reported on mixed‐sex samples of adolescents (11‐
19 years).
Of the 13 studies that explored the role and impact of family social capital on adolescents’ sexual health, three
reported on family structure. Across these studies, there was evidence to suggest that living with at least one
biological parent was an important protective factor115,116,129; moreover, it appears that the presence or absence
of a father may be more important for some adolescents than others (e.g. younger adolescents)115,129.
The evidence relating to the role and impact of the parent‐adolescent relationship suggests that positive
relationships are protective across a range of sexual health outcomes. Although the role of the positive
relationship indicators differed across the various studies, there was no evidence that the quality of the parent‐
adolescent relationship (e.g. trust, ease of communication, support and connectedness) has a negative effect on
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sexual health. Indeed, there is evidence to suggest it may be associated with delay in sexual debut110,114 and the
implementation of more positive sexual behaviours, such as contraception use110,116,120. Conversely, in the only
study to evaluate the quantity of parent‐adolescent conversations about sex, adolescents reporting more
frequent conversations were more likely to report having had sex121. The authors hypothesised that, in this
instance, the increased frequency of parent‐adolescent conversations about sex may have been necessitated by
the adolescent’s sexual behaviour rather than increased frequency of conversations increasing the likelihood of
the adolescent having had sex.
There was evidence to suggest that parental monitoring can have a positive impact on sexual health. Across the
five studies assessing this, higher parental monitoring was associated with increased likelihood of the adolescent
reporting sexual abstinence121,125,129. However, if they did report that they were sexually active, adolescents with
higher levels of parental monitoring reported more positive sexual behaviour, such as condom use110,129.
Moreover, negotiated unsupervised time with peers was associated with increased risk of having had, or
intending to have, sex but it was also associated with increased likelihood of using contraception110.
As with family social capital, different elements of community social capital had a differential impact on different
sexual health outcomes. At a general level, studies assessing the quality and quantity of adolescents’ social
networks reported little association with sexual health behaviours108,120. However, in some studies protective
effects were noted for some sub‐groups of adolescents113,114 and for others social networks were associated
with sexual risk taking113,115. Notably, White males with more adult friends113 and older males involved in sports
clubs115 reported more sexual risk taking. However, linked to social support, three studies reported that
adolescents who had a peer and/or adult mentor were less likely to engage in sexual risk behaviours108,114,118 and
another reported that peer role models were protective for adolescents from one‐parent households120.
There was evidence to suggest that civic engagement and religious attendance offered some protection, such
that more frequent attendance at religious services was associated with more positive sexual health
behaviours108,114. However, results in relation to school quality were less consistent with some elements being
protective for some sub‐groups of adolescents and presenting as a risk factor in others.
One striking factor about the role and impact of both family and community social capital in the context of
sexual health is the apparent differential impact across the various indicators of this outcome (e.g. sexual
abstinence, sexual experience and contraception use) and across different sub‐groups of adolescents. It appears
that in different contexts different elements of social capital may be more or less salient. There is limited
evidence to explore this further in this review, suffice to say that both age and sex seem to play a role here; for
example, younger adolescents were less likely to be sexually active if they lived with a father figure but this was
not the case for older adolescents115.
Sexual activity is regarded as a natural event for most adolescents, but at the various stages of adolescence it
may be considered more or less appropriate, by both the adolescent and others around them. This sense of
appropriateness will necessarily interact with support structures that are designed to prevent younger
adolescents from engaging in sex and promote safer sex amongst older adolescents. Moreover, the gender
divide and diverse cultural norms are other governing factors in terms of the acceptability and social
appropriateness of sexual behaviours.

5.3.3.5 General risk behaviours
Five studies explored the role and impact of social capital on general health risk behaviours by creating a
composite health risk behaviour score assessing risk across a number of different domains (e.g. smoking, alcohol
and drug use) (see Table 10). The studies were all conducted as surveys; one was longitudinal69 and four were
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cross‐sectional122,123,128,130. Three of the studies had adolescent‐only samples (12‐19 years) and one included
both children and adolescents (8‐18 years), all were mixed‐sex samples.
Although assessed by the five studies, there was limited evidence of a consistent effect for family social capital.
Only family structure appeared to have a consistent role to play with children and adolescents, in most
instances, a benefit was provided from living in a two‐parent household123,128,130.
When exploring community social capital there was limited evidence for social support networks having a role in
health risk behaviours. The two studies assessing peer‐based social networks123,128 found no association, but
increased contact with neighbours was protective123. There were mixed findings for civic engagement with some
protective123,130 and some risk relationships identified122. Two of the three studies exploring the role of school
quality reported that higher quality school environments were associated with fewer risk behaviours122,123 and
another study reported that higher quality neighbourhood environments were also predictive of better
outcomes130.

5.3.3.6 Health risk behaviours – synthesis
The pattern of impact of the various elements of family and community social capital on child and adolescent
health risk behaviours is shown in evidence Table 4. The 34 included studies investigated 165 associations
between the various health risk behaviours and elements of family and community social capital: 68 of these
associations were positive, showing higher levels of social capital to be associated with better child/adolescent
outcomes; six were negative, showing higher levels of social capital to be associated with poorer outcomes; and,
in 54 cases no association was identified between social capital and the outcome.
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Sub‐group differences
Inconclusive results

1
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7

4
3
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3

9
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1

10
4

3

9
4

1

1
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2
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Total
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1
1

Quality of school

4

25
4
4
10
4
3

Religiosity

9
7

Trust & safety

2

4

Civic engagement

2
10
3

Social support networks

1
2

Negative

19
6
1
11

Composite/Other family
social capital

2

Parental monitoring

25
10

Adult interest

8
5

Extended family support

Positive

Parent‐child relations

Association
Number of investigated associations

Family structure

Table 4. Evidence table showing the pattern of investigated associations between social capital and health risk
behaviours.

165
68
6
54
28
9

In terms of family social capital, no associations were found between health risk behaviours and familial adults’
interest in the child or extended family support and exchange. Moreover, given that in over half of the cases no
association was found between parental monitoring and health risk behaviours, it may be reasonable to assume
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that parental monitoring is of little value in this context. However, where associations were identified, these
were, in the main, positive and looking across the various health risk domains, there is evidence to suggest that
parental monitoring may be associated with better outcomes in some domains but not others. Specifically, while
only one fifth of the investigated associations were positive in the context of tobacco use127, two‐thirds were
positive in the context of sexual health121,125,129. Thus, parental monitoring appears to exert a differential pattern
of protection across different health risk behaviours.
The majority of the investigated associations between family structure and health risk behaviours were positive.
Where this was assessed, children and adolescents benefited from living with at least one biological parent but
being in a two‐parent family was most protective116,123,128‐130.
In just under half of the investigated associations between the quality of the parent‐child relationship and health
risk behaviours, the impact was positive; that is, more positive parent‐child relationships were associated with
better child/adolescent outcomes86,95,116,119,129. That said, a number of the investigated associations identified
sub‐group differences. Looking across the individual risk behaviours, the majority of these differences highlight
that some sub‐groups of children/adolescents benefit from positive relationships with their parent(s) in contrast
to other sub‐groups where no association was identified86,110,114,120,125. There were few reports of positive parent‐
child relationships being associated with poorer outcomes.
Perhaps surprisingly given the social nature of many of the risk behaviours being investigated, there was little
consistent evidence for social support networks having an impact on health risk behaviours. Some of the
identified associations were positive91,107,119,123 and others were negative95,127 but in the majority of cases no
association was found85,99,108,119,120,128. On the other hand, there was more consistent evidence to suggest that
having a peer or adult role model/mentor was protective107,108,114,119,120.
Reported over a number of different studies, religiosity was the element of community social capital that had
the most consistent evidence of a protective role in the context of health risk behaviours. Children and
adolescents had better outcomes when they attended religious services more frequently81,107,109,114,117,119,120,123;
however, there was little evidence to suggest that religious identity or the personal importance of religion
offered the same protection. Thus, it is the social aspect of religiosity that appeared to be most important.
Overall, there were very few instances where higher levels of social capital were associated with poorer
outcomes and the majority of these related to social support networks. However, a significant number of the
investigated associations (n=28) were identified as having sub‐group effects, such that different patterns of
association between social capital and the outcome were identified in different sub‐groups of
children/adolescents. It is clear that while there is support for higher levels of social capital having a protective
role to play in the context of health risk behaviours, the pattern of effect is not absolutely consistent. The impact
of the various elements of social capital differs across the various risk behaviour domains, and they have a
differential impact across different sub‐groups of adolescents.

5.3.4

General health, quality of life and wellbeing

Twenty‐two studies reported on the role and impact of social capital on general health, quality of life (QoL) and
wellbeing (see Table 11)57,58,62,68,69,84,89,90,95,99,100,128,131‐140. These included studies where a single item measure
asking about general health, QoL or wellbeing had been employed as the outcome (e.g. Boyce et al.134) or where
the scale measuring a broad construct could not be broken down further (e.g. Al‐Fayez et al.133). The studies
reported on mixed‐sex samples from across the various age groups.
Neither of the studies assessing the role and impact of social capital in the context of pre‐school children’s
general health, QoL and wellbeing included an indicator of family social capital. However, the studies with
children and adolescents suggested that more positive, or fewer negative, outcomes were associated with living
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in a two‐parent, including a step‐family, household90,133. A further study demonstrated that family configuration
may be more important for some sub‐groups of adolescents than others (e.g. urban adolescents)137.
Across the studies assessing family social capital there was substantial evidence demonstrating the role of the
parent‐child relationship in terms of general health, QoL and wellbeing. Better child and adolescent outcomes,
or fewer poor outcomes, were reported where there were indicators of more positive parent‐child
relationships90,132,137. Again supporting the role of positive relationships, there was evidence to suggest that
higher levels of parental monitoring had a potentially negative impact; better outcomes were reported
alongside adolescents having a sense of autonomy and control in the family139 whereas poorer outcomes were
associated with feeling more controlled by their father99.
In terms of community social capital, children and adolescents who had wider‐reaching or higher quality social
support networks, either their own or through their parent(s), benefited in terms of having better general
health, QoL and/or wellbeing, or had fewer negative outcomes. Although being a member of a recreational
club/group was generally protective, membership of some club/group types was associated with more frequent
reporting of psychosomatic symptoms100. However, the direction of causation is not clear here and it is equally
arguable that adolescents with poorer health will be attracted to activities that better meet their needs; for
example, some adolescents may, for health reasons, avoid physical activity clubs.
Attending a school assessed as being higher quality95,99,138,139 and living in a neighbourhood with indicators of
higher quality57,62,134,137 were also associated with more frequent reporting of better outcomes, or less frequent
reporting of poorer outcomes.

5.3.4.1 General health, quality of life and wellbeing – synthesis
The pattern of impact of the various elements of family and community social capital on general health, QoL and
wellbeing outcomes are presented in evidence Table 5. The 22 included studies investigated 61 associations
between the various outcomes and the elements of family and community social capital: 35 of these
associations were positive, showing higher levels of social capital to be associated with better child/adolescent
outcomes; two were negative, showing higher levels of social capital to be associated with poorer outcomes;
and, in 17 cases no association was identified between social capital and the outcome.
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Inconclusive results

4

2

1
1

5
4

7
4

4
2

1

3

1
1

Total

4
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community social capital

1
1
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6
2

Trust & safety

Extended family support

16
10

Quality of school

1
1

5
3
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Sub‐group differences

1
1

2
2

Civic engagement
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4

Social support networks

Negative

Parental monitoring

9
7

Adult interest

4
2

Composite/Other family
social capital

Positive

Parent‐child relations

Association
Number of investigated associations

Family structure

Table 5. Evidence table showing the pattern of investigated associations between social capital and general
health, quality of life and wellbeing.

61
35
2
17
4
3

There was minimal evidence about the role of family structure, but two of the three investigated associations
were positive suggesting that children and adolescents benefited from being in a two‐parent household90,133.
Likewise, there was minimal evidence about the role of parental monitoring; however, the pattern of association
suggests that where a role exists, it is negative. That is, poorer outcomes were associated with feeling more
controlled by parent(s)99.
In the context of community social capital, there was considerable evidence to suggest that children and
adolescents who had a wider range of, or higher quality, social support networks, either their own or through
their parent(s), benefited in terms of having better general health, QoL and/or wellbeing, or they had fewer
reports of negative health outcomes99,128,131,132,136,137. Moreover, the weight of evidence suggests that higher
quality school95,99,138,139 and neighbourhood environments57,62,134,137 are beneficial in promoting better outcomes.
In summary, children and adolescents report better general health, higher QoL and more positive wellbeing (or
they report fewer negative outcomes) when they live in families where members engage in joint activities (e.g.
play), where communication between people in the household is positive, where the young people feel
supported and where levels of conflict are low. External to the family, children who have access to wider and
higher quality networks and those who benefit from the structural support of higher quality schools and
neighbourhoods have more positive outcomes.

5.3.5

Developmental issues

Four studies assessed the role and impact of social capital on developmental issues (see Table 12); three were
conducted as cross‐sectional surveys51,84,141, and one as a longitudinal cohort study79. All four studies presented
data on mixed‐sex samples of pre‐school or school‐aged children.
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In terms of family structure, some children benefited from their mother being in employment in their early years
(1‐3 years old) and for other children maternal employment was associated with poorer developmental
outcomes79. Specifically, children whose mother went on to be employed in a complex occupation (i.e. an
occupation high in autonomy, low in repetitive tasks and typically more highly paid) had poorer developmental
outcomes if their mother was not in employment during their early years. Conversely, children whose mother
went on to be employed in a less complex occupation (i.e. one characterised by limited autonomy, high levels of
supervision and repetitive tasks and one typically lower paid) benefited from their mother not working during
their early years. In addition, there was some evidence to suggest that children’s development is associated with
the parent‐child relationship, with indicators of a more positive relationship being associated with better
developmental outcomes79,141.
There was limited evidence available to show a role for aspects of community social capital. However, there was
no evidence of community social capital having a detrimental effect on children’s developmental outcomes.

5.3.5.1 Developmental issues – synthesis
The pattern of impact of the various elements of family and community social capital on developmental issues is
presented in evidence Table 6. The four included studies investigated 16 associations between the
developmental outcomes and elements of family and community social capital: three of these associations were
positive, showing higher levels of social capital to be associated with better child/adolescent outcomes; none
were negative, showing higher levels of social capital to be associated with poorer outcomes; and, in four cases
no association was identified between social capital and the outcome.
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8
3

1

1

1

1

4
1
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Quality of neighbourhood

1

Quality of school

2
1

Religiosity

1
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Civic engagement
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Social support networks

2
2
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1
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Table 6. Evidence table showing the pattern of investigated associations between social capital and
developmental issues.

Negative
None
Sub‐group differences

1

Inconclusive results

The evidence available to assess the association between social capital and developmental outcomes is minimal
and limited to children. Suffice to say that children have better developmental outcomes when parent‐child
relationships are assessed as being more positive and when the neighbourhood they are being raised in is
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assessed as higher quality. The identified sub‐group differences suggest that some groups of children may be
differently affected by maternal employment in their early years79.

5.4 The role and impact of family and community social capital on children and
adolescents’ health and wellbeing – synthesis
In this section we synthesise the results from across the full range of health and wellbeing outcomes, drawing on
the evidence extracted from the 102 included studies. As noted above, many of the 102 studies reported on a
number of different elements of family and community social capital and across a range of different health and
wellbeing outcomes. Indeed, the total number of associations between social capital and health and wellbeing
investigated was 454. As can be seen in Table 7, 217 of these were associations were positive, showing higher
levels of social capital to be associated with better child/adolescent outcomes; 17 were negative, showing higher
levels of social capital to be associated with poorer outcomes; and, in 141 cases no association was identified
between social capital and the outcome.

43
18

5
3
2

17
8

Total

25
15

Composite/Other
community social capital

22
4

13
6
1
2
3
1

Quality of neighbourhood

5
2

42
16

Trust & safety

8
1

82
36
5
24
8
9

Quality of school

2

28
21

Civic engagement

Parental monitoring

4

12
3

Religiosity

Inconclusive results

4
15
7

36
9
7
18

Social support networks

Sub‐group differences

7
3

Composite/Other family
social capital

None

64
38

Extended family support

Negative

Adult interest

Positive

24
11
1
7
4
1

Parent‐child relations

Association
Number of investigated associations

Family structure

Table 7. Evidence table showing the pattern of investigated associations between social capital and child and
adolescent health and wellbeing.

50
26
2
17
4
1

28
15
1
8
3
1

454
217
17
141
55
24

The evidence for family social capital is strongly weighted in favour of the protective effects of relationships
within the family. Nearly half of the investigated associations in relation to family structure are positive. The
evidence from across the studies shows that children and adolescents living in a two‐parent household,
including with step‐parents, reported better outcomes, or experienced fewer negative outcomes. Moreover,
children and adolescents particularly benefit from having a positive relationship with their parent(s) and being
raised in a family where joint activity and good communication are present, where there are strong cohesive
bonds between family members and where the young person feels supported and nurtured.
In contrast, parental monitoring and control is often viewed as characterising more negative elements of the
parent‐child relationship where the young person feels a lack of control or autonomy over decision‐making. The

29

evidence here suggests that, while in the majority of cases there is no association, there are some aspects of
health and wellbeing where increased monitoring is protective (see section 5.3.3 Health risk behaviours) and
other aspects where it is associated with poorer outcomes. The evidence assessing the role of the extended
family is limited; however, extended family support and exchange does not appear to be linked with poorer
outcome.
The evidence in relation to community social capital suggests that children and adolescents accrue some benefit
from having access to social support networks. Nearly half of the investigated associations between social
support networks and health and wellbeing outcomes were positive. Moreover, this benefit may be direct,
through the young person’s own networks, or indirect, through the networks of their parent(s).
Two thirds of the investigated associations between religiosity and health and wellbeing were also positive.
Across the studies, children and adolescents who attended religious services more frequently had better, or
reported fewer negative, health and wellbeing outcomes. Moreover, children and adolescents who attended a
school, or lived in a neighbourhood, rated by them or others as being higher quality had better outcomes. In
essence, schools and neighbourhoods that have higher levels of cohesion, support and safety seem protective in
the context of health and wellbeing.
A third of the investigated associations between both family and community social capital and health and
wellbeing were identified as being neither positive nor negative; moreover, there was little evidence in support
of negative associations, where higher levels of social capital were associated with poorer outcomes. Where
negative associations were identified many of them were in sub‐groups of children and adolescents. It appears,
therefore, that elements of family and community social capital have the potential to help support children to
achieve better health and wellbeing. In some instances the effect will be limited, but there is little evidence to
suggest that, for the majority of children, it can do harm.

6 Discussion
The aim of this review was to assess the role and impact of family and community social capital on the health
and wellbeing of children and adolescents. To achieve this we conducted a systematic review of the available
empirical, peer‐reviewed literature and synthesised the findings across individual health and wellbeing
outcomes, groups of health and wellbeing outcomes, and across the entire set of findings.
Throughout section 5, the main findings in relation to the health and wellbeing outcomes have been presented,
synthesised and summarised. Below we bring these together and offer an holistic overview of the key findings,
highlight the methodological strengths and limitations, and make explicit the wider reaching implications.

6.1 Summary of the main findings
A total of 102 individual papers were included in this review and these reported on 454 associations between
elements of family and community social capital and health and wellbeing outcomes. The associations were
grouped thematically as mental health and problem behaviours; health promoting behaviours; health risk
behaviours; general health; quality of life and wellbeing; and developmental issues. Across these six different
domains relatively consistent patterns of the role and impact of both family and community social capital were
identified.
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6.1.1

Family social capital

In the majority of cases family structure was assessed by the number of parents who lived in the household. The
findings of this review point to children and adolescents who live with two parents, even if one is a step‐parent,
having better outcomes than those who live in a one‐parent household or those who live away from both of
their biological parents.

Evidence statement 1
Children and adolescents living in a two‐parent household have better health and wellbeing outcomes.

For family social capital, the most consistent finding across the range of different health and wellbeing outcomes
was in favour of the role of the parent‐child relations. Children and adolescents who experienced a positive
relationship with their parent(s) were more likely to report that they had better mental health outcomes and
fewer problem behaviours, they were more likely to report that they engaged in health promoting behaviour
and less likely to report engaging in health risk behaviours, they experienced better general health, higher levels
of quality of life, more positive wellbeing and had indicators of developmental thriving. The indicators of positive
parent‐child relations were multiple and included joint activities (e.g. play), good communication, feelings of
support and nurturance, and low levels of conflict. Moreover, the advantage that children and adolescents with
positive family relationships gain is not limited to the parent‐child relationship.
The family has previously been highlighted as an important resource in the development of bonding social
capital22, and this review adds further weight to this. Families that are characterised as having strong, cohesive
bonds between all members and families that engage in more frequent joint activities appear to create an
environment where children and adolescents are able to achieve better health and wellbeing.

Evidence statement 2
Children and adolescents who have a positive relationship with their parent(s), and other family members, have
better health and wellbeing outcomes.

While the positive family environment offers opportunities for children and adolescents to thrive, the evidence
suggests that family constraints have mixed effects. Managing a child/adolescent is a necessary part of
parenting, however, in many cases parental monitoring is considered to be a negative aspect of the parent‐child
relationship and one that limits the young person’s capacity to have control and autonomy over their own lives.
Indeed in this review, the evidence for parental monitoring suggests that in many instances it had little impact
on the health and wellbeing of children and adolescents. However, there were aspects of health and wellbeing
where higher levels of parental monitoring had a positive impact and others where it had a negative impact. In
the context of health promoting behaviours parental monitoring appeared to have no role to play; conversely, in
the context of health risk behaviours there is some evidence to suggest that parental monitoring can offer
protection against poorer outcomes.

Evidence statement 3
Parental monitoring may offer some protection in the context of health risk behaviours.
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6.1.2

Community social capital

In the context of community social capital, the evidence in this review suggests that children and adolescents
with access to a high quantity and quality of social support networks have better outcomes in most domains.
Young people have access to their own social support networks but they also appear to benefit from the
networks that their parent(s), and their family, are embedded in. Children and adolescents who had more access
to this asset were more likely to have better mental health outcomes, fewer behavioural problems and were
more likely to participate in health promoting behaviours. In the context of health risk behaviours, social support
networks show the potential for exerting positive and negative influence.
While the mechanisms to explain this are not available in the data, others have highlighted the potential
‘downside’ to bonding forms of capital142. Positive friendships can facilitate opportunities for the development
of social competencies, afford different kinds of social support, and help young people to face new situations143;
however, young people with wider peer networks may have more opportunities and encouragement from their
peers to experiment with risk behaviours, such as substance use. Indeed, one of the included studies110 explored
the role of parental monitoring by assessing adolescents’ access to negotiated but unsupervised time with peers
and the authors reported that this was associated with increased risk behaviours.

Evidence statement 4
Social support networks are associated with better mental health outcomes, fewer problem behaviours and
more health promoting behaviours. However, in some circumstances they are associated with increased
participation in health risk behaviours.

More frequent participation in civic engagement groups/activities and in religious services/activities was
associated with positive outcomes in children and adolescents. However, it is important to note that while more
frequent participation in religious services/activities was associated with health and wellbeing, there was little
evidence for the role of the personal importance of religion. Thus, it appears that it is the social rather than faith
element of religious participation that is important in this context.
Why engagement in civic and religious activities might be important for health and wellbeing is not clear from
the data. However, it could be argued that, as both rely on the young person being a member of social groups,
civic and religious participation is a proxy‐indictor of social support networks; participation in these groups may
facilitate the development of bonded social support networks. Alternatively, the wider social groups may be a
form of bridging social capital144 that, while representing weak ties, open up access to information, services and
other resources that are beneficial to the young person’s health and wellbeing.

Evidence statement 5
Engagement in non‐recreational groups/activities is associated with better health and wellbeing outcomes.

The environment of the school that children and adolescents attend and the environment of the neighbourhood
that they are growing up in both appear to be important for health and wellbeing. In both cases, where
cohesion, trust and safety were high, where young people felt they had the support of others around them and
where hazards (e.g. graffiti and crime) were low, children and adolescents were more likely to thrive.
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Evidence statement 6
The structural support of higher quality schools and neighbourhoods (e.g. schools/neighbourhoods high in
cohesion, trust and safety) is associated with better health and wellbeing outcomes.

A number of the studies included in this review provide evidence of the potential for social capital to have a
differential impact on health and wellbeing in different sub‐groups of children and adolescents. These sub‐
groups include: younger versus older adolescents; female versus male children/adolescents;
children/adolescents living in one‐ versus two‐parent households; children/adolescents living in urban versus
rural communities; children/adolescents living in impoverished versus affluent neighbourhoods; and, different
ethnic/racial groups. The number of stratified analyses was too few to bring meaning to this within each of the
various health and wellbeing domains; however, the holistic body of evidence highlights the need to give
consideration to the heterogeneity of children/adolescents and of their experiences.

6.2 Methodological strengths and limitations
The methodological strengths and limitations in relation to this review occur at two levels. First, there are the
strengths and limitations associated with the review process itself. Second, there are the strengths and
limitations associated with the individual studies that have been included in the review. While highlighting these
methodological strengths and limitations aids interpretation of the findings of the review, they are also
important considerations for those designing and evaluating both interventions and future research.

6.2.1

Strengths and limitations of the review

A major strength of the current review lies in the capture and synthesis of a large body of evidence. In
comparison to others published in this field28, the current review included a larger number of studies (n=102)
and reported on a much larger number of associations. Moreover, by employing an integrative approach we
have been able to synthesise evidence from across a wide range of study types (e.g. experimental, non‐
experimental and qualitative) offering a more comprehensive overview of the available published evidence.
It is possible that not all the relevant literature has been captured; however, as with any review, we were
constrained by the adequate indexing of papers in relevant databases. That said, we employed a number of
strategies to broaden the reach of our electronic searches, including the appropriate balancing of the precision
and recall of our search and hand searching of relevant websites and review articles.
We are also aware that publication bias can distort the results of reviews (i.e. it is more likely that journals will
publish papers that report significant results); however, we identified and reported on a large number of studies
that failed to identify an association between social capital and health and wellbeing outcomes. Thus, within the
constraints available, we believe we have provided a balanced picture of the current evidence base.

6.2.2

Strengths and limitations of the studies

The methodological quality of each included study was assessed and the quality score attached to each study is
presented in Tables 8‐12. The purpose of this was to provide the reader with a benchmark around which they
could make a judgement about the evidence extracted from each study. However, there are a number of
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methodological issues that cut across the studies and which have implications for the interpretation of the
synthesised results and the conclusions drawn from them.
The majority (n=69) of the included studies were rated by the reviewers as being moderate to high quality,
which strengthens the conclusions that can be drawn from the synthesised results. Moreover, many of the
studies collected data from large samples that included a diverse range of participants, again, this provides a
higher quality evidence base and enables broader generalisation of the findings.
It is essential that researchers are able to account for the direction of causation when exploring the relationships
that exist between social capital and the health and wellbeing of children and adolescents. However, the
majority of the studies included in this review were cross‐sectional surveys, a research design which does not
allow the direction of causation to be determined with any certainty. Synthesised, the studies offer a strong
body of evidence demonstrating a link between the various elements of family and community social capital and
the health and wellbeing outcomes, but they do not give insight into the direction of this association or the
‘mechanisms of action’. While it could be argued that lower levels of social capital result in poorer health and
wellbeing outcomes, it is equally plausible that poorer health and wellbeing limits opportunities for acquiring
social capital. Understanding the ‘mechanisms of action’ is essential for policy‐makers and practitioners who
wish to build/enhance aspects of family and community social capital.
In addition, the lack of an accepted definition and little uniformity in the measurement of social capital resulted
in considerable heterogeneity across the studies (see Appendices 6 and 7). Comparison and synthesis of studies
was, therefore, challenging. Moreover, there was little discussion of the reliability and validity of the
instruments used to measure social capital and health and wellbeing. We also note that the data were gathered
from various sources, including parents, teachers, adult residents from the local neighbourhood (community
social capital only) and from the children and adolescents themselves. An awareness of who reported on social
capital and health and wellbeing is essential because it is likely to have influenced the results; for example, a
child’s view of their local neighbourhood may be very different to their parents’145.
Furthermore, while published after the 1990s some of the papers reported on data collected up to 10 years
previously. While this may not be problematic in itself, knowing when data were collected provides an important
context. As a social resource, social capital is a dynamic and socially‐dependent construct meaning that people’s
ability to acquire it will differ depending on their personal circumstances and the social context. The context
within which children and adolescents develop has changed considerably in our recent past and, how they
acquire social capital and how they use it in the context of health and wellbeing may also have changed.
Finally, the importance of cultural context is not limited to the timing of data collection but extends to the
geographical place where children and adolescents develop. The majority of studies included in this review were
conducted in North America which, arguably, offers a unique social context within which young people can
acquire and use social capital. It is, therefore, important that those developing and implementing social capital
interventions give careful consideration to the translation of evidence across different cultural contexts.

6.3 Implications of the findings
The findings from this review, that both family and community social capital are important in the context of the
health and wellbeing of children and adolescents, have implications for policy and practice, research and
education and workforce development. We outline some of these implications below.
6.3.1

Implications for policy and practice

The findings from this review support a number of existing policy initiatives and they provide evidence that may
inform future policy and practice. It is essential that policy‐makers and practitioners are cognisant of the
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important role that family and community social capital play in relation to child and adolescent health and
wellbeing, and that they are mindful of this when planning and implementing future initiatives.
In the context of family social capital, there is considerable evidence to support initiatives, such as the Scottish
Government’s Getting It Right for Every Child And Young Person146, which have resulted in the implementation
of interventions that are designed to promote positive family relationships, help develop nurturing family
environments and support parents to manage their child’s behaviour appropriately (see Evidence statements 1‐
3). This includes the Triple P Positive Parenting Programme3 and the Family Nurse Partnership Programme4. Key
for policy‐makers and practitioners is ensuring that the positive elements of the parent‐child relationship are
strengthened in favour of more negative elements. For example, evidence suggests that parental monitoring
assessed by the young person as restricting opportunity is associated with poorer mental health and health risk
behaviour outcomes. Supporting parents to adopt a more positive approach to managing the behaviour of their
child/adolescent may facilitate better outcomes.
It is important to note, however, that access to these interventions varies across different regions and, in the
majority of cases, interventions focus on the pre‐school years. To date, there are a limited number of
interventions designed to support families with school‐aged children and adolescents, and those interventions
that are available tend to focus on higher risk groups and/or on specific behavioural problems. For example, the
Active Child Eating Smart (ACES) programme, which is available in Greater Glasgow and Clyde147, works with
families to affect positive outcomes specifically in terms of childhood obesity.
The findings of this review demonstrate the importance of interventions designed to create opportunities for all
families to acquire and use family social capital, but also that sub‐groups of children and adolescents may
benefit from more targeted support. For example, in terms of mental health, there is evidence to suggest that
positive parent‐child relationships help protect children and adolescents against poorer outcomes; however, this
is not the case for children and adolescents living in high violence contexts72. It has been hypothesised that
young people will not be able to effectively mobilise family social capital accrued through positive relationships
unless the amount of violence they are exposed to is reduced72.
The evidence suggesting that children and adolescents who live in two‐parent households have better health
and wellbeing outcomes (see Evidence statement 1) is important for policy‐makers, particularly given
predictions that the number of one‐parent families is likely to rise in future years. This review highlights the
importance of promoting other sources of family social capital that these children and adolescents can access
and use. For example, there is evidence to suggest that interventions that encourage joint parent‐child activities
(e.g. promoting the importance of family meal times65) may be a useful mechanism to enable families to acquire
and use capital and help strengthen existing resources in lone parent households.
In the context of community social capital, this review provides evidence to demonstrate the importance of
bonding, bridging and linking young people and their families to their local communities. In particular, creating
opportunities for children and young people to expand their own social networks, and supporting them in
developing the skills and competencies to effectively operate within a range of different networks, seems key to
helping them acquire and mobilise protective forms of capital (see Evidence statement 4). In this review we
found evidence of social networks formed in community clubs and societies playing a role in promoting better
health and wellbeing outcomes and investment in these seems particularly important for the promotion of the
health and wellbeing of adolescents (see Evidence statement 5).
In addition, this review provides evidence to suggest that creating opportunities for parents to develop and
exploit their social networks ultimately benefits their children and this may be particularly important in the
context of pre‐school and school‐aged children. Initiatives, such as the Templehall Dads’ Group in Kirkcaldy, Fife
(see McLean & McNeice148), have the potential to expand parents’ social networks and by locating this within
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the context of parenting they offer further opportunities to encourage the protective element of family social
capital (i.e. the parent‐child relationship).
As with family social capital, while access to social networks appears to be important for the majority of children
and adolescents in terms of effecting better outcomes, there are some sub‐groups who may benefit from
tailored support. For example, in the context of mental health, relationships with others, including parents and
peers, seems particularly important for adolescents living in rural areas67. We would hypothesise that in rural
areas, increased distance between adolescents and their peers and reduced access to transport, limits
opportunities to engage in extra‐curricular activities with friends. Creating opportunities for young people who
live rurally to socialise outside of school, which might include offering transportation, may increase bonding and
bridging opportunities for them.
As evidenced in this review, communities or neighbourhoods that were considered by their residents to have
indicators of quality, such as cohesion, where residents felt bonded with their neighbours and where there was
evidence of residents being engaged in civic decision‐making, provided their young residents with more
opportunities to thrive (see Evidence statement 6). These findings compliment existing work showing the role of
the built environment in the promotion of health and wellbeing (e.g. Croucher et al.149) and we anticipate
findings from projects such as GoWell150and the Govanhill Equally Well test site in Glasgow151, which have
focused on community regeneration, will provide useful information to help policy‐makers, planners and
practitioners direct appropriate resources to help build social capital in local communities. Moreover, the
findings from this review suggest that young people’s involvement in local decision‐making is an important
vehicle through which they can acquire and use social capital, and it is important that learning from existing
initiatives that encourage active citizenship, for example The Big ShoutER (see McLean & McNeice148), is shared.
The evidence showing that the quality of the school attended by the child/adolescent is important for their
health and wellbeing (see Evidence statement 6) will be of interest to policy‐makers and planners. Young people
spend a significant proportion of their time in school and, in addition to the relationships that they have with
their peers, the relationships they have with school staff and their perceptions of safety and cohesion are
important. Children and adolescents who attend schools where they feel safe, and where they feel a sense of
community have better health and wellbeing outcomes than children and adolescents attending lower quality
schools. Therefore, policies and initiatives can support the health and wellbeing of young people by promoting
higher quality school environments and involving the young people in decision‐making around this.
It is, however, important to recognise that not all forms of capital acquired in the context of community are
beneficial; in some instances, most notably in the context of risk behaviours, acquired capital can also be
associated with poorer health and wellbeing outcomes. It is essential, therefore, that future work is undertaken
to elucidate the complex and underlying mechanisms through which communities and community initiatives,
such as recreational clubs, societies and informal networks, facilitate the acquisition of protective forms of social
capital. Knowing how and why communities work to support children and young people will provide a
framework for community planning initiatives enabling a more targeted allocation of resources.

6.3.2

Implications for research

While the evidence presented in this review demonstrates that social capital has an impact on the health and
wellbeing of children and adolescents, the ways in which social capital might be acquired, and the various
mechanisms through which it exerts its influence are unclear. It is, therefore, important that future research
gives full consideration to how social capital might affect more positive health and wellbeing and how this occurs
in different groups of children and adolescents, contexts and environments. In particular, qualitative research is
required to illuminate the processes involved in the development and maintenance of social capital, and this
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needs to be complemented by robust experimental research that seeks to demonstrate the direction of
causation between social capital and health and wellbeing outcomes.
In addition, researchers must be confident that the measures of social capital they employ are robust and
consistent, enabling comparison across research studies conducted in different social contexts. As noted above,
there is much theoretical debate about how social capital should be conceptualised and this has resulted in
considerable heterogeneity in measurement approaches across studies making higher level, meaningful
synthesis difficult to achieve. The development of a structural framework of social capital which outlines, links
and explains the relationship between the dimensions that underpin it is essential152. Such a framework would
facilitate the development of a complete and robust taxonomy of social capital indicators that would enable
theory, measurement and analysis to advance together.
Moreover, the continued development of a theoretical framework and a taxonomy of indicators will facilitate
the development and testing of interventions that are specifically designed to manipulate the elements of social
capital known to promote better health and wellbeing.

6.3.3

Implications for education and workforce development

With these findings supporting a role for social capital in children’s and adolescents’ health and wellbeing, it is
important that health, social care and education staff who work with families and young people are enabled to
translate this learning into their professional practice. This begins with educational programmes providing
opportunities for professionals to develop appropriate knowledge and understanding about social capital and
also asset‐based approaches and their potential in the context of health and wellbeing. Embedding social capital
into undergraduate, postgraduate and continuing professional development curricula, will provide a platform
from which professionals will be able to use this evidence to appropriately inform their practice.

6.4 Conclusions
To the best of our knowledge, this review is the first to systematically collate, analyse and synthesise the
international, empirical, peer‐reviewed evidence on the role and impact of social capital on the health and
wellbeing of children and adolescents. While others have made inroads in this field (e.g. Ferguson28), the
number of studies included in previous reviews has been much smaller and, thus, less comprehensive in
comparison. In conducting such a large‐scale review, we are able to provide solid evidence to demonstrate that
family and community social capital are associated with differences in children’s and adolescents’ experiences of
health and wellbeing. Families that are nurturing and cohesive provide an environment in which children and
adolescents are able to thrive. Moreover, children and adolescents who are able to acquire social capital in and
through their local communities have the potential for much better health and wellbeing. This evidence has
significant and wide‐reaching implications for policy‐makers, practitioners, researchers and educators alike.
While it is clear that family and community social capital are associated with positive outcomes for pre‐school
children, school‐aged children and adolescents, our understanding of how social capital works to facilitate or
debilitate in the context of health and wellbeing is more limited. It is now essential that researchers direct their
efforts to developing knowledge in this regard. Knowing how the mechanisms through which social capital works
to bring benefit will then enable policy‐makers and practitioners to use social capital as a means of appropriately
supporting children and adolescents through their development to ensure they are enabled to achieve their full
health and wellbeing potential10.
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Table 8. Mental health and problem behaviours.
Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes





Weekly church attendance was associated with higher self‐
esteem in Catholic adolescents but lower self‐esteem in
Church of Scotland (protestant) adolescents.



Positive parent‐adolescent communication and feeling safe
at school at baseline predictive of higher self‐esteem three
years later. Religious participation was predictive for males
only. No role for parental monitoring, adult interest in the
child or social support networks.

1) Self‐esteem and self‐worth
size: 1,690
age group: adolescents
age range: 11 yrs
UK
sex: not stated
high quality
ethnic group: not stated
Aim: To examine the relationship between church attendance and self‐esteem.
prospective longitudinal
size: 16,489
47
Birndorf et al. 2005
cohort study (National
age group: adolescents
Education
Longitudinal
age range: 13‐18 yrs
USA
Survey)
sex: 50% female
moderate quality
ethnic group: 72% White
data collected 1988‐1992
43

Abbotts et al. 2004

cross‐sectional survey
(West of Scotland 11 to 16
Study)



Aim: To examine those modifiable community and individual factors that may influence high self‐esteem over time.
size: 622
54
Ciarano et al. 2007
age group: adolescents
Adolescents with friendships high in support reported
age range: 14‐20 yrs


positive self‐perception. When friendship quality improved
longitudinal survey
Italy
over time so did positive self‐perception.
sex: 52% female
high quality
ethnic group: not stated
Aim: To distinguish different patterns of friendships, in terms of support and conflict, and reciprocity of friendship (and any link to positive self‐perception).
size: 475
58
age group: adolescents
Drukker et al. 2006
longitudinal cohort study
mean age T1: 11 yrs


No role for community social capital.
Netherlands
data collected 2000‐03,
mean age T2: 13.5 yrs
Time
1
(T1),
Time
2
(T2)
high quality
sex: 52% female
ethnic group: not stated
Aim: To study associations between neighbourhood environment and changes in health related quality of life (including self‐esteem).
size: 134
60
age group: children &
DuBois et al. 2002
controlled trial
Self‐esteem in the intervention group greater than in the
adolescents


USA
1 intervention group
control group post‐intervention.
age range: 7‐15 yrs
1 control group
moderate quality
sex: 55% female
ethnic group: 63% Black
Aim: To evaluate the effects of a mentoring programme on self‐esteem.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

1) Self‐esteem and self‐worth (continued)
size: 542
age group: children &
Higher levels of parental social support and perceptions of
adolescents
cross‐sectional survey


neighbourhood social capital associated with more positive
age range: 8‐12 yrs
Greece
self‐perception.
sex: 53% female
high quality
ethnic group: not stated
Aim: To examine the potential association between social capital and child health‐related quality of life (including self‐perception).
Glendinning et al.
size: 647
Feeling supported by parents was protective for rural
67
age group: adolescents
adolescents. Higher quality school was protective in urban
2007
age range: 14‐15 yrs


adolescents. Higher peer support associated with higher
cross‐sectional survey
Serbia
sex: 53%
self‐esteem. Higher parental monitoring was a risk for all
moderate quality
ethnic group: not stated
and community constraint a risk for rural adolescents only.
Aim: To examine young people’s life circumstances and the implications for mental health (including self‐esteem).
size: 4,233
69
Jager et al. 2011
longitudinal survey (ADD
age group: adolescents
Different patterns of positive relationships with others
Health)
age range: 13‐19 yrs


USA
share different relationships with self‐esteem.
sex: not stated
data collected 1994‐2002
moderate quality
ethnic group: not stated
Aim: To examine heterogeneity in adolescent relationship constellations and its relation to adolescent adjustment (including self‐image).
size: 491
93
age group: adolescents
Ying et al. 2008
cross‐sectional survey
mean age: 17.4 yrs
Parent‐child relationships high in cohesion and low in
(Children of Immigrants


USA
conflict were associated with better self‐esteem.
sex: 50% female
Longitudinal Study)
high quality
ethnic group:100% South
East Asian‐American
Aim: To examine the contribution of parental acculturation, parental involvement, and intergenerational relationships to wellbeing (including self‐esteem).
size: 3,725
Higher parental nurturance, peer connectedness and
95
cross‐sectional survey
Yugo et al. 2007
age group: adolescents
school engagement associated with increased odds of high
(National Longitudinal


age range: 12‐15 yrs
self‐worth. Higher parental monitoring associated with
Canada
Survey of Children &
sex: not stated
reduced odds of high self‐worth. No role for civic
low quality
Youth)
ethnic group: not stated
engagement.
Aim: To examine which of five assets accounts for the most variance in positive health outcomes (including self‐worth).
2) Internalising behaviours
size: 1,690
43
cross‐sectional survey
Weekly church attendance associated with lower levels of
Abbotts et al. 2004
(West of Scotland 11 to 16 age group: adolescents
depression, malaise & social anxiety in Catholic
age range: 11 yrs


UK
Study)
adolescents, and higher levels in Church of Scotland
sex: not stated
high quality
(protestant) adolescents.
data collected 1994
ethnic group: not stated
Aim: To examine the relationship between church attendance and social anxiety and depression in children from Christian denominations.
El‐Dardiry et al.
62
2012
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 877
age group: adolescents
Higher levels of neighbourhood ambient hazards
age range: 12‐17 yrs


associated with increased depression and anxiety. Higher
cross‐sectional survey
sex: 47% female
USA
social cohesion associated with lower depression only.
ethnic group: 49%
high quality
Hispanic
Aim: To examine how structural aspects of neighbourhood context affect adolescent emotional wellbeing (including depressive symptoms and anxiety).
size: 2,031
age group: children and
adolescents
46
cross‐sectional
survey
age range: 4‐6 yrs and 11‐
Increased parents’ social support, perceived quality of
Beiser et al. 2011
(New Canadian Children & 13 yrs
school and neighbourhood, and parents speaking native


Canada
Youth Survey)
sex: 49% female
language of migrant country associated with fewer
ethnic
group:
100%
moderate quality
emotional problems.
data collected 2002‐04
mainland Chinese, Hong
Kong Chinese and Filipino
immigrants
Aim: To explore the extent social capital accounts for the relationship between immigrant children’s mental health (including emotional problems) and place of resettlement.
size: 7,290
48
Bosacki et al. 2007
age group: adolescents
Better quality friendships and lower social isolation
age range: 13‐18 yrs


associated with lower levels of depression and social
cross‐sectional survey
Canada
sex: 51% female
anxiety.
high quality
ethnic group: not stated
Aim: To examine the connection between adolescent peer relationships and social anxiety and depression.
size: 156
Higher conflict friendships associated with internal blame
49
Bowker et al. 2010
age group: adolescents
attributions in overweight, but not normal weight,
age
range:
10‐15
yrs


quasi‐experiment
adolescents. Positive friendship characteristics associated
USA
sex: 51% female
with more adaptive coping patterns in overweight, but not
high quality
ethnic group: 77% White
normal weight, adolescents.
Aneshensel et al.
44
1996

Aim: To explore the influence of friendship on psychological wellbeing in overweight and normal weight adolescents.
size: 200
Higher quality of neighbourhood associated with fewer
50
Caughy et al. 2003
age group: pre‐school
internalising problems. Support from neighbours
age range: 3‐4.5 yrs


protective against internalising problems in affluent
cross‐sectional survey
USA
sex: 54% female
neighbourhoods but a risk factor in impoverished
high quality
ethnic group: 100% Black
neighbourhoods.
Aim: To examine the impact of parents’ attachment to community as a predictor of the mental health status of their children.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 241
age group: children
Negative neighbourhood climate, but not cohesion and
mean age: 6.6 yrs


cross‐sectional survey
USA
control, associated with more internalising problems.
sex: 49% females
high quality
ethnic group: 92% Black
Aim: To examine whether racial socialisation and child outcomes (including internalised behaviours) were consistent across varied residential neighbourhood contexts.
size: 405
52
Caughy et al. 2008
age group: children
Positive parent‐child relations and better neighbourhood
age range: 6‐7 yrs


cross‐sectional survey
climate were protective. Higher neighbourhood control
USA
sex: 55%
was protective in impoverished neighbourhoods only.
high quality
ethnic group: 55% Black
Aim: To examine whether neighbourhood social process characteristics are associated with differences in child behaviour problems (including internalising behaviour).
size: 622
54
Ciarano et al. 2007
age group: adolescents
Supportive friendships at baseline predictive lower levels
age range: 14‐20 yrs


longitudinal survey
Italy
of depression six months later.
sex: 52% female
high quality
ethnic group: not stated
Aim: To distinguish different patterns of friendships, in terms of support and conflict, and reciprocity of friendship and how this was associated with depression.
size: 576
55
Delsing et al. 2005
age group: adolescents
Lower levels of justice and trust within family relationships
age range: 11‐16 yrs


cross‐sectional survey
Netherlands
associated with more internalising problems.
sex: 51% female
high quality
ethnic group: 100% Dutch
Aim: To examine the relationship between perceived justice and trust within family relationships and internalising problems.
size: 563
57
Drukker et al. 2003
age group: adolescents
Neighbourhood informal social control, but not cohesion
age range: 10‐12 yrs


longitudinal cohort study
Netherlands
and trust, was protective in the context of mental health.
sex: 51% female
high quality
ethnic group: not stated
Aim: To study the associations between social capital and quality of life and behaviour (including mental health).
size: 475
longitudinal cohort study
58
age group: adolescents
Drukker et al. 2006
mean age T1: 11 yrs
Neighbourhood factors did not predict changes in mental


data collected 2000‐2003
Netherlands
mean age T2: 13.5 yrs
health over time.
‐ Time 1 (T1) and Time 2
sex: 52% female
high quality
(T2)
ethnic group: not stated
Aim: To study associations between neighbourhood environment and changes in health related quality of life (including mental health).
51

Caughy et al. 2006
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 134
age group: children and
DuBois et al. 2002
No significant difference in emotional problems in the
adolescents
1 control and 1


intervention group, compared to the control group, post‐
USA
age range: 7‐15 yrs
intervention group
intervention.
sex: 55% female
moderate quality
mentoring intervention
ethnic group: 63% Black
Aim: To evaluate the effects (including on emotional problems) of a mentoring programme.
size: 542
El‐Dardiry et al.
age group: children &
62
Higher levels of parental social support and neighbourhood
2012
adolescents
cross‐sectional survey


social capital associated with more positive moods and
age range: 8‐12 yrs
Greece
emotions.
sex: 53% female
high quality
ethnic group: not stated
Aim: To examine the potential association between social capital and child health‐related quality of life (including moods and emotions).
size: 1,538
Fitzpatrick et al.
64
age group: adolescents
2005
Higher composite family and community social capital
age range: 10‐18 yrs


cross‐sectional survey
were associated with lower depression scores.
USA
sex: 51% female
ethnic group: 100% Black
high quality
Aim: To examine depressive symptomatology focusing on the role of capital as both personal and social resources.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
Regular family meals (an indicator of family cohesion)
cross‐sectional survey
age range: 11‐17 yrs


associated with reduced odds of experiencing
USA
data collected 1996‐97
sex: 50% female
depressive/suicidal thoughts.
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and high‐risk behaviours (including depression & suicide risk/attempts).
size: 647
Glendinning et al.
Family and peer support protective for rural, but not
67
age
group:
adolescents
urban, adolescents. School environment was protective
2007
age range: 14‐15 yrs


only for urban adolescents. Parental and community
cross‐sectional survey
Serbia
sex: 53% female
monitoring were risk factors for both groups. No role for
ethnic group: not stated
moderate quality
family structure.
Aim: To examine young people’s life circumstances and the implications for mental health (including depressive mood).
size: 4,233
69
Jager 2011
longitudinal survey (ADD
age group: adolescents
Different patterns of positive relationships with others
Health)
age range: 13‐19 yrs


USA
share different relationships with depressive effect.
sex: not stated
data collected 1994‐2002
moderate quality
ethnic group: not stated
Aim: To examine heterogeneity in adolescent relationship constellations and its relation to adolescent adjustment (including depressive affect).
60
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controlled trial

Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 69
Perceived positive relationship with caregiver protective
age group: children and
for children/adolescents from low violence, but not high
adolescents


violence, communities. Observed parent‐child relations not
longitudinal survey
USA
age range: 9‐13 yrs
significant. Higher neighbourhood cohesion associated
sex: 45% female
high quality
with fewer internalising problems.
ethnic group: 98% Black
Aim: To examine different levels of children’s ecology that could protect youth from adjustment difficulties (including internalising symptoms).
size: 29
Landstedt et al.
39
age group: adolescents
Narrative described relationships with friends, family,
2009
qualitative study
age range: 16‐19 yrs


teachers and classmates as important for better mental
Sweden
focus groups
sex: not stated
health.
ethnic group: not stated
moderate quality
72

Kliewer et al. 2004

Aim: To explore what students perceive as significant for mental health.
size: 3,340
75
Meltzer et al. 2007
age group: adolescents
Lower levels of neighbourhood trust and safety associated
age range: 11‐16 yrs


cross‐sectional survey
UK
with higher reporting of emotional disorders.
sex: not stated
moderate quality
ethnic group: not stated
Aim: To explore relationship between children’s perceptions of trustworthiness and safety of their neighbourhoods and their mental health (including emotional disorders).
size: 1,615
81
Rasic et al. 2011
age group: adolescents
age range: 15‐19 yrs


cross‐sectional
survey
No role identified for religiosity.
Canada
sex: 49% female
moderate quality
ethnic group: not stated
Aim: To examine impact of social capital on the relationships between religion and depression and suicidal behaviour.
size: 434
age group (S1): children
age group S2):adolescents
Rotenberg et al.
cross sectional &
82
age range (S1): 9‐11
Lower number of friendships associated with loneliness in
longitudinal survey
2004
age range (S2): 11‐14 yrs


cross‐sectional analysis but did not predict longer‐term
Study 1 (S1) UK
UK and Canada
sex (S1): 53% female
psychological adjustment.
sex (S2): 48% female
Study 2 (S2) Canada
high quality
ethnic group (S1/S2): not
stated
Aim: To examine whether trustworthiness contributes positively to children’s and adolescents’ social relationship and psychological adjustment (including depressive
symptoms and loneliness).
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 434
age group: children and
adolescents
cross‐sectional &
Very high and very low levels of trust in peers were


age range: 9‐11 yrs
longitudinal
survey
associated with poorer mental health outcomes.
UK
sex: not stated
moderate quality
ethnic group: not stated
Aim: To assess the relationship between children’s trust in peers, social exclusion, self‐perceived social acceptance and internalising maladjustment (including depression,
anxiety and loneliness) over eight months.
size: 930
86
Low parental support associated with increased odds of
Springer et al. 2006
age group: adolescents
suicidal thoughts. Low levels of social cohesion in school
age range: 12‐19yrs


cross‐sectional survey
El Salvador
associated with increased risk of suicidal thoughts in
sex: 48% female
high quality
females only.
ethnic group: not stated
Aim: To examine perceived parental social support and social cohesion at school with the prevalence of a range of youth risk behaviours (including depression, suicidal
thoughts and attempts).
size: 160
87
In high social capital neighbourhoods low kinship support
Stevenson 1998
age group: adolescents
associated with lower depression. In high risk, but not low
mean age: 14.6 yrs


cross‐sectional survey
USA
risk neighbourhoods, neighbourhood social capital is
sex: 54% female
high quality
protective.
ethnic group: 100% Black
Aim: To investigate impact of neighbourhood and kinship social support and fear of violence on emotional development (including depression).
size: 453
89
Wang et al. 2011
age group: adolescents
No role for family or community social capital in promoting
age range: 12‐16 yrs


cross‐sectional survey
Taiwan
better stress management.
sex: 46% female
moderate quality
ethnic group: not stated
Aim: To examine the relationship between developmental assets and health promoting behaviour of adolescents (including ability to manage stress).
size: 1,098
91
Friendships high in hostility and low in reciprocity
Windle 1994
age group: adolescents
associated with increased depressive symptoms and
mean age: 16.2 yrs


longitudinal cohort study
USA
suicidal behaviours in cross‐sectional analyses but this did
sex: 52% female
high quality
not impact on long‐term outcomes.
ethnic group: 98% White
Aim: To study concurrent and prospective relations between friendship characteristics and adolescent internalising problems (including depressive symptoms, suicidal
thoughts and attempts).
Rotenberg et al.
83
2005
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Internalising behaviours (continued)
size: 2,805
age group: children
Children in neighbourhoods with higher levels of civic
age range: 5‐11 yrs


participation had better internalising scores. No role
USA
sex: 50% female
identified for collective efficacy.
ethnic group: 48%
high quality
data collected 1995‐98
Hispanic
Aim: To examine associations between neighbourhood structural characteristics and children’s mental health (including internalising behaviours).
size: 491
Adult interest in the child and parental monitoring
93
age group: adolescents
Ying et al. 2008
cross‐sectional survey
predicted parent‐child relationships and parent‐child
mean age: 17.4 yrs
(Children of Immigrants


relationship high in cohesion and low in conflict associated
USA
sex: 50% female
Longitudinal Survey)
with better child outcomes (including lower levels of
ethnic group: 100%
high quality
depression).
Southeast Asian‐American
Aim: To examine the contribution of parental acculturation, parental involvement, and intergenerational relationships to wellbeing (including depressive symptoms).
size: 1,698
longitudinal survey (West
age group: adolescents
Mismatch between pupil’s religion and the denomination
of Scotland 11 to 16
94
Young et al. 2011
mean age T1: 11 yrs
of the school they attended increased risk of future suicide
survey)
mean age T2: 15 yrs


attempts and self‐harm behaviours. Poorer‐rated schools
UK
data collected 1994‐2004
mean age T3: 19 yrs
were associated with suicide risk in future. No role for
high quality
sex: 50% female
Time 1 (T1), Time 2 (T2),
quality of neighbourhood.
ethnic group: not stated
Time 3 (T3)
Aim: To explore the association between the school and suicide‐risk, adjusting for important factors such as perception of local neighbourhood.
3) Externalising behaviours
size: 1,690
43
Abbotts et al. (2004)
age group: adolescents
Weekly church attendance was associated with lower
cross‐sectional survey
age range: 11 yrs


aggression scores in Catholic and Church of Scotland
UK
data collected 1994
sex: not stated
(protestant) adolescents.
high quality
ethnic group: not stated
Aim: To examine the relationship between church attendance and aggressive behaviour in children from Christian denominations.
size: 877
Aneshensel et al.
age group: adolescents
Neighbourhoods high in hazards associated with poorer
44
1996
age range: 12‐17 yrs
outcomes. Those living in a one‐parent household had


cross‐sectional survey
sex: 47% female
higher oppositional defiant, but not conduct disorder
USA
ethnic group: 49%
symptoms. No role for social cohesion.
high quality
Hispanic
Aim: To examine how structural aspects of neighbourhood context affect adolescent emotional wellbeing (including conduct disorder and oppositional defiant disorder).
92

Xue et al. 2005

45

longitudinal cohort study
(Project on Human
Development in Chicago
Neighborhoods)

Authors, Country
Quality rating

Design

Sample

Community
SC

Outcomes





Adolescents who feel more connected to school had
decreased odds of reporting violence perpetration. No role
for extended family support or social support networks.





Support from neighbours was a risk factor in impoverished
neighbourhoods only. No role for quality of
neighbourhood.

Family SC

3) Externalising behaviours (continued)
size: 577
age group: children &
cross‐sectional survey
Bearinger et al. 2005
adolescents
(Urban Indian Youth
mean age: 9‐15 yrs
USA
Health Survey)
sex: 52% female
moderate quality
data collected 1995‐98
ethnic group: 100%
American Indian
Aim: To identify the most salient risk and protective factors for violence perpetration.
size: 200
50
Caughy et al. 2003
age group: pre‐school
age range: 3‐4.5 yrs
cross‐sectional survey
USA
sex: 54% female
high quality
ethnic group: 100% Black
45

Aim: To examine the impact of parents’ attachment to community as a predictor of the mental health status of their children (including externalising behaviours).
size: 241
51
Caughy et al. 2006
age group: children
mean age: 6.6 yrs


cross‐sectional survey
No role for community social capital.
USA
sex: 49% females
high quality
ethnic group: 92% Black
Aim: To examine whether racial socialisation and child outcomes (including externalising behaviours) were consistent across varied residential neighbourhood contexts.
size: 405
52
Positive parent‐child relationship characteristics were
Caughy et al. 2008
age group: children
protective, and negative characteristics a risk factor, in
age range: 6‐7 yrs


cross‐sectional survey
USA
relation to externalising problems. No role for community
sex: 55%
high quality
social capital.
ethnic group: 55% Black
Aim: To examine whether neighbourhood social process characteristics are associated with differences in child behaviour problems (including externalising behaviour).
Positive parent‐adolescent relationships, participation in
size: 2,090
Champion et al.
extra‐curricular activities and higher quality
53
age group: adolescents
2008
neighbourhood environment, but not neighbourhood
age range: 14‐19 yrs
cross‐sectional survey


connectedness, associated with decreased odds of
USA
sex: 49% female
reporting date fighting perpetration. No role for quality of
ethnic group: 61% White
moderate quality
school or trust and safety.
Aim: To explore contextual factors associated with date fight perpetration.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

3) Externalising behaviours (continued)
size: 622
age group: adolescents
Friendships high in support associated with lower levels of
age range: 14‐20 yrs


longitudinal survey
Italy
physical aggression but increased lying and disobedience.
sex: 52% female
high quality
ethnic group: not stated
Aim: To distinguish different patterns of friendships, in terms of support, conflict, reciprocity and how this impacts on adolescent psychosocial adjustment.
size: 576
55
Delsing et al. 2005
age group: adolescents
Lower levels of justice and trust within families associated
age range: 11‐16 yrs


cross‐sectional survey
Netherlands
with more externalising problems.
sex: 51% female
high quality
ethnic group: 100% Dutch
Aim: To examine the relationship between perceived justice and trust within family relationships and externalising problems.
size: 563
57
Drukker et al. 2003
age group: adolescents
Neighbourhood informal social control, but not cohesion
cross‐sectional cohort
age range: 10‐12 yrs


and trust, was protective in the context of externalising
Netherlands
study
sex: 51% female
problems.
high quality
ethnic group: not stated
Aim: To study the associations between social capital and quality of life and behaviour (including externalising behaviour).
size: 672
Females from neighbourhoods low in social cohesion and
59
age group: adolescents
trust reported more delinquent behaviours but there was
longitudinal cohort study
Drukker et al. 2010
age range (T1): 11 yrs
no role for informal social control. Males from
data collected 2002‐03


Netherlands
age range (T2): 13‐14 yrs
neighbourhoods high in informal social control reported
sex: 52% female
Time 1 (T1), Time 2 (T2)
more delinquent behaviours but there was no role for
high quality
ethnic group: not stated
cohesion and trust.
Aim: To investigate the influence of neighbourhood variables on delinquency.
size: 134
controlled trial
60
age group: children and
DuBois et al. 2002
No significant difference in behavioural problems in the
adolescents
1 intervention group (I)


intervention group, compared to the control group, post‐
USA
age range: 7‐15 yrs
1 control group (C)
intervention.
sex: 55% female
moderate quality
mentoring intervention
ethnic group: 63% Black
Aim: To evaluate the effects (including externalising behaviours) of a mentoring programme.
size: 674
Adolescents with wider and better quality social networks
42
El Hajj et al. 2011
age group: adolescents
more likely to report fighting. Neighbourhood environment
cross‐sectional survey
age range: 13‐19 yrs


presented some risk and some protective factors. No role
Lebanon
(Urban Health Survey)
sex: 0% females
for family social capital or civic engagement, trust or
moderate quality
ethnic group: not stated
reciprocity.
Aim: To assess the relationship of social capital to physical fights in three disadvantaged neighbourhoods.
54

Ciarano et al. 2007
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

3) Externalising behaviours (continued)
size: 98,340
age group: adolescents
cross‐sectional survey
Regular family meals (an indicator of family cohesion) were
age range: 11‐17 yrs


USA
associated with reduced odds of violent behaviours.
data collected 1996‐97
sex: 50% female
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and high‐risk behaviours (including violent behaviour).
size: 4,233
69
Jager 2011
longitudinal survey (ADD
age group: adolescents
Different patterns of positive relationships with others
Health)
age range: 13‐19 yrs


USA
share different relationships with delinquent behaviours.
sex: not stated
data collected 1994‐2002
moderate quality
ethnic group: not stated
Aim: To examine heterogeneity in adolescent relationship constellations and its relation to adolescent adjustment (including delinquency).
size: 200
70
cross‐sectional survey
Johnson et al. 1999
age group: adolescents
(Choices of Life for
age range: 15‐20 yrs


No role for community social capital.
USA
Adolescent Success Study
sex: 60% female
high quality
– CLASS)
ethnic group: 100% Black
Aim: To examine the viability of a social systems perspective in predicting violence in youth.
size: 741
Neighbourhoods characterised as limiting opportunity
71
Kingston et al. 2009
age group: adolescents
associated with increased reporting of property, but not
cross‐sectional survey
age range: 12‐17 yrs


violent, offending. No role for family structure, social
USA
(Denver Youth Survey)
sex: not stated
support networks, social cohesion or institutional
high quality
ethnic group: not stated
effectiveness.
Aim: To test the relationships between neighbourhood social structure, social processes, delinquent opportunity structures and rates of adolescent delinquency.
size: 69
72
age group: children and
Kliewer et al. 2004
Perceived positive relationship with caregiver associated
adolescents


longitudinal survey
with fewer externalising behaviours. No role for
USA
age range: 9‐13 yrs
community social capital.
sex: 45% female
high quality
ethnic group: 98% Black
Aim: To examine different levels of children’s ecology that could protect youth from adjustment difficulties (including internalising symptoms).
size: 3,340
75
Meltzer et al. 2007
age group: adolescents
Lower levels of neighbourhood trust, but not safety,
age range: 11‐16 yrs


cross‐sectional survey
UK
associated with higher reporting of conduct disorders.
sex: not stated
moderate quality
ethnic group: not stated
Aim: To explore the relationship between children’s perceptions of trustworthiness and safety of their neighbourhoods and mental health (including conduct disorder).
65

Fulkerson et al. 2006
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes



Positive family communication protective for adolescents
from one‐parent households. Social networks were
protective for some indicators of violence and delinquency.
Religious participation and having a peer/adult role model
were protective for delinquency. No role for civic
engagement.

3) Externalising behaviours (continued)
77

Oman et al. 2005
USA

moderate quality

cross‐sectional survey
data collected 1999‐2000

size: 1,277
age group: adolescents
age range: 13‐19 yrs
sex: 52% female
ethnic group: 48% White



Aim: To investigate how the relationships between youth assets related to aggressiveness and delinquency.
size: 61
85
Smith et al. 2009
age group: adolescents
age range: 11‐13 yrs


cross‐sectional survey
No role identified for family or community social capital.
USA
sex: 51 % female
low quality
ethnic group: 53% Black
Aim: To identify assets that contribute to positive youth outcomes, specifically health behaviours, thriving indicators, and not engaging in delinquency.
size: 930
86
Low parental support associated with increased odds of
Springer et al. 2006
age group: adolescents
reporting aggression. Low levels of social cohesion in
age range: 12‐19yrs


cross‐sectional survey
El Salvador
school associated with increased odds of reporting
sex: 48% female
high quality
aggression in males only.
ethnic group: not stated
Aim: To examine perceived parental social support and social cohesion at school with the prevalence of a range of youth risk behaviours (including aggression & violence).
size: 202
88
Stevenson 1997
age group: adolescents
High kinship support was associated with anger
age range: 14‐15 yrs


cross‐sectional survey
USA
suppression in high‐, but not low‐risk neighbourhoods.
sex: 63% female
high quality
ethnic group: 100% Black
Aim: To assess the relationship between sense of neighbourhood, social support, kinship or family social support and anger experience and expression.
size: 1,028
91
Windle 1994
age group: adolescents
Friendships high in hostility associated with increased
mean
age:
16.2
yrs


delinquency behaviours in cross‐sectional analyses but did
longitudinal
cohort
study
USA
sex: 52% female
not predict longer‐term delinquency.
high quality
ethnic group: 98% White
Aim: To study concurrent and prospective relations between friendship characteristics and adolescent externalising behavioural problems (including delinquency).
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Composite internalising and externalising behaviours
size: 130
56
age group: children &
Higher family social capital and lower levels of
Dorsey et al. 2003
adolescents
neighbourhood danger were associated better outcomes.


cross‐sectional survey
USA
age range: 7‐15 yrs
Higher levels of community social capital promote higher
sex: 49% female
high quality
family social capital.
ethnic group: 100% Black
Aim: To assess how social capital, neighbourhood dangerousness and positive parenting relate to psychosocial adjustment (including internalising & externalising behaviours).
size: 1,833
61
cross‐sectional survey
age group: children &
Dufur et al. 2008
Higher levels of family social capital were protective in
(National Longitudinal
adolescents


context of general mental health/behavioural problems.
USA
Survey of Youth)
age range: 5‐14 yrs
No role for school‐based social capital.
sex: not stated
high quality
data collected 1994
ethnic group: not stated
Aim: To explore the role of family and school social capital in the promotion of positive socialisation (including over‐ and under‐controlled behaviours).
size: 31
age group: pre‐school,
63
Feldman et al. 2010
longitudinal cohort study
children & adolescents
Across childhood, parent‐child relationships high in
age range: 3 months‐13


positive, and low in negative characteristics were
Israel
children followed from 3
yrs
predictive of better adjustment in adolescence.
months
to
13
yrs
high quality
sex: 48% female
ethnic group: not stated
Aim: To observe mother‐child interactive behaviours and to test associations with internalising and externalising behaviours in adolescence.
size: 559
Galboda‐Liyanage et
66
age group: pre‐school
al. 2003
Higher quality parent‐child relationships were associated
age range: 3.5 yrs


cross‐sectional survey
with lower levels of behavioural problems.
UK
sex: 49% female
ethnic group: not stated
high quality
Aim: To test the hypothesis that a low level of mother‐school child joint activity is associated with behaviour problems.
size: 2,907
age group: pre‐school &
children
68
Maternal social support, civic engagement and a
Harpham et al. 2006
age range (pre‐school): 6‐
composite measure of community social capital associated
18 months


cross‐sectional survey
Vietnam
with poorer mental health and increased behavioural
age range (children) 7.5‐
high quality
problems in children. No role for group membership.
8.5 yrs)
sex: not stated
ethnic group: not stated
Aim: To explore the association between maternal social capital and child physical and mental health.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Internalising and externalising problem behaviours (continued)
size: 4,349
73
Positive parent‐adolescent relationships associated with
Maynard et al. 2010
age group: adolescents
cross‐sectional survey
better mental health and fewer behavioural problems.
age range: 11‐13 yrs


UK
Higher levels of parental control associated with poorer
data collected 2003
sex: not stated
moderate quality
mental health and increased behavioural problems.
ethnic group: 28% White
Aim: To examine associations between perceived parental care control and psychological wellbeing.
size: 4,349
74
Maynard et al. 2010
age group: adolescents
Adolescents from families with infrequent participation in
cross‐sectional survey
age range: 11‐13 yrs


joint activities reported increased poorer mental health
UK
data collected 2003
sex: 47% female
and increased behavioural problems.
moderate quality
ethnic group: 28% White
Aim: To explore whether family activities explain ethnic differences in mental health.
size: 11,809
Increased adolescent social support networks and parental
76
cross‐sectional survey
Newman et al. 2007
age
group:
adolescents
attendance at religious services predictive of better
(National Survey of
age
range:
12‐17
yrs
outcomes. Knowledge of community resources


USA
America’s Families)
sex: 49% female
inconsistent, with some protective and some risk
moderate quality
data collected 1999
ethnic group: 67% White
associations. No role for parental civic engagement.
Aim: To examine relations between adolescent and parental social integration, residential and school stability, family access to community resources and wellbeing (including
internalising and externalising behaviours).
size: 524
78
longitudinal cohort study
Children whose parent is in a complex occupation have
Parcel et al. 1993
age group: children
(National Longitudinal
fewer reported problems but mothers working only part‐
age range: 6‐8 yrs


USA
Survey of Youth)
time was a risk. Fewer children in the house was predictive
sex: not stated
high quality
of better outcomes.
data collected 1986‐88
ethnic group: not stated
Aim: To explore the association between parental working conditions and family circumstances on children’s social adjustment (over‐ and under‐controlled behaviour).
size: 1,294
79
longitudinal cohort study
age group: pre‐school &
Parcel et al. 1994
(National Longitudinal
children
Having a father but not a mother working fewer than full‐


USA
Survey of Youth)
age range: 3‐4 yrs
time hours was a risk factor for behavioural problems.
sex: not stated
high quality
data collected 1986
ethnic group: not stated
Aim: To evaluate the impact of parental working conditions on social outcomes (including over‐ and under‐controlled behaviour).
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Internalising and externalising problem behaviours (continued)
size: 1,833
80
longitudinal survey
age group: children &
Being in a larger family is a risk but parental monitoring,
Parcel et al. 2001
(National Longitudinal
adolescents
more frequent attendance at religious services and


USA
Survey of Youth)
age range: 5‐15 yrs
attending a school with a higher quality environment were
sex: not stated
high quality
protective in relation to behavioural problems.
data collected 1992‐95
ethnic group: not stated
Aim: To investigate the effects of both family and school capital on social adjustment (including over‐ and under‐controlled behaviour).
size: 500
84
age group: pre‐school &
Slee et al. 2007
children


cross‐sectional survey
No role for family or community social capital.
Australia
age range: birth‐7 yrs
sex: not stated
high quality
ethnic group: not stated
Aim: To examine the links between young children’s wellbeing (including behavioural problems) and social capital.
size: 20,667
90
age group: children &
Being in a two‐parent family, less frequent parent‐child
Wen et al. 2008
cross‐sectional survey
adolescents
arguments, being involved in extra‐curricular activities and
(National Survey of


USA
age range: 6‐17 yrs
religious services were protective. No role for civic
America’s Families)
sex: not stated
high quality
engagement.
ethnic group: not stated
Aim: To contribute to understandings of the links and pathways between family structure and child wellbeing (including emotional wellbeing and behavioural problems).
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Table 9. Health‐promoting behaviours (nutritional health, physical activity, weight status and body image, dental health).
Authors, Country
Quality rating
1) Nutritional health

Design

99

Morgan et al. 2009

cross‐sectional survey
(Health Behaviour in
School‐aged Children)

UK
moderate quality

Sample
size: 6,425
age group: adolescents
age range: 11‐15 yrs
sex: 51% females
ethnic group: not stated

Family SC

Community
SC





Outcomes

Low family sense of belonging, less involvement in
neighbourhood clubs/groups, less civic engagement
associated with reduced fruit and vegetable intake.

Aim: To assess importance of sense of belonging, autonomy, control & social networking on a range of health‐related outcomes (including fruit and vegetable intake).
size: 543
89
Wang et al. 2011
age group: adolescents
Better family communication, more community
age range: 12‐16 yrs


involvement and having peer/adult role models associated
cross‐sectional survey
Taiwan
sex: 46% females
with better nutritional outcomes.
moderate quality
ethnic group: not stated
Aim: To examine the relationship between developmental assets and health‐promoting behaviour of adolescents (including nutritional behaviours).
100
Zambon et al. 2010
size: 10,230
Belgium, Canada,
Involvement in clubs associated with increased fruit and
cross‐sectional survey
age group: adolescents
England, Italy, Poland, (Health Behaviour in


vegetable, and decreased soft drink consumption.
age range: 15 yrs
Romania
School‐aged Children)
Different club types have different influence.
sex: 53% female
ethnic group: not stated
high quality
Aim: To test whether young people’s participation in clubs is associated with health and healthier behaviours (including fruit and vegetable and soft drink consumption).

2) Physical activity
103

Cradock et al. 2009
USA
high quality

longitudinal cohort study
(Project on Human
Development in Chicago
Neighbourhoods)
questionnaire

size: 680
age group: adolescents
age range (T1): 11‐15 yrs
age range (T2): 13‐18 yrs
sex: 49% female
ethnic group: 42%
Hispanic





Higher neighbourhood social cohesion at baseline
associated with increased physical activity two years later.
Availability of youth services did not play a role.

data collected 1994‐99
Time 1 (T1), Time 2 (T2)
Aim: To explore whether neighbourhood‐levels of social cohesion and other variables are associated with parent‐ and child‐reports of physical activity.
size:764
101
age group: children &
Higher neighbourhood social capital associated with
Hume et al. 2009
adolescents
increased walking frequency and moderate/vigorous


cross‐sectional survey
Australia
age range: 9‐12 yrs
exercise. Better neighbourhood social networks associated
sex: 65% female
high quality
with increased exercise but not walking frequency.
ethnic group: not stated
Aim: To examine associations between children’s perceptions of the neighbourhood social environment and their walking and physical activity.
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Authors, Country
Design
Quality rating
Methods
2) Physical activity (continued)

Sample

Family SC

Community
SC

Outcomes

size: 37,930
age group: adolescents
Adolescents living in states with higher levels of mutual aid
cross‐sectional survey
age range: 10‐17 yrs


and social trust had increased odds of not meeting physical
(National Survey of
USA
sex: 49% female
activity recommendations.
Children’s Health)
ethnic group: 93%
moderate quality
Hispanic
Aim: To examine influence of state‐level social trust and mutual aid on odds of being inactive or having above‐normal weight.
size: 6,425
99
Low levels of participation in neighbourhood clubs/groups
Morgan et al. 2009
age group: adolescents
cross‐sectional survey
and perceived lack of autonomy/control at school
age range: 11‐15 yrs


(Health Behaviour in
UK
associated with increased odds of not meeting physical
sex: 51% females
School‐aged Children)
activity guidelines.
moderate quality
ethnic group: not stated
Aim: To assess importance of sense of belonging, autonomy, control & social networking on a range of health‐related outcomes (including physical activity).
size: not stated
40
Schinke et al. 2010
Parent and extended family key in youth sport
age group: adolescents
qualitative
participation. Adults help decide which activity and provide
age range: 13‐18 years


Canada
group discussions
resources to enable engagement.
sex: not stated
moderate quality
ethnic group: Aboriginal
Aim: To consider the role of family in the context of sport engagement of Canadian Aboriginal youth.
size: 68,288
102
cross‐sectional
survey
age group: child &
Lower neighbourhood safety associated with reduced odds
Singh et al. 2008
(National Survey of
adolescent
of participating in physical activity. Higher neighbourhood


USA
Children’s Health)
age range: 6‐17 yrs
social capital was associated with increased odds of
sex: 49% female
high quality
inactivity and reduced odds of activity.
data collected 2003‐04
ethnic group: 70% White
104

McKay et al. 2007

Aim: To estimate the prevalence of physical in/activity among children by characteristics including neighbourhood safety and social capital.
size: 61
85
Smith et al. 2009
age group: adolescents
No associations identified between family or community
age range: 11‐13 yrs


cross‐sectional survey
USA
social capital and physical activity.
sex: 51% female
low quality
racial group: 53% Black
Aim: To identify assets that contribute to positive youth outcomes, including physical activity.
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Authors, Country
Design
Quality rating
Methods
2) Physical activity (continued)

Sample

Family SC

Community
SC

Outcomes

Wang et al. 201189

size: 453
age group: adolescents
age range: 12‐16 yrs


Taiwan
cross‐sectional survey
sex: 46% female
racial group: not stated
moderate quality
Aim: To examine the relationship between developmental assets and health‐promoting behaviour of adolescents.
100
Zambon et al. 2011
size: 10,230
Belgium, Canada,
cross‐sectional survey
age group: adolescents
England, Italy, Poland, (Health Behaviour in


age range: 15 yrs
Romania
School‐aged Children)
sex: 53% female
ethnic group: not stated
high quality

Better family communication, more community
involvement and having peer/adult roles models
associated with better physical activity outcomes.

General club/group membership associated with
decreased sedentary behaviour but not associated with
levels of physical activity. Different club types showed
different impact.

Aim: To test whether young people’s participation in clubs is associated with better health and healthier behaviours.

3) Weight status and body image
size: 2,898
age group: adolescents
age range: 11‐15 yrs


UK
sex: not stated
high quality
data collected 2001‐02
ethnic group: not stated
Aim: To employ an asset‐based approach to identify how young people create or sustain positive body images.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
cross‐sectional survey
age range: 11‐17 yrs


USA
data collected 1996‐97
sex: 50% female
high quality
ethnic group: 86% White
105

Fenton et al. 2010

cross‐sectional survey
(Health Behaviour in
School‐aged Children)

Living with a father figure and having good communication
with them, as well as good relations with teachers, were
associated with better body image outcomes.

Regular family meals (an indicator of family cohesion) were
associated with reduced odds of disordered eating/weight
management patterns.

Aim: To examine the associations between family meal frequency, developmental assets and high risk behaviours including weight management behaviours.
size: 37,930
104
age group: adolescents
McKay et al. 2007
cross‐sectional survey
Higher state‐level mutual aid and social trust associated
age range: 10‐17 yrs
(National Survey of


with better weight outcomes in 10‐13 year olds and poorer
USA
sex: 49% female
Children’s Health)
weight outcomes in 17 year olds.
ethnic group: 93%
moderate quality
Hispanic
Aim: To examine influence of state‐level social trust and mutual aid on odds of being inactive or having above‐normal weight.
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Authors, Country
Design
Quality rating
3) Weight status and body image (continued)

Sample

Family SC

Community
SC

Outcomes

size: 46,707
Lower neighbourhood social capital associated with
age group: adolescents
increased odds of being obese and this association was
age range: 10‐17 yrs


stronger in 10‐11 year olds than adolescents. Impact of
USA
sex: 48% female
neighbourhood/school safety was, in part, accounted for
high quality
ethnic group: 73% White
by social/economic disadvantage.
Aim: To estimate obesity prevalence among 10‐17 year olds by characteristics including perceived neighbourhood safety and social capital.
106

Singh et al. 2008

cross sectional survey
(National Survey of
Children’s Health)

4) Dental health
size: 3,086
age group: pre‐school
Higher number of community centres/100,000 residents
age range: 3 yrs


(indicator of social cohesion) associated with better dental
cross‐sectional survey
Japan
sex: 48% female
health.
high quality
ethnic group: not stated
Aim: To estimate the community contextual influences on decayed, missing, and filled teeth in three year old children.
size: 1,302
98
Pattussi et al. 2006
age group: adolescents
cross‐sectional survey
Higher neighbourhood empowerment associated with
age range: 14‐15 yrs


Brazil
better dental health.
questionnaire
sex: 48% female
high quality
ethnic group: not stated
To assess the individual and neighbourhood effect on the oral health of adolescents.
Aida et al. 2008

56
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Table 10. Health risk behaviours (tobacco use, alcohol consumption, drug use, sexual health, general risky behaviour).
Authors, Country
Quality rating
1) Tobacco use

Design

Sample

Family SC

Community
SC

Outcomes

size: 1,256
Positive parent‐adolescent communication, recreational
age group: adolescents
group membership, active citizenship, attendance at
age range: 13‐19yrs


cross‐sectional survey
religious services/groups and having a peer/adult role
USA
sex: 52% female
model were all associated with increased odds of non‐use
high quality
ethnic group: 48% White
of tobacco.
Aim: To examine the influence of individual developmental assets on youth tobacco use.
size: 692
Borawski et al.
Female, but not male, adolescents reporting that their
110
age group: adolescents
relationship with their parents is high in trust were more
2003
mean age: 15.7 yrs


likely to not use tobacco. Parental monitoring and
cross sectional survey
USA
sex: 50% female
negotiated unsupervised time with peers had no role in
ethnic group: 41% White
high quality
relation to tobacco use.
Aim: To explore parental monitoring, negotiated unsupervised time and trust as they relate to tobacco use.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
Adolescents from families who ate together more
cross sectional survey
age range: 11‐17 yrs


frequently (an indicator of family cohesion) were less likely
USA
data collected 1996‐97
sex: 50% female
to report tobacco use.
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and tobacco use among a national sample of adolescents.
size: 10.972
117
Mellor et al. 2011
cross‐sectional survey
age group: adolescents
After controlling for other variables results were
(ADD Health)
age range: 13‐18 yrs


inconsistent for the impact of religious participation on
USA
sex:
not
stated
smoking.
data collected 1995
low quality
ethnic group: not stated
Aim: To identify the effects of religious participation on smoking.
size: 6,425
99
Low family sense of belonging and lower quality of
Morgan et al. 2009
age group: adolescents
cross‐sectional survey
neighbourhood associated with more frequent smoking.
age range: 11‐15 yrs
(Health Behaviour in


UK
No role for parental monitoring, social support networks,
sex: 51% female
School‐aged Children)
moderate quality
civic engagement or quality of school.
ethnic group: not stated
Aim: To assess the importance of sense of belonging, autonomy, control and social networking on a range of health‐related outcomes (including smoking).
size: 61
85
Smith et al. 2009
age group: adolescents
Neither family nor community social capital associated
age range: 11‐13 yrs


cross sectional survey
USA
with tobacco use.
sex: 51% female
low quality
ethnic group: 53% Black
Aim: To identify assets that contribute to positive youth outcomes, specifically not engaging in risk behaviour (including smoking).
107

Atkins et al. 2002
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Authors, Country

Design

Quality rating

Sample

Family SC

Community
SC

Outcomes





Low individual‐level trust associated with increased odds of
smoking in adolescents. Low school‐level trust associated
with increased odds of smoking in females only.



Positive school climate associated with reduced prevalence
of smoking.

1) Tobacco use (continued)
Takakura 2011124
Japan
high quality

cross‐sectional survey

size: 2,424
age group: adolescents
age range: 15‐18 yrs
sex: 52% female
ethnic group: not stated

Aim: To examine the individual and contextual effects of social capital at school on cigarette smoking.
size: 459
Vuille et al. 2002126
age group: adolescents
mean range: 14.8 yrs
cross‐sectional survey

Switzerland
sex: 54% female
ethnic group: 55% Swiss
high quality

Aim: To look into details of the relationships between smoking, individual psychological variables, and school climate.
size: 13,552
Wen et al. 2009127
Parent‐adolescent relations a risk factor, diluted by
longitudinal survey (ADD
age group: adolescents
protective effect of a close relationship. Parental
Health)
age range: not stated


USA
monitoring protective against smoking. More frequent
sex: 51% female
contact with friends a risk factor. No role for family
data collected 1994‐96
ethnic group: 54% White
high quality
structure, quality of school or neighbourhood.
Aim: To investigate factors influencing adolescent cigarette smoking at the individual‐, peer‐, school‐, and state‐level.
cross‐sectional survey
size: 3,725
Yugo et al. 200795
(National Longitudinal
age group: adolescents
Higher parental nurturance and school engagement
Survey of Children and
age range: 12‐15 yrs
associated with reduced odds of tobacco use. Higher peer
Canada


Youth)
sex: not stated
connectedness associated with increased odds of tobacco
use. No role for parental monitoring or civic engagement.
ethnic group: not stated
low quality
data collected 2000‐01
Aim: To examine which assets account for the most variance in participation in risky health behaviours (including smoking).
Zambon et al.
2010100
size: 10,230
cross sectional survey
age group: adolescents
Belgium, Canada,
(Health Behaviour in
In general, being a member of at least one recreational
age range: 15 yrs
England, Italy, Poland, School‐aged Children)


club was protective against smoking. Differential impact
sex: 53% females
Romania
found across individual club types.
ethnic group: not stated
data collected 2005‐06
high quality
Aim: To test whether young people’s participation in clubs is associated with better health and healthier behaviours (including not smoking).
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Authors, Country
Quality rating

Design

2) Alcohol consumption
Bartkowski et al.
109
2007
cross‐sectional survey
(Monitoring the Future)
USA

Sample

Family SC

Community
SC

size: 1,630
age group: adolescents
age range: not stated


sex: not stated
ethnic group: not stated
high quality
Aim: To adopt a social capital perspective on religiosity and adolescent alcohol use.
size: 692
Borawski et al.
110
age group: adolescents
2003
mean age: 15.7 yrs


cross‐sectional survey
USA
sex: 50% female
ethnic group: 41% White
high quality
Aim: To explore parental monitoring, negotiated unsupervised time and trust as they relate to alcohol use.

Outcomes
Secular (but not religious) civic participation, humanistic
(but not religious) trust, and attendance at religious
services all associated with reduced alcohol use.
Inconsistent findings for denominational affiliation and
religious saliency.
Negotiated unsupervised time with peers associated with
increased odds of reporting of alcohol use in adolescents.
Parental monitoring and trust were associated with
reduced odds of reporting of alcohol use in males only.

Living in a two‐parent household was protective in relation
to alcohol use and binge drinking for Cuban and Mexican,
size:
7,637
but was a risk for Puerto Rican, adolescents. Positive
112
Eitle et al. 2009
longitudinal survey (ADD
age group: adolescents
parent‐child relations protective for Mexican adolescents
Health)
only. Extended family support protective for Mexican and
age range: 13‐18 yrs


USA
Puerto Rican, but a risk factor for Cuban, adolescents.
sex:
not
stated
data collected 1994+
moderate quality
ethnic group: 80% White
Increased frequency of parental communication with
adolescents’ friends’ parents was only protective for
Mexican adolescents.
Aim: To examine associations among immigrant generation, selective acculturation, and alcohol use in Mexican, Cuban, and Puerto Rican adolescents.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
Adolescents reporting that their family ate together more
age range: 11‐17 yrs


frequently (an indicator of family cohesion) had reduced
cross‐sectional survey
USA
sex: 50% female
odds of using alcohol.
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and high‐risk behaviours (including alcohol consumption) in adolescents.
size: 10,972
117
Mellor et al. 2011
age group: adolescents
After controlling for other variables results were
cross‐sectional survey
age range: 13‐18 yrs


inconsistent for the impact of religious participation on
USA
(ADD Health)
sex: not stated
binge drinking.
low quality
ethnic group: not stated
Aim: To identify the effects of religious participation on binge drinking.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Alcohol consumption (continued)
size: 6,425
Perceptions of high father control behaviour, low levels of
age group: adolescents
joint family activity, limited opportunity for decision‐
age
range:
11‐15
yrs
making at school and low sense of belonging to school


UK
sex: 51% female
were associated with increased odds of regular drinking.
moderate quality
ethnic group: not stated
No role for social support networks.
Aim: To assess importance of sense of belonging, autonomy, control & social networking on a range of health‐related outcomes (including alcohol consumption).
size: 1,255
Positive parent‐adolescent communication, having a peer
119
Oman et al. 2004
age group: adolescents
role model and more frequent religious services
age range: 13‐19 yrs


cross‐sectional survey
attendance associated with non‐use of alcohol. Active
USA
sex: 52% female
citizenship protective only for adolescents from one‐parent
high quality
ethnic group: 48% White
households.
Aim: To examine the relationship between youth assets and alcohol use in a community sample.
size: 1,615
81
Rasic et al. 2011
age group: adolescents
Less frequent religious service attendance associated with
age range: 15‐19 yrs


increased odds of binge drinking. No role for personal
cross‐sectional survey
Canada
sex: 49% females
importance of religion.
moderate quality
ethnic group: not stated
Aim: To examine the impact of social capital on the relationships between religion and substance use disorders.
size: 61
85
Smith et al. 2009
age group: adolescents
No association identified between any element of family or
age range: 11‐13 yrs


cross‐sectional survey
USA
community social capital and alcohol use.
sex: 51 female
low quality
ethnic group: 53% Black
Aim: To identify assets that contribute to positive youth outcomes specifically health behaviours and not engaging in risk behaviour (including alcohol use).
size: 930
Poorer parent‐adolescent relationships associated with
86
Springer et al. 2006
age group: adolescents
increased odds of binge drinking in female adolescents.
age range: 12‐19 yrs
Low levels of school cohesion associated with increased


cross‐sectional survey
El Salvador
sex: 48%
odds of binge drinking in females but reduced odds of
high quality
ethnic group: not stated
binge drinking in males.
Aim: To examine perceived parental social support and social cohesion at school with the prevalence of a range of youth health risk behaviours (including alcohol use).
size: 2,424
124
Takakura 2011
age group: adolescents
Low individual trust was associated with increased odds of
age range: 15‐18 yrs


drinking in females only. No role identified for school‐level
cross‐sectional survey
Japan
sex: 52% female
trust.
high quality
ethnic group: not stated
Aim: To examine the individual and contextual effects of social capital at school on alcohol drinking.
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Morgan et al. 2009

60

cross‐sectional survey
(Health Behaviour in
School‐aged Children)

Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

2) Alcohol consumption (continued)
size: 1,098
age group: adolescents
Poorer quality friendships (e.g. high in hostility) associated
mean age: 16.2 yrs


with higher alcohol consumption. This was significant in
longitudinal cohort study
USA
sex: 52% female
cross‐sectional, but not longitudinal, analyses.
high quality
ethnic group: 98% White
Aim: To study concurrent and prospective relations between friendship characteristics and adolescent externalising & internalising problems (including alcohol consumption).
size: 3,725
95
cross‐sectional survey
Higher parental nurturance and school engagement
Yugo et al. 2007
age group: adolescents
(Longitudinal Survey of
associated with reduced odds of using alcohol. Higher peer
age range: 12‐15 yrs


Canada
Children & Youth)
connectedness associated with increased odds of alcohol
sex: not stated
low quality
use. No role for parental monitoring or civic engagement.
data collected 2000‐01
ethnic group: not stated
Aim: To examine which assets account for the most variance in positive health outcomes and participation in risky health behaviours (including alcohol use).
100
Zambon et al. 2010
size: 10,230
cross‐sectional survey
age group: adolescents
Belgium, Canada,
In general, being a member of at least one recreational
(Health Behaviour in
age range: 15 yrs
England, Italy, Poland,


club was protective against drunkenness. Differential
School‐aged Children)
sex: 53% female
Romania
impact found across individual club types.
data collected 2005‐06
ethnic group: not stated
high quality
Aim: To test whether young people’s participation in clubs is associated with better health and healthier behaviours (including less drunkenness).
3) Drug use
size: 1,630
Bartkowski et al.
Trust in people (but not trust in God) and attendance at
109
age group: adolescents
religious services associated with reduced marijuana and
2007
cross‐sectional survey
age range: not stated


other drug use. Secular (not religious) civic participation
(Monitoring the Future)
USA
sex: not stated
and personal importance of religion associated with
ethnic group: not stated
high quality
reduced marijuana use but not other drugs.
Aim: To adopt a social capital perspective on religiosity and adolescent drug use.
size: 692
Borawski et al.
High trust adolescent‐parent relationships associated with
110
age group: adolescents
decreased odds of marijuana use in females only.
2003
mean age: 15.7 yrs


cross‐sectional survey
Negotiated unsupervised time with peers associated with
USA
sex: 50% female
increased odds of marijuana use. No role for parental
ethnic group: 41% White
high quality
monitoring.
Aim: To explore parental monitoring, negotiated unsupervised time and trust as they relate to drug use.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
Adolescents from families who ate together more
age range: 11‐17 yrs


frequently (an indicator of family cohesion) were less likely
cross‐sectional survey
USA
sex: 50% female
to report using illicit drugs.
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and high‐risk behaviours (including drug use) among adolescents.
Windle 1994
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

3) Drug use (continued)
size: 10,972
age group: adolescents
cross‐sectional survey
Adolescents who attended religious services more
age range: 13‐18 yrs


USA
(ADD Health)
frequently were less likely to report marijuana use.
sex: not stated
low quality
ethnic group: not stated
Aim: To identify the effects of religious participation on marijuana use.
size: 1,255
119
More positive parent‐adolescent relationships,
Oman et al. 2004
age group: adolescents
participation in recreational clubs and religious services,
age range: 13‐19 yrs


cross‐sectional survey
USA
civic engagement and having a peer/adult role model all
sex: 52% female
high quality
associated with increased odds of never having used drugs.
ethnic group: 48% White
Aim: To examine the relationship between youth assets and drug use in a community sample.
size: 1,615
81
In females, low attendance at religious services, but not
Rasic et al. 2011
age group: adolescents
religious importance, associated with increased marijuana
age range: 15‐19 yrs


cross‐sectional survey
Canada
use. In males, low importance of religion, but not religious
sex: 49% females
moderate quality
attendance, associated with increased marijuana use.
ethnic group: not stated
Aim: To examine impact of social capital on the relationships between religion and substance use disorders (including drug use).
size: 61
85
Smith et al. 2009
age group: adolescents
No association identified between any element of family or
age range: 11‐13 yrs


cross‐sectional survey
USA
community social capital and drug use.
sex: 51 female
low quality
ethnic group: 53% Black
Aim: To identify assets that contribute to positive youth outcomes, specifically health behaviours and not engaging in risk behaviour (including drug use).
size: 930
86
Springer et al. 2006
age group: adolescents
Low perceived parental support associated with increased
age range: 12‐19 yrs


cross‐sectional survey
odds of reporting drug use. Low cohesion at school
El Salvador
sex: 48%
associated with increased odds of drug use in females.
high quality
ethnic group: not stated
Aim: To examine perceived parental social support and perceived social cohesion at school with the prevalence of a range of youth health risk behaviours (including drug use).
cross‐sectional survey
size: 3,725
Higher parental nurturance and school engagement
95
Yugo et al. 2007
(National Longitudinal
age group: adolescents
associated with reduced odds of using marijuana. Higher
Survey of Children &
age range: 12‐15 yrs


peer connectedness associated with increased odds of
Canada
Youth)
sex: not stated
marijuana use. No role for parental monitoring or civic
low quality
ethnic
group:
not
stated
engagement.
data collected 2000‐01
Aim: To examine which assets account for the most variance in positive health outcomes and participation in risky health behaviours (including drug use).
117

Mellor et al. 2011
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Sexual health
108

Bensyl et al. 2011
USA

cross‐sectional survey

moderate quality

size: 2,335
age group: adolescents
age: 12‐19 yrs
sex range: 52% female
ethnic group: 44% White





Frequent attendance at religious services associated with
increased odds of never having had sex, apart from those
from most impoverished neighbourhoods. Having a role
model was protective for all adolescents. No role for
extended family support, social support or civic
engagement.



High trust adolescent‐parent relationships associated with
lower intention to have sex in females only. Parental
monitoring associated with consistent condom use in
males only. Negotiated unsupervised time with peers
associated with having had/intention to have sex and
contraception use.

Aim: To explore the associations among household income, youth assets, and youth sexual intercourse.
Borawski et al.
110
2003
USA
high quality

cross‐sectional survey

size: 692
age group: adolescents
mean age: 15.7 yrs
sex: 50% female
ethnic group: 41% White



Aim: To explore parental monitoring, negotiated unsupervised time and trust as they relate to sexual activity.
size: 15,349
111
Crosby et al. 2003
age group: adolescents
cross‐sectional survey
State‐level social capital associated with better sexual
age range: 14‐18 yrs
(Youth
Risk
Behaviour


USA
health.
sex: 50% female
Surveillance Survey)
high quality
ethnic group: 61% White
Aim: To assess the state‐level relationship between Putnam’s index of social capital and sexual risk and protective behaviours of adolescents in 28 US states.
size: 521
41
Erulkar et al. 2009
age group: adolescents
Lack of social support networks predicted non‐consensual
Ethiopia
age range: 15‐19 yrs


cross‐sectional survey
sexual debut but not early sexual initiation.
sex: 100% female
moderate quality
ethnic group: not stated
Aim: To explore the role of social exclusion in sexual debut and non‐consensual sexual debut.
size: 2,108
113
Increased adult support associated with low sexual risk
Evans et al. 2004
age group: adolescents
taking in White females and Black males but more sexual
age range: 14‐18 yrs


cross‐sectional survey
USA
risk taking in White males. No role for other social capital
sex: 44% female
high quality
variables.
ethnic group: 61% Black
Aim: To explore which youth assets were predictive of youth engagement in risky sexual behaviours.
size: 98,340
65
Fulkerson et al. 2006
age group: adolescents
Adolescents from families who ate together more
age range: 11‐17 yrs


cross‐sectional survey
frequently (an indicator of family cohesion) were less likely
USA
sex: 50% female
to report having had sexual intercourse.
high quality
ethnic group: 86% White
Aim: To examine the associations between family meal frequency, developmental assets and high‐risk behaviours (including sexual intercourse) among adolescents.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Sexual health (continued)
Family and community social capital associated with never
size: 1,079
having had sex in adolescents supervised full‐time at
age group: adolescents
home. Having a peer role model and increased religious
age range: 13‐19 yrs


cross‐sectional survey
USA
service attendance were protective for adolescents home
sex: 52% female
high quality
alone for two hours or more per day.
ethnic group: 49% White
Aim: To examine how relationships between youth assets and sexual intercourse vary according to the stratification of youth ‘self‐care’ and ‘supervised’ at home youth.
Living with father associated with reduced odds of being
size: 4,135
cross‐sectional survey
Hellerstedt et al.
sexually experienced in younger, but not older,
age group: adolescents
115
(Minnesota Student
adolescents. Participation in sport clubs was a risk factor
2006
age range: 13‐18 yrs
Survey)


for older males. Positive relationship with teacher was
sex: 100% female
USA
associated with increased odds of being sexually
data collected 1998 &
ethnic group: American
high quality
experienced in younger females and reduced odds in older
2001
Indian
males.
Aim: To examine the correlates of having ever had sexual intercourse among American Indians in Minnesota.
size: 343
116
cross‐sectional survey
Living with at least one biological parent, positive
Kerrigan et al. 2006
age group: adolescents
(Perceived Risk of Sexually age range: 14‐19 years
communication with parents and living in a cohesive


USA
Transmitted Disease
neighbourhood associated with increased odds of condom
sex: 76% female
high quality
Survey)
use. No role for parental or neighbourhood monitoring.
ethnic group: 98% Black
Aim: To examine the associations between perceived neighbourhood social cohesion and collective monitoring and condom use.
size: 1,121
Family and community assets protective for some of the
118
Oman et al. 2004
age group: adolescents
sexual health outcomes. The more assets the adolescent
age range: 13‐19 yrs


had the more protection they gained for some of the
cross‐sectional survey
USA
sex: 53% female
sexual health outcomes. No association between assets
moderate quality
ethnic group: 49% White
and current sexual activity or number of sexual partners.
Aim: To investigate the possible positive cumulative effects that youth assets may have on youth sexual behaviour.
Family communications, active citizenship, religious
size: 1,253
120
participation and having peer/adult role models were
Oman et al. 2005
age group: adolescents
protective for a number of sexual health outcomes. The
age range: 13‐19 yrs
cross‐sectional survey


USA
importance of some assets differed across youth from one‐
sex: 52% female
high quality
or two‐parent households. No role for social support
ethnic group: 49% White
networks.
Aim: To investigate how the relationship between youth assets and sexual risk behaviours vary according to family structure.
size: 1,854
Parental supportiveness, ease of communication and
121
Parkes et al. 2011
age group: adolescents
parental monitoring associated with better sexual health
mean age: 16.6 yrs


outcomes. Frequency of communication with parents
cross‐sectional survey
UK
sex: 50% female
about sex associated with not delaying first sexual
high quality
ethnic group: 94% White
experience.
Aim: To identify processes associated with sexual risk avoidance, autonomy and relatedness.
114

Harris et al. 2006
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

4) Sexual health (continued)
size: 930
age group: adolescents
Positive support from parents associated with higher odds
cross‐sectional survey
age range: 12‐19 yrs


of sexual abstinence in females. No role for quality of
El Salvador
data collected 1999
sex: 48%
school.
high quality
ethnic group: not stated
Aim: To examine perceived parental social support and perceived social cohesion at school with the prevalence of a range of youth health risk behaviours (including sex).
size: 976
125
Increased parental monitoring associated with increased
Tolma et al. 2011
cross‐sectional survey
age group: adolescents
odds of sexual abstinence. Elements of the parent‐
(Youth Assets Survey)


age range: 12‐19 years
USA
adolescent relationship were protective for Black and
sex: 53% female
data collected 2003‐04
high quality
White, but not Hispanic, adolescents.
ethnic group: 43% White
Aim: To examine the relationship between parental youth assets and race/ethnicity and sexual abstinence.
size: 5,041
Living away from father associated with future risk
longitudinal survey
129
age
group:
adolescents
behaviour in males. Living in a one‐parent house
Wight et al. 2006
age range T1: 13‐14 yrs
data collected in 1996 &
associated with future risk behaviour in females. Feeling at


UK
age range T2: 15‐16 yrs
1999
ease talking to parents about sex protective against early
sex: 54% female
high quality
first sex for females. Increased parental monitoring was
Time 1 (T1), Time 2 (T2)
ethnic group: not stated
protective for both sexes but girls benefited the most.
Aim: To use longitudinal data to show how parental monitoring predicts sexual behaviour.
5) General risk behaviours
size: 4,233
69
Jager et al. 2011
age group: adolescents
longitudinal survey (ADD
Different patterns of positive relationships with others
age range: 13‐19 yrs


USA
Health)
share different relationships with problem behaviours.
sex: not stated
moderate quality
ethnic group: not stated
Aim: To examine heterogeneity in adolescent relationship constellations and its relation to adolescent binge drinking, marijuana use and sexual health.
size: 3,439
Reininger et al.
122
age group: adolescents
Higher perceived support from school associated with
2005
age range: 14‐18 yrs


lower risk scores. No role for other community social
cross‐sectional survey
USA
sex: 53% female
capital indicators. No role for family social capital.
ethnic group: 50% Black
high quality
Aim: To examine the relationship between smoking, drinking and sex, assets, and demographic characteristics.
size: 4,178
123
Social support networks, civic engagement, higher quality
Smylie et al. 2006
age group: adolescents
cross‐sectional survey
schools and neighbourhoods protective. Speaking native
age range: 15‐19yrs
(National Population


Canada
language of country migrated to associated with increased
sex: 48% female
Health Survey)
high quality
risk. Inconsistent findings for role of family social capital.
ethnic group: 85% White
Aim: To understand social influences on adolescent risk‐taking (alcohol use, smoking, risky sexual behaviour).
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Springer et al. 2006
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

5) General risk behaviours (continued)
size: 625
age group: children &
Children/adolescents whose mother has migrated for
Wen et al. 2012
adolescents
employment more likely to report health risk behaviours.
age range: 8‐18 yrs
cross‐sectional survey


China
Support received from the family was protective. No role
sex: 49% female
moderate quality
for community social capital.
ethnic group: Chinese (no
further details)
Aim: To examine the similarities and differences in psychological and behavioural outcomes (smoking, alcohol, drugs) of children living in migrant and non‐migrant families.
size: 38,115
Increased civic participation associated with lower odds of
Winstanley et al.
130
age
group:
adolescents
reporting drug/alcohol use and dependence. Increased
cross‐sectional survey
2008
age
range:
12‐17
yrs
neighbourhood disorganisation associated with higher
(National Survey of Drug


USA
sex: 49% female
odds of reporting drug/alcohol use. Living with only one or
Use and Health)
ethnic group: 67% White
neither biological parent was a risk factor.
high quality
Aim: To examine the influence of self‐reported neighbourhood disorganisation and social capital as community factors for adolescent alcohol or drug use dependence.
128
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Table 11. General health, quality of life and wellbeing.
Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

General health, quality of life and wellbeing
size: 4,458
age group: adolescents
Al‐Fayez et al. 2011
age range: 14‐23 yrs


cross‐sectional survey
Kuwait
sex: 51% female
ethnic group: 87%
high quality
Kuwaitis
Aim: To examine the relationship between quality of life and personal, parental, and socio‐environmental factors.
Berntsson et al.
size: 20,608
132
2006
age group: pre‐school,
longitudinal survey
133

Denmark, Finland,
Iceland, Norway,
Sweden

data collected 1984 &
1986

children & adolescents
age range: 2‐17 yrs
sex: not stated
ethnic group: not stated





Adolescents whose father was divorced or separated had
poorer quality of life. No role for social support networks.

Positive parent‐child relationship and parental civic
engagement associated with reporting no psychosomatic
symptoms cross‐sectionally, but not over time. Child
participation in group activities associated with better
health outcomes within and over time.

moderate quality
Aim: To analyse the development in the health of children (including psychosomatic symptoms) between 1984 and 1996 and relate it to social capital.
size: 2,375
134
cross‐sectional survey
Boyce et al. 2008
age group: adolescents
Neighbourhoods rated as having high or moderate social
(Health Behaviour in
age
range:
14‐16
yrs


capital associated with better self‐rated health.
Canada
School‐aged Children)
sex: 57% female
high quality
data collected 2001‐02
ethnic group: not stated
Aim: To examine the effects of socioeconomic status and neighbourhood social capital on health.
size: 253
De Souza et al.
randomised controlled
Adolescents in the intergeneration exchange intervention
135
age group: adolescents
2007
trial
reported better general health than adolescents in the
age range: 12‐18 yrs


control group but the effect was weak.
Brazil
1 intervention group
sex: 57% female
1
control
group
ethnic group: not stated
moderate quality
Aim: To report on an intervention, involving intergenerational interaction, on perceived health status.
size: 563
57
Neighbourhood informal social control and cohesion and
Drukker et al. 2003
age group: adolescents
trust protective in the context of health‐related quality of
age range: 10‐12 yrs


cohort study
Netherlands
life.
sex: 51% female
high quality
ethnic group: not stated
Aim: To study the associations between social capital and quality of life.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

General health, quality of life and wellbeing (continued)
size: 475
58
age group: adolescents
longitudinal cohort study
Drukker et al. 2006
No role for neighbourhood environment in predicting
mean age T1: 11yrs
Time 1 (T1), Time 2 (T2)


longer‐term health.
Netherlands
mean age T2: 13.5 yrs
sex: 52% female
data collected 2000‐03
high quality
ethnic group: not stated
Aim: To study associations between neighbourhood environment and changes in health related quality of life.
size: 3,038
131
Dunt et al. 2011
age group: pre‐school
Community support for child rearing associated with better
cross‐sectional survey
age range: 3 yrs


global health ratings. No role for quality of neighbourhood.
Australia
data collected 2004‐06
sex: not stated
moderate quality
ethnic group: not stated
Aim: To study the effects of parental social capital on child health.
size: 34,345
136
Adolescents reporting they were socially integrated were
Eder 1990
age group: adolescents
cross‐sectional survey
more likely to report better health and satisfaction with
age range: 11‐15 yrs


(WHO Cross National
Austria
life.
sex: 50% female
Survey)
moderate quality
ethnic group: not stated
Aim: To explore the relationship between social integration and subjective health and happiness in children (including satisfaction with life).
size: 542
El‐Dardiry et al.
Higher levels of parental social support protective for
age group: children &
62
psychological, but not physical, wellbeing. Positive
2012
adolescents


cross‐sectional survey
neighbourhood social capital protective for physical and
age range: 8‐12 yrs
Greece
psychological wellbeing.
sex: 53% female
high quality
ethnic group: not stated
Aim: To examine the potential association between social capital and child health‐related quality of life (including psychological and physical wellbeing).
For urban, but not rural, adolescents living with only one or
size: 3,808
137
cross‐sectional survey
neither parent was associated with increased odds of poor
Eriksson et al. 2011
age group: adolescents
(Health Behaviour in
satisfaction with life. Poorer quality parent‐adolescent
age range: 11‐15 yrs


Sweden
School‐aged Children)
relationships, poorer quality of neighbourhood and less
sex: 50% female
peer support increased odds of reporting low satisfaction
high quality
data collected 2001‐02
ethnic group: not stated
with life.
Aim: To explore the associations between subject wellbeing (including satisfaction with life) and perceptions of community trust and safety.
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

General health, quality of life and wellbeing (continued)
size: 2,907
age group: pre‐school &
68
Higher community social capital associated with decreased
Harpham et al. 2006
children
odds of physical ill health in infants but not children. No
age range: 6‐18 months &
cross‐sectional survey


Vietnam
role for social support networks or civic engagement.
7.5‐8.5 yrs
high quality
sex: not stated
ethnic group: not stated
Aim: To explore the association between maternal social capital and child physical and mental health.
size: 4,233
69
Jager 2011
longitudinal survey (ADD
age group: adolescents
Different patterns of positive relationships with others
Health)
age range: 13‐19 yrs


share different relationships with general health.
USA
sex: not stated
data
collected
1994‐2002
moderate quality
ethnic group: not stated
Aim: To examine heterogeneity in adolescent relationship constellations and its relation to adolescent adjustment (including general health).
size: 1,297
138
Higher quality, but not quantity, parent‐child relations and
Lau et al. 2011
age group: adolescents
peer relations associated with better outcomes. Better
age range: 11‐12 yrs


cross‐sectional survey
China
relations with teachers associated with better outcomes.
sex: 44% female
high quality
ethnic group: not stated
Aim: To examine‐the extent to which family and school social capital might be associated child subjective wellbeing.
Positive parent‐adolescent relations, feeling a sense of
size: 3,591
139
cross‐sectional survey
control/autonomy in family and school sense of belonging
Morgan et al. 2012
age group: adolescents
(Health Behaviour in
associated with improved satisfaction with life. Feeling
age range: 15 yrs


Spain and UK
School‐aged Children)
family engaged in joint activities protective for English, and
sex: 53% female
high quality
support at school protective for Spanish, adolescents.
data collected 2002
ethnic group: not stated
Aim: To assess the importance (in terms of satisfaction with life) of young people’s social capital in the home, at school, in the neighbourhood and amongst peers.
Feeling family does not engage in joint activities, less
size: 6,425
99
frequent participation in recreational clubs and low sense
Morgan et al. 2009
age group: adolescents
cross‐sectional survey
of school belonging associated with higher odds of
age range: 11‐15 yrs
(Health Behaviour in


UK
reporting fair or poor health. Controlling father and low
sex: 51% female
School‐aged Children)
sense of school belonging associated with increased odds
moderate quality
ethnic group: not stated
of poorer wellbeing.
Aim: To assess the relative importance of sense of belonging, autonomy and control and social networking to a range of health and health‐related outcomes (including
wellbeing).
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Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

General health, quality of life and wellbeing (continued)
size: 500
84
age group: pre‐school &
Slee et al. 2007
children
No role for family or community social capital.


cross‐sectional survey
Australia
age range: birth‐7 yrs
sex: not stated
high quality
ethnic group: not stated
Aim: To examine the links between young children’s wellbeing and social capital.
size: 95
Vandeleur et al.
140
age group: adolescents
More positive reporting of family bonds and cohesion were
2009
age range: 13‐18 yrs


associated with better emotional wellbeing.
longitudinal survey
Switzerland
sex: 46% female
ethnic group: not stated
high quality
Aim: To investigate whether higher cohesion and satisfaction with family bonds were associated with emotional wellbeing.
size: 453
89
Better family communication, more community
Wang et al. 2011
age group: adolescents
involvement and having peer/adult roles models
age range: 12‐16 yrs


cross‐sectional survey
Taiwan
associated with better outcomes.
sex: 46% female
moderate quality
ethnic group: not stated
Aim: To examine the relationship between developmental assets and feelings of responsibility for one’s own health in adolescents.
size: 625
age group: children &
Positive relationship with parents associated with more
128
Wen et al. 2012
adolescents
satisfaction with life in females only. Being in a cohesive
age range: 8‐18 yrs
family and having peer support was protective for all. No
cross‐sectional survey


China
sex: 49% female
role for family structure or parental monitoring.
moderate quality
ethnic group: Chinese (no
further detail)
Aim: To examine the similarities and differences in psychological outcomes (including satisfaction with life) of children living in migrant and non‐migrant families.
Being in a two‐parent family associated with better
size: 20,667
outcomes than being in one‐parent family. Parent‐child
90
cross‐sectional survey
age group: children &
Wen 2008
conflict associated with poorer outcomes. Participation in
(National Survey of
adolescents
extra‐curricular activities associated with better outcomes.


USA
America’s Families)
age range: 6‐17 yrs
Participation in religious services associated with less
sex: not stated
high quality
data collected 1999
reporting of limiting health conditions. No role for civic
ethnic group: not stated
engagement.
Aim: To contribute to understandings of the links and pathways between family structure and social capital variables and child wellbeing.
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Authors, Country
Quality rating

Design

Sample

General health, quality of life and wellbeing (continued)
cross‐sectional survey
size: 3,725
95
Yugo et al. 2007
(National Longitudinal
age group: adolescents
Survey of Children &
age range: 12‐15 yrs
Canada
Youth)
sex: not stated
Low quality
ethnic group: not stated
data collected 2000‐01

Family SC



Community
SC



Outcomes
Higher levels of parental nurturance, peer connectedness
and school engagement associated with increased odds of
reporting excellent or very good health. No role for civic
engagement or parental monitoring.

Aim: To examine which assets account for the most variance in positive health outcomes (including self‐rated health).
100
Zambon et al. 2010
In general, being a member of at least one recreational
size: 10,230
cross‐sectional survey
club associated with better satisfaction with life and
age group: adolescents
Belgium, Canada,
(Health Behaviour in
general health and reporting less psychosomatic
age range: 15 yrs
England, Italy, Poland, School‐aged Children)


symptoms. Differential impact found across individual club
sex: 53% female
Romania
types.
data collected 2005‐06
ethnic group: not stated
high quality
Aim: To test whether young people’s participation in clubs is associated with better health (including satisfaction with life, perceived health and psychosomatic symptoms).
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Table 12. Developmental outcomes.
Authors, Country
Quality rating

Design

Sample

Family SC

Community
SC

Outcomes

size: 200
age group: pre‐school
Some indicators of positive parent‐child relations and
age range: 3‐4.5 yrs


higher quality neighbourhoods were associated with better
cross‐sectional
survey
USA
sex: 54% female
child outcomes.
high quality
ethnic group: Black
Aim: To examine how social capital at both family‐level and neighbourhood‐level contribute to cognitive competence.
size: 241
51
Caughy et al. 2006
age group: children
cross‐sectional survey
mean age: 6.6 yrs


No role for community social capital.
USA
data collected 2002
sex: 49% female
high quality
ethnic group:92% Black
Aim: To examine whether racial socialisation and child outcomes (including intelligence and language development) were consistent across varied residential neighbourhood
contexts.
size: 1,294
Maternal unemployment in the early years is protective
cross‐sectional survey
79
age
group:
pre‐school
&
when mother’s future employment is in a less complex job.
Parcel et al. 1994
(National Longitudinal
children
Maternal unemployment in the early years is a risk factor
Survey
of
Children
&


USA
age range: 3‐6 yrs
when mother’s future employment is in a complex job.
Youth)
sex: not stated
Having a greater number of siblings is a risk factor in the
moderate quality
data collected 1986
ethnic group: not stated
context of language development.
Aim: To evaluate the impact of parental working conditions on cognitive and social outcomes.
size: 500
84
age group: pre‐school &
Slee et al. 2007
children


No role for family or community social capital.
cross‐sectional survey
Australia
age range: birth to 7 yrs
sex: not stated
high quality
ethnic group: not stated
Aim: To examine the links between young children’s wellbeing (including developmental problems) and social capital.
141

Caughy et al. 2006
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