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Introduction
Social network connectedness,1 trust,2,3 and social participation4–7 all contribute to health.8 Some scholars have
grouped these various social factors under the term ‘social capital.’ 

There are various accounts of why these forms of social capital might be beneficial to health. Bonds of trust may
create opportunities for reciprocal exchange and produce good mental well-being by giving people a sense of safety
in one’s social environment.2 Social network connectedness may operate through a wide variety of pathways,
including access to a greater number and range of individuals who can offer support (e.g. instrumental help or
emotional support).1,13–15 Social participation connects individuals through shared interests,16,17 potentially
creating denser and more supportive networks. Furthermore, some organizations, such as religious or volunteer
organizations, can provide people with a shared sense of meaning and purpose in life that may be good for their
health.18 

One important lesson from the social capital literature is that associations with health can be highly contextual –
what works in one area, or for one group, may not work for everyone.3,8 For example, the association between trust
and health can be modified by the local environment, making it highly beneficial in some situations but not others.2

Associations between social network connectedness and mortality also tend to be highly variable, indicating a wide
range of possible associations between this construct and health. 

It is not clear what aspects of social capital are most consequential for health in the Greater Toronto Area (GTA).
With some exceptions,19–21 there has been relatively little research into social capital in the GTA. Furthermore,
datasets such as the 2013 General Social Survey have included social capital constructs, but at a national level,
making analysis at the GTA level difficult.22 Other local datasets, such as the Neighbourhood Effects on Health
and Well-being study, have included only a limited range of measures that could be called social capital.23

Therefore, there had been limited local opportunities to explore associations between social capital and health.
Recent data has now made this possible. 

This paper will analyze dimensions of social capital, and their association with health in the GTA, using new data
collected in three regions of the metropolitan area. The paper will analyze social relationships to investigate which
aspects of social life are most likely to produce positive returns on health for GTA residents. 

Methods
Analytic strategy
 
The aim of this analysis is to isolate specific associations between forms of social capital and health. This paper
draws upon a range of different social capital measures from a recent dataset collected in three regions of  the GTA.
The approach also allows for understanding the unique contribution of each social capital factor, taking all other
measured forms of social capital into account. Therefore, this analysis examines the association between health
and three social capital domains ‘net’ of each other (i.e. taking into account that different kinds of social capital
are correlated with one another). 

Data

The data for this paper come from a cross-sectional survey of the City of Toronto, the Toronto Social Capital study20,
which used data from three arms of the project, carried out in the City of Toronto, York Region, and Peel Region of
the Greater Toronto Area. 

Data collection in Toronto took place between March 12 and July 10, 2018, and 3,207 people participated in the study,
both online and over the telephone. The survey was offered in English, Portuguese, Mandarin and Cantonese. The
data also included a quota sample of Black, South Asian, and Chinese respondents, which are the three largest visible
minority groups in the city. Technical details on data collection and sampling can be found elsewhere.20 Data from
Toronto were collected in collaboration with Toronto Foundation, TAS Design Build, Community Foundations of
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Canada/Canadian Heritage, United Way Greater Toronto, MLSE Foundation, Ontario Trillium Foundation, and
Wellesley Institute.

Data collection in York and Peel took place between December 2018 and March 2019; 2,427 people participated in
the study, both online and over the telephone. The survey was only offered in English. Unfortunately, the survey
underperformed in recruiting racialized populations in York and Peel. The final sample size for this analysis is 5,634. 

The data were collected in collaboration with United Way Greater Toronto, the Regional Municipality of Peel, the
Regional Municipality of York, and Wellesley Institute. The full report for Toronto provides a more detailed
discussion of the data and findings.20 A more detailed set of reports on the York and Peel arms of the study are
forthcoming. Approval for this project, and this analysis, in particular, was provided by the Ryerson Research Ethics
Board (REB-2019-255).  

Measures
 
Health
This paper investigated differences in global self-rated health. Respondents were asked, “In general, would you say
your health is excellent, very good, good, fair or poor?” Note that this does not specify physical or mental health, and
for some respondents, the answer may reflect an assessment of both or either. Global self-rated health is one of the
most widely-used measures in the academic health literature and correlates with a range of health outcomes, as well
as mortality (even after controlling for numerous health problems).24 Therefore, it provides us with a broad view of
how people are doing in terms of their overall health. However, there may be differences across specific health
conditions, which we do not consider here for brevity’s sake. 

Trust
General trust was measured by asking respondents, “Generally speaking, would you say that most people can be
trusted, or that you cannot be too careful in dealing with people?” Respondents were also asked how much they felt
they could trust their family, people they went to work or school with, and strangers. They were also asked how likely
it was that a lost wallet would be returned to its owner by someone close by, the police, or a stranger. 

Social networks
Respondents were asked how many friends they had that they felt close to and how many relatives they had that they
felt close to. The respondents were also asked whether they knew none, a few, many, or most of their neighbours. 

Social participation
Respondents were asked, “Not counting events such as weddings or funerals, during the past 12 months, how often
did you participate in religious activities or attend religious services or meetings?” (Ranged from at least once a week,
to not at all). They were also asked, “In the past 12 months did you do unpaid volunteer work for any organization?”

Vertical social capital
Vertical social capital was only measured in York and Peel. The survey employed a version of the position generator,25

where respondents were asked whether they knew someone with one of ten occupations by name. This produced a
count of the number of occupations in the respondent’s network, based on how many occupations were selected, as
well as the average wages in the respondent’s network. Wages were attributed to occupations using Statistics Canada’s
job bank.26  

Analysis

Because the outcome is dichotomous (0 and 1), the data were analyzed using logistic regression, employing techniques
to reduce problems arising from missing data. Details are provided in the appendix. Self-rated health was predicted,
controlling for age, gender, sexual orientation, immigration status, education, income, survey mode, and marital
status. Roughly speaking, including these controls means that the findings below hold true across these different
variables.  
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Results
Characteristics of the sample
The sample was 54 per cent female and 60 per cent were born in Canada. The average age was 47, and approximately
51 per cent of the sample took part online. In terms of educational background, 44 per cent had obtained at least a
Bachelor’s degree. The combined sample is also 62 per cent White unweighted, 46 per cent White weighted. More
detail is provided in Table 1, in the appendix below. 

Social life and health – the GTA
Figure 1 shows a comparison of the associations of different forms of social life with self-rated health. The red
vertical line indicates no association. Blue circles represent the size of the association, and confidence intervals are
placed around each point. Where these confidence intervals overlap with the red line, the association may be no
different from zero at a certain level of confidence. Note for continuous variables (i.e. all but general trust and
volunteering) that these associations were standardized so they can be directly compared to each other. 

Figure 1 shows associations between social capital and health. Of all the associations, only general trust, the number
of close friends, and the number of neighbours that one knows are associated with health in a manner that can
confidently be distinguished from no association at all. 
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Figure 1. Associations between di�erent forms of social capital and self-rated health
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These associations were then analyzed to see what the relationships are between each measure and health. For
instance, for general trust, the difference between those who said in general people can be trusted, and those who
say one cannot be too careful, was 55.0 per cent and 49.5 per cent, respectively. 

Figure 2 shows this for the domain-specific trust measures. As in Figure 1, we can see little association between the
domain-specific measures of trust and health. If anything, there is a somewhat U-shaped relationship between trust
and health. 
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Figure 2. Associations between health and trust characteristics
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Figure 2a. Trust in family

(A lot)(Not at all)
1

.7

.65

.6

.55

.5

.45

.4

.35

.3

2 3 4 5

V
er

y 
go

od
/e

xc
el

le
nt

 h
ea

lth

Figure 2b. Trust in people
at work/school
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Figure 2c. Trust in strangers
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Figure 3 shows social networks, and there is noteworthy difference in health between those with no close family,
and any. However, after having any close family, there are relatively small gains to having any more family in one’s
network.  
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Figure 3. Associations between health and social network characteristics
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Figure 3a. Number of close
relatives
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Figure 3b. Number of close
friends
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Compare this to the number of friends and neighbours in one’s network. The plateau happens later in the graph for
friends, and for neighbours, there appears to be no such plateau as all – more neighbours in one’s network is
associated with better health, at any point in the range of the number of friends.

In terms of social participation, there were very small and insignificant differences. The gap in good health between
those who volunteered, and those who did not, was 55.2 per cent and 51.7 per cent respectively. Comparing those
who never participated in religious services to those who participated at least once a week, rates of good health were
52.6 per cent and 54.7 per cent

Vertical social capital and health – York and Peel Region
There were no significant associations between the average wages of one’s network, and health, controlling for
background factors. The number of occupations was associated with better health, but only without controlling for
some other social capital factors. Figure 3 shows what happens to the strength of the association when we control
for different forms of social capital. Essentially, controlling for social network factors renders the association with
the number of occupations non-significant. This finding suggests that network size explains away the association
between the number of occupations and health, because people with larger social networks tend to have better
health, and also have more vertical social capital – but the number of occupations does not, in itself, seem to be
associated with health.   



 

Interactions
This paper tested associations between each form of social capital and health, interacted with gender, and with
income. This is a large number of associations, and there was only one significant interaction: a negative interaction
between the number of neighbours known and female. It did not test interactions between racial identity and social
capital, given the regions of York and Peel underperformed in the recruitment of racialized populations, limiting
power to detect such interactions. See a recent publication by Wellesley Institute for a fuller consideration of race
and social capital in the Toronto arm of the study.27 

Note the lack of any consistent pattern for interaction effects. There were a very large number of associations tested,
and in an exploratory manner, without guiding theory. Accordingly, there is a high risk of finding some significant
interactions simply by random chance. Therefore, although it is possible that female respondents do have less of a
return to their health from their neighbour networks, the reader should interpret this finding with caution. 
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Figure 4. Associations between the number of occupations in a respondent’s network (a form of vertical
social capital) and health, controlling for various factors
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Discussion
The findings above point strongly towards the importance of interpersonal relationships, as well as trust, as key
determinants of health in the GTA. The number of close friends, and the number of neighbours known, were both
robustly associated with good health. 

Importantly, the strong association between general trust and health was net of the person’s social network
characteristics, as well as their trust in specific domains of their social life. It is possible that the general trust
measure captures a broader sense of the social situation that one finds oneself in, apart from the three specific
domains considered here. 

Note that there are challenges with comparing this work to other studies in the GTA due to limited data collection
around social capital and health in the region. The closest work using the General Social Survey (the source of many
of the questions in this survey) examines all of Canada rather than a specific region, although it also found that
social network connectedness and social participation were associated with good self-rated health.29 Other work
using the General Social Survey tends to focus on mental health, rather than global self-rated health, although these
findings have also shown similar patterns of associations with trust using this different outcome variable.30–32  In
brief, although the findings are in line with existing theory, direct comparisons are challenging. 

Regardless, even without the possibility of direct comparisons, the findings represent challenges and opportunities
going forward for the GTA. 

To build more and stronger interpersonal relationships, building neighbourhoods where people can get to know
and socialize with each other will be crucially important. Helping people do this requires interventions that are not
necessarily place-based, but venue-based. As social network researchers have argued for decades, friendships are
often ‘focused’ ties, in the sense that they are formed through participation in common tasks based on a shared
interest.16,17,35,36 

Increasing general trust among the population represents an even more complex challenge. It will require multiple
initiatives which aim to improve at least three areas linked to levels of trust: community safety, income inequality,
and systemic discrimination. 

Limitations
 
As mentioned directly above, one considerable limitation of the study is the under-representation of racialized
respondents in York and Peel regions. The limitation is perhaps the most profound obstacle to the generalization
of these findings to the wider population.  

One other key limitation to this study is that the data are not longitudinal, which would help with investigating cause
and effect. Although positive social relationships produce good health, good health can also positively impact social
relationships.46 With longitudinal data, we could observe an order of events, and see which preceded which. 

Another limitation is that the survey may be biased towards people who are both healthier, and with positive social
relationships. Many potential respondents were approached, and a relatively small fraction participated in the study.
This is surely a non-random subsample of those approached, and being more socially connected, as well as being in
better health, would likely increase participation rates. If this is the case, the bias towards healthy, well-connected
people could artificially reduce the size of the associations we observe. Similarly, York and Peel struggled with
recruiting non-White respondents, which could further limit the generalizability of the findings. 

Finally, although this study could not detect many significant interactions, this does not establish that all these
social resources will always be good for all people, at all times, and all places. The number of interactions tested was
large, but the number of factors investigated was very small – essentially, only a few demographics. We do not know,
for instance, whether having a large social network is good for one’s health in the GTA if one has conflictual or
exploitative relationships with others. Almost certainly, it would not be. Therefore, care must be taken to
contextualize these results for any program or policy seeking to make use of them. 
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Conclusion
Social capital matters for good health in the Greater Toronto Area. The findings above suggest that general trust,
relationships with friends, and relationships with neighbours are key for producing good health and that these
forms of social capital are worth further investigation – both empirically and in terms of interventions that can
help to build these social resources. In this process, we should continue to center principles of equity, to ensure
that whatever interventions we continue to develop, that the benefits of these interventions are accessible to all. 
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Appendix: Technical details
This paper employs logistic regression. All regressions controlled for age, gender, sexual orientation, immigration
status, education, income, survey mode (internet/telephone), and marital status. A squared term for age was
included to account for non-linear associations. Age was mean-centred before producing the squared term, to
reduce collinearity with age. 

Multiple imputation was employed with chained equations (20 imputations) to assuage problems with missing data.
All outcome variables were included in the imputation process, but cases with missing values on the outcome
variable were excluded, in order to avoid inducing artificial associations. The squared term for age was passively
imputed. All imputation models, and estimation models, employed survey sampling weights. 

Analyses were carried out with Stata software version 15.48 
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Table 1: Sample characteristics

Race/Ethnicity
White
South Asian
Chinese
Black
Multiracial
Else 
 
Income 
No income
<30k
30-60k
60-80k
80-100k
100-150k
>150k 
 
Education
Less than high school
High school
College, vocational, or some
University
BA or more 
 
Gender
Male
Female
Else 
 
Sexual orientation
Heterosexual
Homosexual
Bisexual 
 
Immigration status
Canadian born
Not born in Canada

 
 
 
Marital status 
 
 
 
 
 
Mode 
 
 
Age 
18-24 
25-29 
30-39 
40-54 
55-64 
65+ 

Unweighted
N

3,328
391
453
308
383
504

52
473
932
668
669
847
843

223
620

1,492

3,179

2,482
3,055

27

4,951
185
90

3,470
1,916

2793
364
1394
529
411

3048
2586

280
405
683
1365
1095
1564

Unweighted
Pct

62.01%
7.29%
8.44%
5.74%
7.14%
9.39%

1.16%
10.55%
20.79%
14.90%
14.92%
18.89%
18.80%

4.04%
11.24%
27.06%

57.65%

44.61%
54.91%
0.49%

94.14%
3.52%
1.71%

64.43%
35.57%

50.87%
6.63%
25.39%
9.63%
7.48%

54.10%
45.90%

5.19%
7.51%

12.67%
25.32%
20.31%
29.01%

Weighted
N

2,510
792
610
470
495
522

59
569

1,039
669
666
849
729

283
894

1,885

2,449

2,515
3,005

33

4,840
205
131

3,192
2,157

2521
386
1873
444
250

2731
2903

717
417
931
1531
854
939

Weighted
Pct

46.48%
14.67%
11.31%
8.7%
9.17%
9.67%

1.3%
12.43%
22.68%
14.61%
14.54%
18.53%
15.91%

5.14%
16.23%
34.21%

44.43%

45.29%
54.12%
0.59%

92.65%
3.92%
2.51%

59.68%
40.32%

46.06%
7.05%
34.21%
8.12%
4.56%

48.47%
51.53%

13.30%
7.74%
17.27%
28.40%
15.85%
17.43%
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Marital status
Married
Common law
Never married
Divorced/separated
Widowed 
 
Mode
Telephone
Online 
 
Age 
18-24 
25-29 
30-39 
40-54 
55-64 
65+ 

Unweighted
N

2,793
364

1,394
529
411

3,048
2,586

280
405
683

1,365
1,095
1,564

Unweighted
Pct

50.87%
6.63%
25.39%
9.63%
7.48%

54.10%
45.90%

5.19%
7.51%

12.67%
25.32%
20.31%
29.01%

Weighted
N

2,521
386

1,873
444
250

2,731
2,903

717
417
931

1,531
854
939

Weighted
Pct

46.06%
7.05%
34.21%
8.12%
4.56%

48.47%
51.53%

13.30%
7.74%
17.27%
28.40%
15.85%
17.43%
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