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The study of social relationships and health has been one of the main issues of 

sociology.  A growing number of literatures have demonstrated the association between 

social relationships and health.  The findings generally showed that people who were 

socially integrated, received social support, and participated in non-working social 

organizations tended to be physically and psychologically healthier than those who were 

not; however, less is known about the process and structure of social relationships in the 

sociological investigation of health.  Studies were often limited in that they did not 

thoroughly investigate the determinants of social relationships in relation to health.   

In the present study, I suggest that social contexts will enlarge our understanding 

of the association between social relationships and health.  I employ the term social 

contexts to refer to distinctive dimensions of social structures and institutions in which 

individuals are embedded.  If social contexts are probable determinants of social 
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relationships, social contexts appear to have an effect on health status as well as social 

relationships.  Despite this proposition, few studies have examined the associations 

among social contexts, social relationships, and health in an integrated analytical 

framework.  The main objective of this project is, thus, to examine the association among 

the distinctive layers of social contexts–family, workplace, and neighborhoods-, social 

relationships and health. 

Using the first and second wave of the Americans’ Changing Lives panel data, I 

test four main research questions.  First, are social contexts associated with health 

outcomes?  Second, are social contexts predictive of a variety of social relationships?  

Third, do social relationships account for the association between social contexts and 

health outcomes?  Finally, do social contexts moderate the association between social 

relationships and health outcomes?   

Neighborhood contexts are associated with depression and self-rated health of the 

first wave net of controls.  Neighborhood contexts are predictive of a variety of social 

relationships.  Social relationships account for the associations between the percentage of 

households receiving public assistance, foreign-born residents, and female-headed 

households, and depression of the first wave.  Some of the associations between social 

relationships and health outcomes are moderated by neighborhood contexts, and the 

moderating effects vary by the types of social relationships. 

Workplace contexts are generally associated with depression, but not largely 

associated with self-rated health.  Workplace contexts are predictive of a variety of social 

relationships.  Social relationships only moderately account for the effects of job decision 

latitude, physical demands, and psychological demands on depression of the second 

wave, and psychological demands on self-rated health of the first wave.  The associations 
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between social relationships and health outcomes are moderated by workplace contexts in 

some cases, and the moderating effects vary by the types of social relationships. 

Family contexts are generally associated with depression and self-rated health in 

both cross-sectional and longitudinal settings.  Family contexts are predictive of a variety 

of social relationships.  Social relationships mediate some of the associations between 

family context variables and health; the effect of family context variables on self-rated 

health of the second wave are explained by social relationships in models of having 

children, parental chronic stress, mother support, child support, and spouse support.  

Some of the associations between social relationships and health status are moderated by 

family contexts, and the moderating effects vary by the types of social relationships. 
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CHAPTER 1: INTRODUCTION 

1. Statement of the Problem 

The study of social relationships and their link to health has been one of the main 

issues in sociology.  Among the pioneers of this tradition, Emile Durkheim’s contribution 

to the study of the association between social relationships and health was immeasurable.  

In Suicide, Durkheim (1951) contended that socially integrated people were less likely to 

commit suicide than socially isolated ones.  In other words, Durkhiem demonstrated that 

suicide, considered a very personal attribute, was provoked by the erosion of society’s 

capacity for integration (Berkman, Glass, Brissette, and Seeman. 2000).  Based upon 

propositions that Durkheim suggested, individual health appears to be affected by the 

characteristics and intensity of social relationships developed and sustained within social 

structures.   

Since Durkheim’s work, the burgeoning literature has demonstrated the 

association between social relationships and health.  The findings generally showed that 

people who were socially integrated, received social support from others, and participated 

in social organizations or communities tended to be physically and psychologically 

healthier than those who were not.  Despite the long practice of empirical and theoretical 

research in this area, less is known about the process and structure of social relationships 

in regard to health.  Studies were often limited in that they did not thoroughly investigate 

the determinants of social relationships in relation to health.  According to a 

comprehensive review, this point was one of the unsolved issues in the literature 

regarding social relationships and health:  

“Over the past decade, researchers and theorists have extensively studied 

social relationships as independent, intervening, and moderating 
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variables that may affect psychosocial stress or health or the relations 

between stress and health.  Yet almost no attention has been paid to social 

integration, networks, or supports as dependent variables. The 

determinants of these, as well as their consequences, are crucial to 

understanding the theoretical and causal status of social relationships in 

relation to health.” (House, Umberson, and Landis 1988: 308p) 

A search of the Social Science Citation Index for academic studies citing this review 

revealed that only a few studies investigated the determining factors of social 

relationships and health; theoretical discussion and empirical evidence are both slim and 

limited (Berkman, Glass, Brissette, and Seeman 2001; Franzini, Caughty, Spears, and 

Esquer 2005).  Previous studies have simply not developed a comprehensive 

understanding of social relationships and health. 

What are the likely determinants of social relationships?  It has been suggested 

that the nature and quality of social relationships were in part determined by the 

individual’s position in a larger social structure stratified by age, race, sex, and 

socioeconomic status; however, empirical findings are not sufficient (House, Umberson, 

and Landis 1988).  Some studies documented with empirical evidence that gender, 

socioeconomic status, and race --as social and structural positions of the individual-- 

were associated with different levels of social relationships (House, Umberson, and 

Landis 1988; Mickelson and Kubzansky 2003; Turner 1999; Turner and Lloyd 1999; 

Turner and Marino 1994).  Individual dispositions and psychological attributes may 

account for differentials of social relationships.  Empirical associations have been found 

for social relationship characteristics, and personal-level variables --including self-

esteem, personal attitudes, locus of control, personality, and distress-- appear to 

determine the development, structure, and functioning of social relationships (Bloom, 
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Stewart, Johnson, Banks, and Fobair 2001; Gracia and Herrero 2004; Smith 1994; 

Turner, Hays, and Coates 1993; Turner, Pearlin, and Mullan 1998).  House and 

colleagues (1988), nevertheless suggested that there was inconsistent empirical evidence 

to support the argument that dispositional characteristics of persons and biomedically 

competent people were assumed to be better able to establish and maintain supportive 

social relationships.  Studies following House and colleagues provided some empirical 

evidence about factors contributing to the development of social relationships; however, 

socio-demographic, psychological, and biological determinants of social relationships did 

not largely account for the different level of social relationships as potent contributing 

factors to health differentials. 

In the present study, I suggest that social contexts will enlarge our understanding 

of the association between social relationships and health.  I employ the term social 

contexts to refer to distinctive dimensions of social structures and institutions in which 

individuals are embedded.  Social contexts represent social structures and institutions, 

which constitute social environments and settings to influence individual behavior and 

outcomes.  Individuals are nested in diverse levels of environments, institutions, and 

structures in society, which range from macro (the community) to micro (intimate 

relationships) dimensions (Gottlieb 1981; Lin, Dean, and Ensel 1986).  Social 

relationships are intrinsically reciprocal and interactional among people within larger 

structured social and cultural contexts.  Social relationships tend to be developed and 

sustained through interaction among people and participation in organizations with 

distinctive levels of social contexts; therefore, process and structure of social 

relationships may be influenced by resources and conditions in varying layers of social 

structures and institutions.  The determinants of social relationships are likely to be 

multidimensional as well as functioning across distinctive social contexts.  Among a 



 

 - 4 -

variety of social contexts, family, workplace, and neighborhood are general social 

contexts in which most individuals are nested and embedded throughout the course of 

their lives.  Despite this fact, the way that individuals are nested and affected by the 

social and structural aspects of their respective social contexts is not uniform.  I, 

therefore, suggest two explanations of how social contexts contribute to the development 

and process of social relationships.   

First, individuals develop and build up their social relationships through 

participation in community and reciprocal activity among members in social contexts.  

Social and structural characteristics of social contexts may thus be resources to facilitate 

social relationships or stressors to erode the availability of social relationships.  This 

mechanism seems evident for neighborhood contexts; if individuals reside in 

disadvantaged neighborhood environments characterized by poverty, poorly educated 

residents, a high-immigration population, or residential instability, they try to mobilize 

social relationships to cope with the trauma and strain from their neighborhood 

environments.  It is, however, also possible that the lack of social networks and restricted 

resources not only restrain residents from developing social relationships but also 

disrupts existing relationships with members.  For this process, social contexts are 

represented by social and structural features at an aggregate level.   

Second, according to one of the main premises in social ecology, the process 

between the properties of the person and of the environment takes place within and 

between social contexts (Bronfenbrenner 1979).  Drawing upon this proposition, 

individual behavior and health status are outcomes of interactions with people or 

structural environments of distinctive social contexts.  Dimensions of represented by 

interactional relations between members and one’s situational role in contextual 

structures.  Relational contents entailing both strain and support among members, and 
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specific role-taking such as parents or spouse in family or supervising in workplace, may 

be structural environments and conditions leading people to mobilize social relationships 

such as psychosocial resources to cope with them, or to look for social relationships from 

outer sources.  For instance, if individuals perceive relational strain from family members 

or feel excessive demands in their workplaces, there are two possible explanations for 

why such conditions might affect social relationships: (1) They may endeavor to mobilize 

social relationships with people not only within but also outside of social contexts in 

order to cope with those problems, or (2) they may be discouraged from mobilizing social 

relationships because they lack networks or resources.  This process is more likely to be 

found in family and workplace contexts.  Relational contents and specific role-taking 

may influence the development and process of social relationships across social contexts.  

In sum, social and structural environments and relational dimensions occurring in social 

contexts appear to account for the development and processes of social relationships. 

The study of social contexts in relation to social relationships allows me to 

explore the extent to which the association between social relationships and health is 

affected by social contexts in which individuals are embedded.  The general conclusion is 

that social relationships are positively associated with individual health.  If social 

contexts are potential determinants of social relationships, social contexts appear to 

impact both social relationships and health status.  Despite this proposition, few studies 

have examined the association between social contexts, social relationships, and health in 

an integrated analytical framework.  In the present study, I suggest two analytic 

mechanisms to link social contexts to social relationships and health.   

First, social contexts appear to affect individual health because social and 

structural features and relational contents in social contexts may be resources or stressors 

to predict individual health status.  And social contexts are potential determinants of 
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social relationships.  Accordingly, social relationships may mediate the association 

between social contexts and health based upon theoretical causal relations among them.  

Put differently, social contexts are likely to influence individual health because social 

relationships as determinants of health status may be dependent upon structural features 

or relational contents of social contexts.  This is denoted a mediation mechanism.  If the 

mediation mechanism is supported by the analysis in the following chapters, then the 

influence of social contexts on health status should change with the adjustment for social 

relationships.   

Second, there is another way that social contexts influence the association 

between social relationships and health.  It is likely that the association between social 

relationships and health varies across social contexts in which individuals are embedded.  

Even though social relationships are generally beneficial for health, this association may 

be stronger or weaker by social contexts in which individuals are embedded because 

social contexts affect the process and development of social relationships.  The 

relationship between social relationships and health may be moderated by social contexts 

because social contexts represent distinctive social settings that influence social 

relationships and their effects on health.  This is denoted a moderation mechanism.  If the 

moderation mechanism is supported, then the multiplicative terms of social contexts and 

social relationships which is predictive of health status should be significant. 

In sum, the main objective of this project is to examine whether different levels of 

social contexts–family, workplace, and neighborhoods-are associated with social 

relationships and health.  Because social relationships entail multidimensional notions, I 

test social integration, social support, and social participation for a more comprehensive 

understanding of social relationships.  Two mechanisms will be assessed: (1) Social 

relationships mediate the association between social contexts and health, and (2) Social 
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contexts moderate the association between social relationships and health.  This 

dissertation aims for better understanding of the association between social relationships 

and health by considering social contexts.  This study of social contexts, social 

relationships, and health intends to overcome the limitations of prior studies through a 

comprehensive investigation of social contexts and their effects on associations between 

social relationships and health outcomes testing two mechanisms.  I analyze the first and 

second wave of the Americans’ Changing Lives national panel survey data with the 

following specific research aims: 

1) To determine whether social contexts are associated with individual health 

status. 

2) To evaluate whether social contexts account for differentials of social 

relationships. 

3) To evaluate whether social relationships mediate the association between social 

contexts and health. 

4) To evaluate whether social contexts moderate the association between social 

relationships and health. 

 

2. Organization of the Dissertation 

The aims listed above are addressed in the following chapters.  Chapter 2 provides 

a review of the connection between social relationships and health.  I suggest three 

concepts --social integration, social support, and social participation-- to represent social 

relationships.  Theoretical mechanisms linking social relationships and health are 

provided as well as empirical findings.  Chapter 3 offers a review of theoretical 
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perspectives on social context in relation to social relationships, and suggests two 

mechanisms to link social contexts to social relationships and health.  Chapter 4 describes 

the data, measures, and statistical methods used to analyze social contexts, social 

relationships and health.  The results of these analyses are presented in chapters 5 through 

7.  Chapter 5 examines the relationships between neighborhood contexts, social 

relationships, and health.  Chapter 6 examines the relationships between workplace 

contexts, social relationships, and health.  Chapter 7 examines the relationships between 

family contexts, social relationships, and health.  Finally, a summary and discussion of 

the results, limitations of the study, and future directions are addressed in chapter 8. 
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CHAPTER 2: SOCIAL RELATIONSHIPS AND HEALTH 

1. Introduction 

Individuals’ locations in the social structure and the unequal availability of social 

resources expose them to stressors that can damage their health; the damage can be 

moderated or mitigated by the individuals’ psychosocial resources.  Possession of 

psychosocial resources is socially patterned in ways that potentially leave members of 

disadvantaged groups more vulnerable to the harmful effects of stress (Thoits 1995).  It is 

thus recognized that the availability and presence of social relationships, marked by trust 

and ties based upon mutual reciprocity, have beneficial effects on both physical and 

mental health, net of individual socioeconomic and demographic attributes.  Social 

relationships tend to be loosely defined and are frequently measured by various items so 

that examining the effects of social relationships on health status should be approached 

by employing multidimensional constructs entailing a wide array of social relationships.  

Few researchers have examined a variety of social relationships and their effects on 

health in a single study, however.  In this chapter, I address three points about social 

relationships and health.  First, I review the concepts of three types of social 

relationships–social integration, social support, and social participation.  These are 

interrelated but distinctive concepts; nevertheless, each term has been interchangeably 

employed in studies.  Second, I address the theoretical backgrounds linking social 

relationships to health.  Finally, I review the main empirical findings about social 

relationships and health to support the idea that social relationships benefit health. 
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2. Background 

1) CONCEPTS OF SOCIAL RELATIONSHIPS 

Social relationships broadly refer to the relationships formed and maintained 

among people.  In the study of social relationships in relation to health, three components 

of social relationships have mainly been employed to represent their formal structure, 

their functional context or the degree to which they contain emotional and appraisal 

concern, and their existence or quantity: social integration, social support, and social 

participation (House 1987).  

Social integration refers to the existence or quantity of social ties or relations, 

which may in turn be distinguished by type and frequency of contact with people, thus, it 

indicates the existence of certain critical relationships (House, Umberson, and Landis 

1988).  In other words, social integration is the extent to which people feel they have 

something in common with other members who constitute their social reality (Keyes 

1998).  Social ties are used in similar way to measure social integration in some studies, 

because both terms may measure the extent to which individuals have contact with 

people in society.  Social integration or ties themselves do not directly entail functional 

content or relational strain, which may exert beneficial or detrimental influences on 

individuals. Social integration is correlated with other components of social relationships 

in that social integration measures the strength and quantity of interaction and reciprocity 

among people.    

Social support refers to the corresponding sense of being important in the eyes of 

others, being cared for and loved, being esteemed and valued as a person, and having 

someone who will listen, understand, and help when needed (House 1981; Lin, Dean, and 

Ensel 1986; Thoits 1982; Thoits 1995; Wight, Botticello, and Aneshensel 2006).  Social 

support has become an extraordinarily important construct in mental health research with 
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the classic studies of Cassel (1974) and Cobb (1976).  The great diversity of the social 

support concept is apparent from previous studies.  Social support is composed of 

multidimensional constructs; thus, social support involves both objective (actual 

activities) and subjective (understanding of significance of others) elements (Turner and 

Marino 1994).  Social support is divided into four broad classes by types of supportive 

behaviors or acts (House 1981; Taylor and Seeman 1999): Emotional, Instrumental, 

Informational, and Appraisal support.  Emotional support refers to the things that people 

do that make a person feel loved and cared for, which bolsters a sense of self-worth.  

Instrumental support refers to the various types of tangible help that others may provide.  

Informational support refers to providing a person with information that the person can 

use in coping with personal and environmental problems.  Finally, appraisal support 

refers to transmission of information that is relevant to self-evaluation.   

Social support concepts and their operationalizations are also organized into 

social embeddedness, perceived social support, and enacted social support (Barrera 

1986).  Social embeddedness means that social support refers to the connections 

individuals have to significant others in their social environments.  Perceived social 

support is the cognitive appraisal of being reliably connected to others.  Enacted support 

is helping behavior that others perform when they render assistance to a focal person.  

Social support in the present study is mainly measured in terms of perceived emotional 

social support (confidant support and friends/relatives support), perceived informational 

support (call for help and health regulation), and enacted instrumental social support 

(informal help).   

Social participation in this study refers to the frequency and intensity of social 

involvement in nonworking organizations.  Participation or membership in organizations 

or institutions for livelihood is not considered as social participation in this investigation.  
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Among various types of social participation, volunteering and church attendance as forms 

of religious participation have been thoroughly explored in previous research, because 

volunteering and religious participation have stemmed from a longstanding tradition of 

civic engagement in America, and have been critical organizations in which individuals 

reciprocate and interact with each other.  Social participation is similar to social 

integration in that both measures entail quantity and strength of social interaction.  

However, social participation indicates involvement in specific organizations or 

structures such as volunteering and religious attendance, while social integration refers to 

existence of certain critical relationships.  The existence of social ties and integration 

tends to be inferred from membership in voluntary and religious organizations (Berkman 

and Glass 2000).  Accordingly, it appears that individuals who are involved in a great 

number of organizations are more likely to be socially integrated, but it is not always true 

because they may have weak relationships among people and few things to share with 

them. 

Social network and social capital are similarly defined in several studies, but I do 

not examine them in this project.  Social network is defined as the web of social 

relationships that surround an individual and the characteristics of those ties (Berkman 

and Glass 2000).  A few studies suggested that social networks were positively associated 

with health and well-being (Acock and Hurlbert 1993; Haines and Hurlbert 1992).  

However, the social network variable is subsumed under the definition of social 

integration above, and does not provide information about the functional contents of 

social relationships, unlike social support and social participation.  Social capital, which 

was notably suggested by Coleman (1988) and Putnam (1995), is understood to consist of 

actual or potential resources that inhere within social networks or groups for personal 

benefits (see reviews by Carpriano 2006; Macinko and Starfield 2001).  Some studies 
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investigated social capital and its effects on health (Kawachi, Kennedy, Lochner, and 

Prothrow-Smith 1997; Lochner, Kawachi, Brennan, and Buka 2003).  Social capital is a 

resource that humans can use for a variety of productive activities that cannot be 

managed by an individual through participation in organizations and communities; 

however, social support, social integration, and social participation are not truly purpose-

driven relationships.  Individuals may get benefits from social support, integration, and 

participation, although those concepts are close to the process-oriented concept about 

human interaction in social structures and contexts, compared to social capital as an 

objective concept about human interaction in social organizations.  Consequently, I do 

not separately include social network and social capital variables for measurements of 

social relationships in this study. 

In sum, those three concepts of social relationships are distinctively defined; 

however, they do not refer to completely different meanings.  The existence of social 

participation and social integration may be a precondition or cause of social support 

because social support is a psychosocial resource stemming from stable and tight social 

relationships.  Social integration and social participation are also correlated, because 

social integration intrinsically arise from being involved in social groups and 

organizations in which they are nested.  At the same time, they are not always correlated; 

for example, extraordinarily strong social integration and forced social participation may 

reduce the social support that individuals expect to receive from normal social 

participation and integration.  Few scholars include all three measures of social 

relationships in a single study; thus, no clear understanding and inter-structure of sub-

concepts about social relationships has been established (House 1987).  Accordingly, I 

include these three domains of social relationships--social integration, social support, and 
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social participation-- in this study to examine how they are independently associated with 

health status. 

2) THEORETICAL MODELS TO LINK SOCIAL RELATIONSHIPS TO HEALTH 

The mechanisms through which social relationships influence mental and physical 

health are complex.  House and his colleagues (1987; 1988) suggested three theoretical 

instruments linking social relationships and health: biological, psychological, and 

behavioral mechanisms.  Both psychological and behavioral mechanisms linking social 

relationships to health have been largely examined in previous research.  For the 

psychological mechanism, people would feel better psychologically when they have 

relationships with others to fulfill a fundamental demand.  This idea is closely related to 

what Durkheim suggested in his classic study.  And a significant other’s presence may 

regulate an individual’s emotional state, which in turn may have impacts on physical 

health as well.  Social relationships, particularly salient with social support, operate 

through their influence on emotion, mood, perceived well-being, and the physical.   

For the behavioral mechanism, social relationships may facilitate or promote 

individual or collective behaviors that are protective of health.  In terms of social support, 

supporters may encourage individuals’ attempts to control their eating, drinking, 

smoking, or exercising behaviors; monitor and regulate health-related behaviors; and 

urge medical treatment seeking (House, Umberson, and Landis 1988; Thoits 1995).  In 

general, the behavioral mechanism does not strongly appear to account for a large part of 

the association between social relationships and health (Berkman, Melchior, Chastang,  

Niedhammer, Leclerc, and Goldberg 2004; House, Robbins, and Metzner 1982; 

Strawbridge, Cohen, Shema, and Kaplan 1997; Musick, House, and Williams 2004).   

http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Berkman+LF&ut=000188189100010&auloc=1&curr_doc=3/3&Form=FullRecordPage&doc=3/3
http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Melchior+M&ut=000188189100010&auloc=2&curr_doc=3/3&Form=FullRecordPage&doc=3/3
http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Chastang+JF&ut=000188189100010&auloc=3&curr_doc=3/3&Form=FullRecordPage&doc=3/3
http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Niedhammer+I&ut=000188189100010&auloc=4&curr_doc=3/3&Form=FullRecordPage&doc=3/3
http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Leclerc+A&ut=000188189100010&auloc=5&curr_doc=3/3&Form=FullRecordPage&doc=3/3
http://apps.isiknowledge.com.content.lib.utexas.edu:2048/WoS/CIW.cgi?SID=D2amcm36Bg85Dk78LNB&Func=OneClickSearch&field=AU&val=Goldberg+M&ut=000188189100010&auloc=6&curr_doc=3/3&Form=FullRecordPage&doc=3/3
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Nevertheless, both psychological and behavioral mechanisms largely ignored the 

existence of determinants of social relationships affecting health outcomes (House, 

Umberson, and Landis 1988).  Those perspectives do not seem to address the structure 

and process of social relationships.  The social determinants of social relationships are 

crucial in further understanding in association between social relationships and health 

because investigation of factors contributing to social relationships illuminate the 

structure of health inequality.  Accordingly, exploration of structures and processes of 

social relationships in relation to health can advance our understanding of these issues.       

3) LIFE STRESS MODEL 

Every individual who is embedded in social locations and structures with a 

disproportionate distribution of social resources is not uniformly exposed to or vulnerable 

to stressful life experiences.  Social conditions are usually perceived as stressful when the 

demands on people exceed their abilities or when they are unable to accomplish strong 

needs or values (House 1981).  In other words, life events or structural environments are 

not uniformly stressful to individuals, because psychological, behavioral and social 

resources that individuals possess are varied (Aneshensel 1992).  Stressors refer to any 

condition having the potential to arouse the adaptive machinery of the individual (Pearlin 

1989).   

According to Ensel and Lin (1991), the life stress paradigm aims at examining 

resources in the psychosocial environment that may facilitate an individual’s ability to 

cope with the adverse effects of stressors in the environment.  Because life stressors do 

not affect every individual in the same way, those people who have psychosocial 

resources to neutralize or counterbalance them are less influenced by stressors.  Coping 

resources involve things that individuals do on their own behalf to avoid stressors or to 
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minimize the stress resulting from exposure to them (Pealrin 1989).  Social support, as a 

functional content of social relationships, is characterized as emotional concern and 

appraisal, and may reduce the negative impacts of stressors on health.  Social support 

fosters communication and obligation among people along with the sharing of personal 

emotion and affection; thus, social support contributes to a positive influence on health 

(Schieman and Turner 2001).  Social integration and social participation are social 

conditions to foster social support, so they are also considered psychosocial resources to 

cope with stressors. 

A vast literature has addressed the means by which social relationships as 

psychosocial resources affect the impacts of stressors on health.  The way that social 

relationships exert an influence on the association between stressful life events and health 

status is explained two ways (Cobb 1976; Ensel and Lin 1991; Kawachi and Berkman 

2001; LaRocco, House, and French 1980; Thoits 1984; Wheaton 1985).  First, the 

moderating hypothesis suggests that the effect of stressors on health is dependent upon 

the presence of social relationships; that is, the impact of stressful life events or the 

structural environment on health status is varied by the level of social relationships that 

individuals possess.  The deleterious impact of stress on health is mitigated or eliminated 

as social relationships increases; conversely, that support will have its strongest beneficial 

effect on health among people under stress and may have little or no beneficial effect for 

people not under stress (House 1981: p32).  The buffering effects of social relationships 

on health status can be stronger or weaker depending upon the match of source of 

stressors and relationships (Jackson 1992).   

Second, the mediating hypothesis suggests that the effect of stressors on health is 

accounted for by social relationships.  Given arguments that social relationships appear to 

influence health status, life events or the structural environment may facilitate or 
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discourage the process of social relationships.  Social relationships may explain the 

effects of life events or structural environments on health status.  Mediation and 

moderation mechanisms are not totally exclusive in modeling social relationships in 

relation to health, because social mediation and moderation are supported at the same 

time on health, dependent upon study setting and data structure (Wheaton 1985).   

In sum, social relationships are associated with health, and mediation and 

moderation mechanisms are suggested to explain the association between life events, 

social relationships, and health.  Because some of the life events and structural strains are 

stressful, they need psychosocial resources to cope with them.  Social relationships could 

mitigate or buffer the potential stressful situations.  

 

3. Previous Findings 

1) SOCIAL INTEGRATION, SOCIAL SUPPORT, AND HEALTH 

A great number of studies provide empirical findings that social relationships are 

beneficial for health and reduce the harmful effects of life events and structural strains on 

health.  In previous findings, three types of social relationships have been 

interchangeably employed by measuring social support and social integration based upon 

similar questions.  Social ties have been used to represent similar content with social 

integration.  In this section, I summarize the findings of social support and integration on 

health outcomes, if those studies used measurements of social integration and social 

support similar to those used in this study.  Even though measurements of social support 

and integration differ slightly by studies, most of those concepts and measurements are 

directly comparable to concepts and measurements that I use in this study.  
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Social integration and social support are associated with a variety of health 

outcomes.  First, social integration and social support are linked to physical health.  

According to a comprehensive review by House et al. (1988), the impacts of social 

relationships on mortality tend to be nonspecific and curvilinear, and their effects vary 

across populations, even though a basic pattern that strong social relationships are 

predictive of low mortality was found.  Social ties and social support are associated with 

the specific cause of death, as well with overall mortality (Everson-Rose and Lewis 2005; 

Kawachi et al. 1996).  Socially isolated individuals typically have higher rates of 

cardiovascular disease mortality, compared with socially integrated individuals.  Low 

levels of emotional support have been associated with an increased risk of cardiovascular 

mortality.  Eng and colleagues (2002) found that socially isolated men had an increased 

risk of total mortality for men, after controlling for individual characteristics.  Support 

from family members and acquaintances have an independent effect on mortality for 

elderly women (Cornell 1992).  Social support is associated not only with mortality but 

also subjective life expectancy; people expect to live longer when they report high levels 

of emotional support (Ross and Mirowsky 2002).   

Second, social integration and social support are also predictive of mental health 

(Ensel and Lin 1996; Lin, Dean, and Ensel 1986; Lin, Ye, and Ensel 1999; Loscocco and 

Spitze 1990; Pearlin 1989; Thoits 1984Turner and Marino 1994; Turner and Lloyd 1999).  

A number of stressors make a significant contribution to the explanation for variations in 

psychological well-being by eroding social support and social integration.  Umberson and 

colleagues (1996) found that supportive relationships are associated with low levels of 

psychological distress, while strained relationships are associated with high levels of 

distress.  The salutary effects of social support on mental health are also found in a 

longitudinal study using a latent growth curve model (Taylor and Lynch 2004).  Social 
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integration is associated with a risk of cognitive functioning; the elderly who have no 

social ties were at increased risk for incident cognitive decline, after adjustment for 

individual characteristics (Bassuk, Glass, and Berkman 1999).   

Social support and integration reduce the negative effects of a variety of life 

stressors and structural environments on mental health.  The buffering effect of social 

support and social integration on stressors in relation to mental health is supported in 

previous studies; those psychosocial resources reduce the effect of stressful events on 

health (Jackson 1992; Krause 2005; Larocco, House, and French, Jr. 1980; Lincoln, 

Chatters and Taylor 2005; Ross and Jang 2000; Schieman and Meersman 2004).  Social 

support and social integration are more beneficial for health when individuals are under 

stress. The findings about moderation effects of social support and integration on 

physical health and mortality are slim, however.  These results confirm that social 

support and integration are related to both physical and mental health. 

2) SOCIAL PARTICIPATION AND HEALTH 

Volunteering and church attendance are used to represent social participation in 

the present study.  The beneficial effects of volunteering and church attendance on mental 

and physical health are extensively addressed in previous studies.  General finding is that 

individuals who volunteer or attend church appear to have better health than those who 

do not.  Through volunteering and church attendance, people become involved in social 

networks and engage in more organizations and institutions as a result of social 

interactions.  Although excessively tight social integration may do harm to people, 

volunteering and church attendance help people to build mutual reliance, establish social 

integration, and receive a sense of repose.  Volunteering and church attendance may 

operate at the same time, because a great amount of volunteering is substantialized 
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through social networks and participation within church; however, volunteer service 

outside church organizations is also beneficial to personal well-being independent of 

other forms of religious and secular community participation (Thoits and Hewitt 2001). 

Volunteering is related to mental health.  Volunteer work appears to enhance 

personal efficacy, feelings of social recognition, self-esteem, approbation, gratitude, and 

self-control by building up social relationships (Musick and Wilson 2003; Wilson and 

Musick 2000).  Volunteer work is a kind of commitment in community; thus, one may 

experience a greater sense of pride in having accomplished something (Mirowsky and 

Ross 2003).  Based on these explanations, several findings indicated that volunteering is 

associated with a lower level of depression (Thoits and Hewitt 2001; Musick and Wilson 

2003; Rietschlin 1998; Young and Glasgow 1998).  Sustained volunteering yielded a 

stronger countering effect than temporal volunteering on depression (Musick and Wilson 

2003).  Volunteering also had a protective effect on mortality among those who 

volunteered for one organization or for forty hours or less over the past year (Musick, 

Herzog, and House 1999).  The beneficial effects of volunteering on health are varied by 

life course.  Older volunteers experienced greater increases in life satisfaction over time 

and perceived health as a result of their volunteer house than did younger adult 

volunteers, especially at high rates of volunteering (Willigen 2000).  The beneficial effect 

of volunteering on health is influenced by another social relationship.  The association 

between volunteering and psychological well-being is moderated by social integration, in 

that those who are less integrated benefited the most from volunteering (Piliavin and 

Siegl 2007) 

A number of researchers have linked public religious activities to well-being.  

Religious communities and organizations enable people to develop and maintain a social 

network and connect with groups that provide social integration for members along with 
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support when members need it; thus, persons who attend church frequently report greater 

amounts of social ties and support.  The positive relationships between religious activities 

and health are accounted for by a number of factors (Musick 1996): (1) Social ties may 

provide instrumental resources that can prevent the onset of illness or speed recovery, (2) 

members of the support network may provide emotional support, which can ease stress 

levels, and (3) social ties may encourage the individual to use health care facilities once 

symptoms are experienced.  Several recent studies have found that religious practice as 

well as religious beliefs and subjective religiosity are associated with better self-rated 

health (Krause, Ellison, and Marcum 2002), mental health (Ellison, Bordman, Williams, 

and Jackson 2001; Jang and Johnson 2004), functional health (Idler and Kasl 1992), and 

mortality (Hummer, Rogers, Nam, and Ellison 1999; Musick, House, and Williams 

2004).   

Religious attendance has a buffering effect on health; the relationship between 

financial strain and self-rated health is on offset for older people who receive more 

emotional support from the people at church (Krause 2006).  Religious attendance also 

buffers the effects of discrimination on mental health (Bierman 2006).  Even though 

religious activities may provide social support with members in church, the effects of 

religious attendance on well-being are not mediated by church-based social support 

(Ellison, Boardman, Williams, and Jackson 2001).  In sum, both volunteering and church 

attendance are associated with better health, and the salutary effects of volunteering and 

church attendance on health result in part from social integration and social support, 

because individuals tend to share beliefs, values, interest, and activities while 

volunteering and participating in religious organizations. 

In conclusion, social relationships are generally related to better health status.  

Social relationships are by nature a reciprocal and interactional process in social 
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structures and institutions, however.  In other words, the process and structure of social 

relationships are understood in terms of interaction with structural environments as well 

as people in society.  The exploration of social determinants of social relationships helps 

us to advance our understanding of the association between social relationships and 

health.  In the next chapter, I address the reasons why social contexts can advance our 

knowledge of these issues. 
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CHAPTER 3: SOCIAL CONTEXTS, SOCIAL RELATIONSHIPS, 
AND HEALTH 

1. Introduction 

A growing body of studies has demonstrated that social relationships are 

associated with better health.  Surprisingly, few studies have paid attention to exploring 

the determinants of social relationships in the sociological study of health. Social 

relationships appear to be developed and sustained through interaction and reciprocity 

between members in varied social contexts, and the processes of social relationships are 

subject to structural dimensions of social contexts.  The structure and process of social 

relationships are associated with the social and structural dimensions of social contexts 

because (1) individuals are nested and embedded in the various social contexts of which 

social and structural dimensions are potential resources and barriers for the development 

and process of social relationships, and (2) relational contents among members, and 

specific role-taking or place within social contexts may affect the development and 

processes of social relationships occurring across social contexts.   

These propositions are drawn from basic assumptions in social ecology that 

human behavior is the results of interactions between individuals and social 

environments, and that those interactions exist across social contexts as well.  Family, 

workplace, and neighborhoods are employed as social contexts in this study because 

individual behavior and health outcomes are influenced by a wide array of social 

contexts.  Therefore, investigation of social contexts as determinants of social 

relationships can contribute to expanding our understanding of social relationships and 

health.  In addition, the effect of social relationships on health varies by social contexts in 

which individuals are embedded, indicating that social contexts may modify the effects of 
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social relationships on health because social contexts exert an effect on the process by 

which social relationships affect health.   

In this chapter, I address three points about social contexts, social relationships, 

and health.  First, I review the concepts of social contexts based upon the prepositions of 

social ecology, and explain why family, workplace, and neighborhood are selected for the 

study.  Second, I suggest social and structural dimensions of social contexts and describe 

the mechanisms by which social contexts influence social relationships.  Finally, I 

address how social contexts are associated with social relationships and health using two 

analytic mechanisms--moderation and mediation--and suggest how they are actually 

analyzed in the later chapters.  

 

2. Social Contexts and Social Relationships 

1) CONCEPTS OF SOCIAL CONTEXTS 

In this study, social contexts are defined as distinctive social structures and 

organizations in which individuals are nested and embedded in everyday life.  The 

concept of social contexts is mainly borrowed from the field of social ecology.  As 

explicated by Bronfenbrenner and other leading scholars, social ecology posits that 

human behaviors and attributes are influenced by a variety of factors from multiple 

ecological levels, and change as a function of developmental and historical time; social 

ecology as a framework for behavioral research can be better understood by perceiving 

human behavior and outcomes in the contexts of societal circumstances  (Bronfenbrenner 

1979; Bronfenbrenner 1986; Stokols 1992a; Stokols 1992b; Stokols 2000).  Social 

development applies to individuals as well as the social organizations to which they 

belong, and attention must be given to both individuals and social institutions or structure 
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if the process of social development is to be properly understood (Cairns and Cairns 

1995).   

Social ecology basically explores various environmental, situational, and 

structural contexts by which individual outcomes and behavior are influenced.  

Ecological environments are conceived of as a nested arrangement of concentric 

structures.  Among them, I employ three social contexts–-family, workplace, and 

neighborhood--in the study, because they generally represent critical ecological settings 

that have been demonstrated to be relevant to social relationships and health (Earls and 

Carlson 2001; Stokols 2000).  Most adults are nested within families, workplace, or 

neighborhood, and individual outcomes and behavior are likely to be the product and 

interaction between the structural features of those social contexts and individual 

attributes among these ecological contexts (Crenshaw, Christenson, and Oakey 2000).  

Family, workplace, and neighborhood were used in other sociological and psychological 

studies as ecological settings (Grzywacz and Marks 2001; Grzywacz and Fuqua 2000; 

Perkins, Luster, Villarruel, and Small 1998; Taylor and Repetti 1997).   

2) FEATURES OF SOCIAL CONTEXTS 

 Social contexts are characterized by a number of components such as social or 

structural dimensions, objective and subjective qualities, and relationships among several 

features (Stokols 1992a).  Social contexts -neighborhood, workplace, and family- have 

their own social environments and structural settings to influence the person’s health and 

behavior.  Even though most individuals are nested in one of these social contexts, the 

way that they are influenced by social contexts are not uniform.  Drawing upon theories 

of social ecology, human behavior may be viewed as the product of individual attributes 

and contextual factors characterized by both social and structural features and other 



 

 - 26 -

human beings involved in the situation (Khoury-Kassabri, Benbenishty, Astor, and Zeira 

2004).  Individual positions and relational contents in social context may exert influences 

on their behavior and outcome in different social settings (Moos 2001).   

Reflecting diverse pathways to link social contexts to individual behavior and 

outcomes, dimensions of social contexts should be measured in terms of not only 

aggregate dimension of contexts but also relations and the location of individuals within 

contexts.  In macro (neighborhood) systems, social and structural dimensions of 

neighborhood are resources to facilitate or restrain individual behavior and potential 

outcomes.  Drawing upon theories of social disorganization, social and structural 

characteristics of neighborhood at aggregate levels exert an effect on individual behavior 

(Hoffman 2002).   In micro (family) and meso (workplace) systems, individuals tend to 

take specific roles and develop interaction between members.  In that process, individuals 

may have strain or support from interactions and situations in social contexts.  Even 

though individuals take multiple roles and establish diverse interplay with people in 

varying settings, most adult life is embedded in family and workplace contexts; therefore, 

social process, role, and relation among members in family and workplace may exert 

influences on individual behavior and potential outcomes.  This study therefore employs 

both aggregate level of features, and interactions with members and situations in social 

contexts to examine comprehensively the association between social contexts, social 

relationships, and health.   

a) Contextual Dimensions of Family  

Family is a principal life stage for most adults and a main resource of health-

related behaviors, attitudes, and beliefs (Umberson 1987).  Within family context, 

individuals take roles and appraise them, and develop relationships between members.  
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The most basic family structure is composed of parent(s) and child(ren), thus, contextual 

dimensions of family are drawn from these structures.  Parents are in a different position 

according to whether they have children or not, because having a child influences one’s 

way of living.  Parents who have young children may have fewer opportunities for 

connections with other people due to spending time in nursing and caring; on the 

contrary, parents may become more involved in communities or organizations with which 

their children are associated.  Individuals tend to occupy specific roles as family members 

and are expected to have responsibilities to other family members.  Parents are more 

likely to exhibit healthy behavior because they feel a responsibility for child rearing 

(Grzywacz and Marks 2001).   

Family contexts are also characterized by the subjective appraisal of roles and 

relationships among family members.  Taking a role such as father or mother, and 

husband or wife, represents individual’s situations within family contexts.  Individuals 

may also develop relational contents with family members because family is the primary 

source of support.  Among family members, parents and spouse roles are particularly 

accompanied by responsibility and interdependence, which may arouse stress or 

dissatisfaction with members.  Family is a primary source of supportive relationships; 

however, family members also have trouble in relations with one another because they 

feel discontent with each other and get stressed.  Thus, parental roles, subjective appraisal 

about parental roles and marital relationships, and the extent of support or strain from 

family members represent contextual dimensions in a family.  Family income or 

education levels are not considered as contextual features in this study because the 

socioeconomic standing of a family does not represent how individuals are embedded 

within the structure and environment of the family 
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b) Contextual Dimensions of Workplace 

 Workplace as a social context is one of the major life stages that exerts impacts on 

individual behavior, personality, and outcomes.  The time spent at work and the 

organizational environment in which individuals work constitute structured and 

organized aspects of most adults’ lives (House 1981; Loscocco and Spitze 1990).  In the 

workplace, individuals take specific roles and assume the consequent responsibilities, and 

also develop relationships with colleagues, both of which serve as contextual dimensions 

in workplace context.  Decision latitude and job demands at both psychological and 

physical levels in the workplace are suggested to represent contextual characteristics in 

the workplace.  According to the job strain model, decision latitude and job demands are 

two central components of job strains (Karasek, Jr. 1979; Kuper and Marmot 2003; 

Loscocco and Spitze 1990; Vahtera, Kivimaki, Pentti, and Theorel 2000).  The job strain 

model postulates that job strain results from the combined effects of the demands of a 

work situation and the range of decision-making freedom available to the worker facing 

those demands.  Low latitude and high demands at work characterized as work overload, 

work pressure, and high strain environment appear to lead to work stress.  Levels of 

decision latitude and demanding work may vary by individual attributes, however (Taylor 

and Repetti 1997).  Physically demanding work does not always mean psychologically 

demanding work.  Job strains place individuals in a stressful states which may lead them 

to look for resources to cope from either inside or outside of the workplace (Karasek, 

Baker, Marxer, Ahlbom, and Theorell 1981).   

 Individuals who take specific roles in the workplace tend to have disproportionate 

chances to experience job demands or strain.  A supervising role in the workplace is one 

of the organizational structures representing the location of individuals within the work 

structure.  The class of one’s position illustrates the characteristics of role takers within 
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the hierarchy of the workplace.  Persons who take supervising roles tend to have more 

responsibilities and get more rewards than others.  A supervising role in the workplace is 

correlated with decision latitude and more demanding work because these individuals are 

more likely to take responsibility for critical decisions, which may result in demands at 

work.  However, individuals who take a supervising role do not always feel increased 

work demands because they tend to be well-paid and retain stable job status;--and this 

may offset the workplace stress.  Thus, the contextual dimension of workplace is 

represented by supervising role, job decision latitude, and psychological and physical job 

demands.   

c) Contextual Dimensions of Neighborhood  

Neighborhood is a geographic environment in which people live among people in 

daily life.  Neighborhood is one of the most frequently studied dimensions in a layer of 

social contexts, because most individuals reside in specific neighborhoods that contain 

structural and social characteristics impacting individual behavior and outcomes.  

Prompted by the influential work of Wilson (1987), a burgeoning number of studies have 

examined the association between neighborhood disadvantage and individual behavior 

and outcomes.  In this study, the extent of socioeconomic standing and the residential 

stability of the neighborhood are employed to represent the contextual dimensions of 

neighborhood environments.  The prevalence of households receiving public assistance, 

under poverty level, adults unemployment, well-educated residents, and female-headed 

households in neighborhood usually represents the socioeconomic standing of 

neighborhoods.  These variables outline the socioeconomic standing of neighborhoods at 

the aggregate level.  If individuals reside in a low-socioeconomic-standing neighborhood, 

they are less likely to benefit from institutional resources such as hospitals, schools, 
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libraries, and recreational facilities, and are less likely to live in middle- and high-class 

neighborhoods amidst potential role models (Aneshensel and Sucoff 1996; Cubbin, 

LeClere, and Smith 2000; Leclere, Rogers, and Peters 1998; Robert 1998; Robert 1999; 

Ross 2000; Sampson, Morenoff, and Gannon-Rowley 2002; Wilson 1997).   

In addition to the socioeconomic standing of neighborhoods, residential instability 

and residents who were born in foreign country also represent the structural dimension of 

neighborhood context.  Residential stability is the extent to which residents live in the 

same household for years (Ross, Raynolds, and Geis 2000).  The prevalence of 

respondents who are foreign-born represents one of the demographic dimensions of 

neighborhoods.  The prevalence of residential instability and foreign-born residents in 

neighborhoods shows whether the composition of respondents in neighborhoods is stable 

and homogenous or unstable and heterogeneous.  In summary, neighborhood contexts are 

measured by a number of aggregate characteristics of residents living in neighborhoods. 

d) Conclusion 

There are various dimensions of each social context, which potentially exert 

influences on individual health and behavior.  There is a criticism that measurements of 

social contexts are no more than the aggregate or part of individual attributes within 

specific ecological settings (Susser 1994); however, social contexts in the study include 

not only geographical areas but also general social settings and environments where 

persons meet, interact, and reciprocate with members in social contexts. The 

measurements employed in this study entail not only aggregate aspects of contexts but 

also interactions and situations within contexts, so features of social contexts in this study 

are not simply identical with the sum of individual characteristics.  A number of 

measurements of social contexts represent relational or interacting contents between 



 

 - 31 -

individuals and structural environments of social contexts. Just because individuals are 

nested within specific social contexts does not mean that these individuals commonly 

share the attributes of the larger context.  Such an assumption would be an example of 

“ecological fallacy” (Schwartz 1994).  

Finally, I will adjust for individual characteristics, which are supposed to 

influence individual outcomes and behavior to confirm that social contexts exert an 

independent effect on social relationships and health status.  Given that social contexts 

are potential determinants of individual behavior, I explain the association between social 

contexts and social relationships in the next section. 

3) SOCIAL CONTEXTS AS DETERMINANTS OF SOCIAL RELATIONSHIPS 

a) Theoretical Background 

What factors are potential determinants of social relationships?  The process and 

structure of social relationships are subject not only to personal –personality, social 

assets, network orientations and stress level- but also contextual attributes (Vaux 1990).  

These transactions and processes take place within social contexts in which individuals 

are embedded and nested because social relationships are likely to be established, 

developed, and sustained through interactions and reciprocal activity among people in 

social contexts.  In other words, structural features of social contexts exert effects on the 

process and development of social relationships.  Social contexts may also facilitate or 

obstruct the processes of social relationships in different way in that social contexts are 

the foundation of specific role-taking and relational contents among members, all of 

which appear to affect the types, quality, and quantity of social relationships.   

Nevertheless, few studies have addressed whether social contexts are associated 

with the structure and process of social relationships.  Vaux (1988) provides a basic 
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discussion of how social contexts are contributing factors to social relationships.  

Because a wide array of social contexts–neighborhood, workplace, and family-exert 

influences on individual behavior and outcomes, this study suggests three rationales to 

explain why and how the developmental process of social relationships is linked to social 

contexts.   

First, social contexts provide social and institutional resources with group and 

organization members, and lay the groundwork by which social relationships would be 

developed and maintained.  Social contexts are structural environments and settings to 

facilitate or exacerbate the development of social relationships.  Developing social 

relationships among people is facilitated or restricted by the disproportionate availability 

of social resources in contexts.  Among social contexts in the study, aggregate 

characteristics of residents in a neighborhood context represent resources and settings to 

influence the process of social relationships.  This proposition is based upon the rationale 

of social disorganization perspective (Shaw and McKay 1969).  Drawing upon this 

perspective, some characteristics of neighborhood, such as concentrated disadvantage, 

immigrant concentration, and residential stability, are predictive of collective efficacy, 

which is defined as social cohesion combined with residents’ willingness to intervene on 

behalf of the common good (Browning and Cagney 2002; Browning, Seth, Feinberg, and 

Dietz 2004; Sampson and Groves 1989; Sampson, Raudenbush, and Earls 1997).  One 

recent study supports both the positive and negative effects of neighborhood 

disadvantage on donated and received social support across race and gender (Schieman 

2005).   

Social contexts also exert an impact on personal disposition or attributes, which is 

supposed to accounts for differentials of social relationships.  According to studies 

exploring the effects of neighborhood contexts on individual outcomes, the influences of 
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peers in social communities appear to be epidemic and contagious (Shaw and McKay 

1969; Mayer and Jencks 1989).  Neighborhood contexts have been found to have 

influences on teenage childbearing and family formations because residents’ risks of 

problematic outcomes are associated with their susceptibility to peer influence (Crane 

1991; South and Crowder 1999).  Thus, social attributes of residents living around one’s 

neighborhood may affect attitudinal and personality variables –internal locus, emotional 

stability, self-esteem, and perception of social relationships- which are consequential for 

type, quality, and quantity of social relationships.  Neighborhood contexts are 

determinants of social relationships.   

Second, social roles and relational contents in social contexts appear to condition 

the development and establishment of social relationships across social contexts.  

Individuals tend to take a variety of roles in multiple layers of social settings to meet the 

objectives of the collective body.  Different kinds of work, responsibility, and situations 

in social hierarchy lead people to build supportive or discouraging relationships with 

members in contexts.  Specific-role and relational contents within contexts can be linked 

to the process of social relationships across social contexts.  The theoretical rationale to 

support this idea is the expansion hypothesis combined with an ecological perspective 

(Grzywacz and Butler 2005; Barnett and Hyde 2001).  Resources from one context 

enable individuals to gain more benefit from resources from the other contexts because 

they are already accustomed to similar structural process.  Applied to this study, it is 

likely that if a person gets support from one context, he/she is likely to receive support 

from members of different contexts, because if someone develops supportive 

relationships in one stage, he/she is more likely to establish similar relationships in 

different stages.  This rationale is also relevant to one of the main premises in social 

ecology--social relationships are interactional with one another across social contexts.  
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Spill-over theory is also relevant to support for this proposition.  One’s role in social 

institutions or contexts is one of the factors contributing to individual behavior.  If one 

takes a role accompanied with high levels of responsibility and rewards in contexts, 

he/she is likely to have more social relationships.  For example, the nature of job 

condition is predictive of social behavior out of contexts.  Job conditions such as self-

direction are proximate social experiences to predict volunteering (Wilson and Musick 

1997).  Therefore, the ways that a person is placed and forms relationships with members 

in a social context are probable determinants of social relationships at different levels. 

Third, social contexts are potential stressors for group and organization members 

and lay the groundwork by which social relationships develop and sustain. Variations in 

the availability of social relationships are dependent upon the differences in exposure to 

social stress, which arises substantially out of various life conditions (Aneshensel 1992; 

Turner and Marino 1994).  Stressful life events or structural environments are associated 

with social relationships in two ways.  A number of studies about social relationships 

document that troubles and stressful events mobilize social support to cope with troubles 

(Barrera 1986; Thoits 1995).  Troubles and stressful events can also diminish a support 

network, because stressful life events or structural environments discourage people from 

establishing social relationships (Lin and Ensel 1989; Vaux 1988).   

The sources of stress and troubles have been mostly attributed to individual 

characteristics such as gender, SES, and race; however, social contexts are also sources of 

stress and troubles.  In this study, structural dimensions of social contexts are measured in 

various ways-social and structural resources of contexts, relational contents, and interplay 

among members in contexts-, and some of which are potential stressful life events or 

structural environment.  For example, the higher levels of SES disadvantage in 

neighborhoods, job demands at work, or parental chronic strain are plausible stressors to 
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influence social relationships.  Therefore, social contexts are also potential determinant of 

social relationships.   

In sum, social contexts exert influences on social relationships because (1) social 

contexts are critical social and structural resources through which group and organization 

members develop social relationships; (2) the social roles and positions a person takes, 

and the relational contents developed through interactions with members in social 

contexts condition the development and establishment of social relationships across 

specific social contexts; and (3) the diverse aspects of social contexts may be potential 

stressors or life events to mobilize or restrain social relationships across social contexts. 

b) Social Contexts and Social Relationships 

In the present study, distinctive dimensions of social contexts are expected to 

facilitate or restrict the process of social relationships.  As suggested, social contexts 

appear to be predictive of social relationships.  Despite the proposition, social contexts 

examined in this study –neighborhood, family, and workplace- are organized in different 

ways, so the ways that individuals are nested in each context are also may vary.  Each of 

social contexts provides distinctive settings and climate to influence the process of social 

relationships. 

 First, a person’s role and subjective appraisal, as well as relational contents in the 

family context, may influence the developmental process of social relationships (Tietjen 

1985).  This influence may occur through several mechanisms.  Contextual dimensions of 

family help members to develop social relationships by providing a secure base to expand 

social relationships, modeling supportive interactions, providing opportunities for social 

interactions, and banning contact with specific network members or types.  If individuals 

have supportive relationships or am content with roles following responsibility, they are 
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more likely to develop social relationships because they are accustomed to the structure 

of supportive relationships.  On the contrary, if individuals receive little support from 

family members or experience unpleased marital life, or if they report parental stress and 

marital disappointment, their chances for social relationships are more restricted because 

they may be discouraged from having other relationships.  Empirical findings are slim, 

however.  Thus, specific role-taking and relational contents in family context may 

influence the development and processes of social relationships.  

Second, workplace context provides a number of structural settings influencing 

the process of social relationships.  The nature of responsibility, the social organization of 

the workplace, and working environment variations are related to the development of 

social relationships beyond workplace contexts (Vaux 1990). Among characteristics of 

workplace contexts, job decision latitude and supervising role represent one’s role and 

situations in workplace contexts, and physical and psychological demands at work 

represent subjective appraisal of workplace contexts.  Taking a supervisor role or the 

extent of decision latitude may contribute to an individual disposition to have 

relationships with colleagues.  If one takes a supervising role and possesses high decision 

latitude, he or she appears to have autonomy in the workplace, which is associated with a 

critical disposition for the development of social relationships (Wilson and Musick 1997).  

Subjective appraisals about the working climate and one’s role and accountability in the 

structure of the workplace may also account for an individual’s inclination to develop 

relationships.  Both psychological and physical demands at work lead people to look for 

psychosocial resources beyond workplace context because they may have trouble in 

finding internal supportive relationships.  On the contrary, those reporting high levels of 

job demands can be discouraged to develop social relationships because excessive 

demands at work restrict them from spending their time in another social activity.  Thus, 



 

 - 37 -

job decision latitude, assigned role as supervisor, and perceived job demands may lead 

people to pursue psychosocial coping resources or resources to facilitate ensuing social 

relationships. 

Third, the neighborhood is one of the social contexts in which people develop and 

maintain social relationships, because aspects of a person’s residence affect the nature of 

social interactions and the potential for social relationships.  This proposition is largely 

supported by the social disorganization perspective.  According to the concept of 

collective efficacy of social disorganization perspective, neighborhood context conditions 

impact one’s system of friendships and kinship networks, and the formal and informal 

associational ties rooted in ongoing socialization processes (Browning and Cagney 2002; 

Browning and Cagney 2003; Sampson and Grove 1989; Sampson, Morenoff, and Earls 

1999).  If people reside in neighborhoods that are more socioeconomically disadvantaged 

than other neighborhoods, they are likely to have fewer resources and opportunities to 

develop social relationships than those who reside in advantaged neighborhoods.  The 

prevalence of residential stability may also contribute to social relationships, because it 

takes time to build up social relationships with the neighbors around one (Sampson, 

Raudenbush, and Earls 1997).  Finally, the prevalence of foreign-born residents in 

neighborhood appears to influence the process of social relationships because immigrants 

are less likely to be involved in social network of majority population in US society. 

As aforementioned, a variety of features of social contexts are associated with the 

developmental process of social relationships; however, empirical findings have been 

slim and theoretical discussion has been lacking.  Previous studies did not particularly 

address two things.  First, few studies considered a variety of social contexts while 

accounting for the association between social relationships and health.  A number of 

studies examined the way that the process of collective efficacy is influenced by social 
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and structural dimensions of neighborhood context (Browning and Cagney 2002; 

Sampson and Groves 1997); however, family and workplace contexts are also associated 

with the process of social relationships because individuals tend to play specific roles and 

receive relational support or strain, which appears to shape and condition the 

development of social relationships.  The exploration of these social contexts in relation 

to social relationships is needed for more comprehensive understanding.   

Second, few studies have addressed the multiple mechanisms investigating social 

contexts, social relationships, and health in a single study.  If some dimensions of social 

contexts affect the structure and process of social relationships, social contexts are also 

likely to be related to health, given that social relationships are determinants of health 

outcomes.  To my knowledge, very few studies have addressed this point. Franzini and 

colleagues (2005) tested that neighborhood social and physical characteristics were 

hypothesized to mediate the effect of neighborhood poverty on self-rated health; however, they 

used the local level of data and only looked at one social context – the neighborhood.  In 

sum, social contexts may influence the development of social relationships and health 

status; however, previous studies provide little clarity about how social contexts affect 

health and social relationships.  Thus, an investigation of social contexts, social 

relationships, and health within one study is needed. 
 

 

3. Social Contexts, Social Relationships, and Health 

As reviewed above, social contexts are associated with social relationships, and 

social relationships are predictive of health; nevertheless, little attention has been paid to 

incorporating these factors into a single analytic framework.  Considering the current 

epidemiological transition, this is a very relevant yet untested study area (Yen and Syme 
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1999).  During the past century, the leading cause of illness and mortality has shifted 

from infectious and acute diseases to chronic conditions, which suggests that more 

comprehensive perspectives entailing a variety of behavioral, psychological, and social 

variables enable us to understand the current health situation better (Grzywacz and Fuqua 

2000).  Every individual is nested and embedded in a number of social organizations, 

structures, and environments; that is, individual behavior, social positions, social roles, 

and physical and psychological health status are linked to the distinctive social contexts 

and environments around them.   

The social ecological perspective provides a flexible conceptual mechanism to 

link these variables because the basic mission of social ecology is to analyze current 

problems comprehensively in terms of the social environments in which they occur.  The 

social ecology of health pays much attention to the effects of social organizations, 

environments, and structures on individual outcomes.   

Social contexts are suggested to be correlated with social relationships and health 

by four fundamental principles of social ecology (Stokols, Allen, and Bellingham 1996; 

Moos 2002): (1) Different dimensions of health and behavior are reciprocally related and 

linked to diverse conditions in the socio-physical environment; (2) individual health and 

behavior are contingent upon multiple aspects of the person as well as upon multiple 

dimensions of the environment; (3) certain individual or environmental conditions exert a 

disproportionate amount of influence on health and behavior; and (4) health and behavior 

are outcomes of the quality of the person-environment fit.   

Given the aforementioned theoretical propositions, social contexts appear to be 

associated with health and social relationships, but no certain single analytic framework 

can account for the complex associations among them.  Social contexts may be 
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contributing factors to the process and structure of social relationships that are predictive 

of health differentials.  It is also likely that social contexts may modify the relationships 

between social relationships and health because individuals receive a different level of 

benefit from social relationships in distinctive social contexts.   

Accordingly, I suggest two theoretical mechanisms to account for these 

associations: (1) Social relationships are consequential for health, and social relationships 

play a mediating role in the association between social contexts and health (mediation 

mechanism), and (2) social relationships are consequential for health, and this association 

may vary by the social contexts in which individuals are nested (moderation mechanism).   

1) LINKING SOCIAL CONTEXTS, SOCIAL RELATIONSHIPS, AND HEALTH: MEDIATION 
MECHANISM 

As aforementioned, social relationships are influenced by social contexts, and 

social relationships are predictive of health outcomes.  Given those associations, it is 

feasible to hypothesize that social relationships may mediate the association between 

social contexts and health.  Embeddedness within social contexts shapes and conditions 

the process and structure of social relationships, and that social relationships are 

predictive of health.  The association between social contexts and health can be partly or 

largely explained by social relationships.  In the present study, I assess the extent to 

which social contexts from macro (neighborhood) to micro (family) account for health 

differentials through social relationships.  If social contexts are predictive of health 

outcomes, social relationships appear to account for the association.   

This framework is similar to the one proposed by Berkman and colleagues (2001).  

They contended that social structural conditions were consequential for social network 

and psychosocial mechanisms, and social network and psychosocial mechanisms predict 

health.  Mediation mechanisms in the present study are analogous to their model in that 



 

 - 41 -

social network mediates the association between structural conditions and health.  

Nevertheless, their study used culture, politics, and social changes to represent social 

structural conditions that precede social relationships and health.  Social structural 

conditions in their studies are also social contexts in a broad way, but their theoretical 

framework is hard to test using survey data.  In addition, I consider social support, 

participation, and integration to entail multidimensional attributes of social relationships 

instead of the social network.  In sum, I examine the extent to which the association 

between social contexts and health is attributable to social relationships by testing the 

mediation mechanism.  

2) LINKING SOCIAL CONTEXTS, SOCIAL RELATIONSHIPS, AND HEALTH: MODERATION 
MECHANISM 

The mediation mechanism tests whether social relationships account for the 

effects of social contexts on individual health.  The association between social 

relationships and health may vary by the social contexts in which individuals are nested, 

however.  Individual attributes including gender, race, and socioeconomic status modify 

the effect of social relationships on health, so the beneficial effects on health are weaker 

or stronger in different social groups (Krause 2006).  Likewise, the relationship between 

social relationships and health may be conditioned by social contexts because a variety of 

features of each social context may affect the availability and process of social 

relationships.  The salutary effects of social relationships on health may be stronger for 

individuals experiencing stress or distress from social contexts in which they are nested.  

They may be more exposed to harmful and detrimental environments, and thus may need 

greater psychosocial resources to cope with those stressful events and environments.  In 

other words, individuals who are embedded in disadvantaged social contexts are more 

vulnerable to the detrimental influences of environments than those who are not; 
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therefore, the beneficial effects of social relationships on health can be stronger or weaker 

by a variety of features of social contexts.   

Despite the probable moderating effects of social contexts, empirical finding and 

theoretical discussion are limited.  Boardman (2004) employed a similar strategy to 

examine the moderating effects of social contexts on health.  He explored the moderating 

role of neighborhood characteristics on the association between stress and physical 

health.  His research, however, was restricted in that only residential stability was used to 

represent neighborhood contexts, and comprehensive contextual analysis entailing family 

and workplace was lacking.  Using multiplicative interaction terms between social 

contexts and social relationships, this study posits that social contexts may moderate the 

association between social relationships and health because social relationships are 

shaped and conditioned by diverse dimensions of social contexts. 
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Figure 1. Conceptual Framework 

Social Contexts 
• Family 
• Workplace 
• Neighborhood 

Social Relationships 
• Social Support 
• Social Participation 
• Social Integration 

Control 
• Gender 
• Race 
• Age 
• Education 
• Family Income 

Mediating Moderating 

Health Outcomes 
• Depression (CES-D) 
• Self-rated Health 
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CHAPTER 4: DATA AND METHODS 

1. Data 

1) DESCRIPTION OF THE DATA 

The data for the analyses in this study is taken from a panel survey titled 

Americans’ Changing Lives survey, which were collected by the Survey Research Center 

at the University of Michigan on a multistage stratified area probability sample of non-

institutionalized persons aged 25 and over, and living in the contiguous United States 

(House 1995).  Blacks and persons over age 60 were sampled at twice the rate of Whites 

under 60 to facilitate comparisons by age and race.  In the study, I used the first and 

second wave of the Americans’ Changing Lives survey (hereafter ACL).  Neighborhood 

variables are from 1980 census data information matched with the ACL.  A total of 3,617 

respondents were face-to-face interviewed for the first wave in 1986, while 2,867 

respondents (83% of first wave) were reinterviewed in the second wave in 1989.  The 

first wave had a response rate of 67 percent of sampled individuals.  Of the 750 

individuals who were not surveyed during the second wave, 584 were living but did not 

respond and 166 had died.   

In the study, health outcomes were taken from both first and second wave, while 

explanatory variables and controls are from the first wave to address a selection 

mechanism.  Selection effect or drift hypothesis is a critical issue in the studies of 

socioeconomic status in relation to health (Miech, Caspel, Moffitt, Wright, and Silva 

2000; Mulatu and Schooler 2002), and this is also crucial in the studies examining the 

association between social relationships and health status.  The studies investigating the 

effect of social relationships on health may be limited in providing the persuasive 

evidence of causal order if a cross-sectional data are simply used, because serious 
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depression or poor self-rated health affect the availability and quality of social 

relationships (Umberson, Chen, House, Hopkins, and Slaten 1996).   

One of the ways to control the selection effect is to use the longitudinal data, 

because the longitudinal data helps scholars to establish a temporal causal order 

(Mirowsky and Ross 2003).  The causal order is not always obvious; however, 

investigation of the longitudinal data can examine whether the influence of social 

relationships on health status is lasting over years.  A burgeoning number of literatures 

used longitudinal data in investigating the association between social relationships and 

health (Bassuk, Glass, and Berkman 1999; Eng, Rimm, Fitzmaurice, and Kawachi 2002; 

Ensel and Lin 1991; Ensel and Lin 1991; House et al. 1988; Musick 1996).  Both causal 

and selection effects were found in a study (Thoits and Hewitt 2001).  In addition, the 

quality of social relationships may have lasting effects on health over years (Umberson et 

al. 1996).  This study, thus, employs the longitudinal data to address the potential 

selection effect shown in the studies using cross-sectional data. 

As is true for most longitudinal data sets, the ACL sample had attrition over time.  

By the second wave, 21% (750 of 3617) of the original sample was counted as attrition.  

Previous studies using the ACL documented that mortality was patterned by some 

demographic factors, other forms of attrition are not random (Musick and Wilson 2003).  

Additional analyses (results not shown) found that the elderly, men, blacks, less educated, 

and low income persons are more likely to drop in the second wave.  Nevertheless, this 

project does not use a specific technique to adjust for sample attrition because sample 

attrition did make few differences (Musick and Wilson 2003).  The way dealing with 

missing variables has been already used in studies using the multiple waves of the ACL 

(Lantz, Lynch, House, Lepkowski, Mero, Musick, and Williams 2001; Lantz, House, 

Mero, and Williams 2005; Musick and Wilson 2003).  This study, thus, simply regresses 
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health outcomes at the first and second waves on explanatory variables at first wave to 

estimate the association between social contexts, social relationships, and health 

outcomes.  The data were weighted for all analyses to adjust for variation in probabilities 

of selection, variation in response rates by primary sampling units, and deviation of the 

ACL data sample from 1985 Bureau of Census estimates of population by age, sex, and 

region of the country (House 1995).  Post-stratification weights adjust the ACL first wave 

sample results to Bureau of the Census population estimates by sex, age, and region of 

the county for July, 1986. 

2) DATA FOR ANALYSES OF NEIGHBORHOOD CONTEXTS 

One of the social contexts I investigate in the study is neighborhood contexts.  A 

neighborhood is typically measured by census data information.  This study uses the data 

from the 1980 U.S. census in conjunction with data from the ACL panel survey to match 

information on the socioeconomic and structural characteristics of communities,  The 

data from the 1980 census were used instead of the 1990 census because characteristics 

of neighborhood contexts in 1980 census most likely affected the subsequent social 

relationships and health status of respondents in the 1986 and 1989 ACL study (Robert 

1995).  The census data came from the data set that was extracted from the original 1980 

decennial census tape file 3A (Adams 1992).  This extracted data set summarized 

information at the census tract, block numbering area, and enumeration district levels.  

Census tract areas are large neighborhood like areas in larger urban settings.  Census tract 

has been usually used to represent the best objective approximation of neighborhood in 

spite of methodological challenge (Ross 2000; Yen and Kaplan 1999).  Some data such 

as Detroit Survey (Jackson and Williams 2002) and Project on Human Development in 

Chicago Neighborhood Survey (Earls, Brooks-Gunn, Raudenbush, and Sampson 1997), 
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used in the neighborhood studies, employed a census tract as an approximation of 

neighborhood because they got sample from the limited large cities.   

Unlike those data, the ACL data is a national panel survey which includes small 

cities and rural areas as well as metropolitan urban areas; thus block numbering and 

enumeration districts are also required to describe neighborhood characteristics.  Block 

numbering areas (BNA) are neighborhood like areas analogous to census tracts in areas 

that are blocked but not tracted, where typically in small cities.  Enumeration districts 

(ED) are similarly large neighborhood like areas in area that are untracted and unblocked, 

usually in rural areas.  Combination of these three types of neighborhood information 

from census data is used to represent the characteristics of neighborhood contexts over 

national coverage.  Census information was matched for all the respondents of the ACL 

data in the first wave.  This is the main advantage to use the ACL data for exploration of 

the effects of neighborhood contexts on individual behavior because most neighborhood 

studies investigating the effects of neighborhoods on individual behavior and outcomes 

have used the data sampled from limited urban areas, or suffer from missing data 

problems caused by inability to match respondents with their responding census 

information (Boardman 2004; Leclere, Rogers, and Peters 1998; Sampson, Morenoff, and 

Earls 1997).  

 

2. Variables and Measurements 

1) EXPLANATORY VARIABLES 

All the explanatory except neighborhood variables were measured at first wave 

(W1).  Control variables were also measured at first wave.  Health outcomes were 
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measured in both first (W1) and second wave (W2).  For longitudinal analyses, health 

status at the first wave was used for baseline health.   

Neighborhood  

The contextual dimensions of neighborhoods were measured by seven items: (1) 

percentage of households receiving public assistance, (2) percentage of all persons in 

households with incomes below federal poverty threshold, (3) percentage of adults 

unemployment, (4) percentage of persons aged 25 or more who have completed 16 or 

more years of schooling, (5) percentage of persons Foreign-Born, (6) percentage of 

families with Female “Head,” and (7) percentage of persons aged 5 or more living in the 

same housing unit as 5 years ago.  For percentage of households receiving public 

assistance, public assistance includes Aid to Families with dependent children, General 

Assistance, Aid to the Aged, Blind, and Disabled, and SSI (Robert 1998).  This item was 

created by dividing the number of households with public assistance income by the 

number of households, and multiplying by 100.  For percentage of households under 

poverty level, this item was created by dividing the number of households with incomes 

below the federal poverty threshold by the number of persons with poverty status 

determined, and multiplying by 100.  Percentage of adults unemployment was measured 

by dividing the number of people ages 16 and older who were unemployed by the 

number of people ages 16 and older who were either employed in the civilian labor force 

or unemployed and multiplying by 100.  Percentage of education 16 years or over was 

created by dividing the number of persons with 16 or more years of schooling divided by 

the number of persons, and multiplying by 100.   

For percentage of foreign-born, this item was created by dividing the number of 

Foreign-born persons by the number of persons, and multiplying by 100.  For percentage 
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of female-headed households, this item was created by dividing the number of families 

with a female head by the number of families, and multiplying by 100.  Finally, 

residential stability was created by dividing the number of persons age 5 or more living in 

the same housing unit as of 5 years ago by the number of persons aged 5 or more, and 

multiplying by 100. 

Workplace  

The contextual dimensions of workplace were measured by physical and 

psychosocial demands at work, decision latitude, and supervising role.  Physical demands 

at work were measured by asking three questions: (1) “My work requires working very 

fast,” (2) “My work requires lots of physic cal effort,” and (3) “My work requires rapid 

and contiguous physical activity.”  Psychosocial demands at work were measured by 

asking two questions: (1) “I have enough time to get my work done,” and (2) “I am free 

from conflicting demands that others make.”  Job decision latitude at work was measured 

by asking three questions: (1) “I have very little chance to decide how I do my work,” (2) 

“I get to do a variety of different things in my work,” and (3) “I have a lot to say about 

what happens in my work.”  Those contextual dimensions of workplace were constructed 

by taking arithmetic mean of the items used to build each index and standardized; high 

values indicate a higher level of index.  Supervising role was measured by asking one 

question: “Do you supervise others on your job?”  If one is doing supervising role in the 

workplace, it is coded 1 and 0 otherwise. 

 Family 

The contextual dimensions of family were measured by having child, support 

from family members, parental chronic stress, and marital satisfaction.  Having children 

was measured by asking one question:  “Whether you have children or not.”  Codes are 
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0=no children, 1=having child(ren).  Relational contents of family are measured by 

supportive relationships between family members, parental chronic stress, and marital 

satisfaction.  Supportive relationships between family members were originally measured 

by both relational strain and relational support.  Relational strain was measured by asking 

two questions: (1) “How much do you feel (he/she) will make too many demands on 

you?” and (2) “How much is (he/she) critical of you or what you do.”  Relational support 

is based upon two questions: (1) “How much does your (he/she) make you feel loved and 

cared for?” and (2) “How much is (he/she) willing to listen when you need to talk about 

tour worries or problems?”  Relational strain and support was from one’s spouse, children 

over the age of 16, mother, and father.  Supportive relationship used in this study is a 

combination of relational strain and support; thus, higher values mean a supportive 

relationship and lower values mean a strained relationship.    

Parental chronic stress was measured by asking three questions: (1) “At this point 

in your life, how satisfied are you with being a parent?” (2) “How often do you feel 

bothered or upset as a parent?” and (3) “How happy are you with the way your children 

have turned out to this point?”  Marital satisfaction index was measured by asking three 

questions: (1) “Taking all things together, how satisfied are you with your marriage?” (2) 

“There is a great deal of love and affection expressed in our relationships” and (3) “When 

you and your spouse disagree about something, how often do you work thins out so that 

both of you are satisfied?”  These two subjective appraisal of the roles in family contexts 

were constructed by taking arithmetic mean of the items used to build each index and 

standardized; high values indicate a higher level of index   

Social Support 
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Social support was measured by four items: confidant support, friends/relatives 

support, health regulation, and enacted support.  Confidant support was measured by 

asking two questions: (1) “Is there anyone in your life with whom you can really share 

your very private feelings and concerns?” and (2) “How many such persons are there?”  

This index combines two measures into one that ranges from “zero (0)” to “7 or more” 

persons for the number of people the respondent can share his/her feelings with.  

Friends/Relatives support was measured by asking four questions: (1) “On the whole, 

how much do your friends and other relatives make you feel loved and cared for?” (2) 

“Again, on the average, how much do you feel your fiends and other relatives make too 

many demands on you?” (3) “How much are these friends and relatives willing to listen 

when you need o talk about your worries or problems?” and (4) “How much are they 

critical of you or what you do?”  This index is originally combination of positive and 

negative support items; therefore friends/relatives support is constructed by taking 

arithmetic mean of the items used to build each index and standardized; high values 

indicate a higher level of index.  Health regulation support was measured by asking one 

question: “How often does someone remind you to do things which will help you stay 

healthy, such as getting enough sleep or exercise, or taking medications? Do other people 

do this often, sometimes, rarely, or never?”  This item is inversely coded, and scores 

range from 1 to 4 with high scores indicating more health regulation support.   

Enacted support is also considered as social support in the study because 

individuals who provide help or support with others appear to enact social support in 

social environments where they are embedded.  Enacted support is measured by informal 

helping hours with four questions.  Respondents were asked how many hours did you 

spend time during the last 12 months in (1) providing transportations, shop or running 

errands for friends, neighbors or relatives who did not live with you; (2) helping with 



 

 52

their housework or with the upkeep of their house, car or other things; (3) doing childcare 

without pay for persons not living in your household; or (4) helping neighbors, friends, or 

relatives who did not live with you.  Midpoints were assigned to category choices (less 

than 20 hours, 20-39 hours, 80-159 hours, 160 hours or more) with 0 hours to those who 

did not participate in informal help and 200 hours to those in the top category.  Because 

the distribution of enacted support hours is so skewed that the log of enacted support 

hours, computed as the natural log of the number of hours plus .01 to avoid the taking the 

log of zero, is employed. 

Social Participation 

Social participation was measured by two items: Volunteering and Church 

Attendance.  Volunteering indicates volunteering hours based upon five questions.  

Respondents were asked whether they did volunteer work at any time during the last 12 

months with the following options: (1) church, synagogue, or other religious 

organization; (2) school or educational organization; (3) political group or labor union; 

(4) senior citizen group; and (5) other national or local organizations.  Midpoints were 

assigned to category choices (less than 20 hours, 20-39 hours, 80-159 hours, 160 hours or 

more) with 0 hours to those who did not participate and 200 hours to those in the top 

category.  Because the distribution of volunteering hours is so skewed that the log of 

volunteering hours, computed as the natural log of the number of hours plus .01 to avoid 

the taking the log of zero, is employed (Thoits and Hewitt 2001). 

Church attendance was measured by asking one question: “How often do you 

usually attend religious services? Would you say more than once a week, once a week, 2 

or 3 times a month, about once a month, less than once a month, or never?”  The ACL 

data contain related religious participation variable such as “How often do you read 
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religious books or religious materials?” and “How often do you watch or listen to 

religious program on T.V. or listen to religious tapes?”  I do not include, however, those 

variables in the present study, because they do not represent social relationships or 

participation.  Religious participation is inversely coded, and scores range from 1 to 6 

with high scores indicating more religious participation.  

Social Integration 

Social integration was measured by two items: Advisory integration and informal 

social integration.  Advisory integration was measured by asking one question: “About 

how many friends or other relatives do you have whom you could call on for advice or 

help if you needed it?”  The range of persons for this variable was zero to 40 persons.  

Informal integration was measured by asking: (1) “In a typical week, about how many 

times do you talk on the telephone with friends, neighbors, and relatives?” and (2) “How 

often do you get together with friends, neighbors, or relatives and do things like go out 

together or visit in each other’s home?”  Informal social integration indexes were 

constructed by taking arithmetic mean of the items used to build each index and 

standardized; high values indicate a higher level of index   

Controls 

I adjust for socio-demographic variables which appear to covary with explanatory 

variables and health outcomes.  Demographic variables included age (years), race and 

ethnicity (Black=1; Non-black=0), and gender (Female=1; Male=0).  Individual 

socioeconomic status variables are also considered because individual socioeconomic 

status is the precursors of social relationships and health status.  Education and family-

level income are employed in the study.  Education was measured to represent the highest 

year to complete and had been recoded; 0 (0-11 years), 1 (12-15 years), and 2 (16 + 
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years).  Family income was measured to represent actual dollar value and assigned 

midpoints for each category from $2,500 to $110,000.  Income is recoded ten categories 

from 1 (less than $5,000) to 10 ($80,000 or more). 

2) DEPENDENT VARIABLES 

Health is a multidimensional construct which embraces various dimensions.  

Social contexts and social relationships may affect various dimensions of health.  This 

study, thus, includes two health measures to represent the multidimensional attribute of 

health status: depression for mental health and self-rated health for physical health.   

Depression 

Depression was measured with an 11 item version of the Center for 

Epidemiological Studies Depression (CES-D) scale.  Respondents were asked how often 

they experienced each of the following feelings during the previous week: “I felt 

depressed,” “I felt lonely,” “people were unfriendly,” “I enjoyed life,” “I did not feel like 

eating, my appetite was poor,” “I felt sad,” “I felt that people disliked me,” “I could not 

get going,” “I felt that everything I did was an effort,” “my sleep was restless,” and “I 

was happy.”  Response options for each question were “hardly ever,” “some of the time,” 

and “most of the time.”  Items were coded so that high scores indicate high levels of 

depression.  The CES-D Scale has demonstrated reliability and validity in surveys 

(Umberson et al. 1996).   

Self-rated Health 

Self-rated health reflects how respondents rated their health at the time of the 

interview on a five scale.  Respondents were asked how you would rate your health at  

this present time and  response options for the question were “excellent,” “very good,” 

“good,” “fair,” and “poor.”  High scores indicate better self-rated health.  In this study, 
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self-rated was recoded in 3 categories, considering a disproportionate distribution of 

values: (1) Excellent/Very good (Reference category), (2) Good, and (3) Poor/Fair self-

rated health.  Accordingly, Self-rated health is believed as a valid indicator of overall 

health status (Ferraro and Farmer 1999).  Self-rated health has been shown to be highly 

predictive of mortality and other health outcomes, and have high test-retest reliability 

(Idler and Benyamini 1997; Lundberg and Manderbacka 1996). 

 

3. Analytical Procedures 

In order to analyze the relations among social contexts, social relationships, and  

health, I follow the same analytic processes from chapters five to seven.  I first present 

the description of social relationships, health outcomes, and controls.  The purpose of this 

analysis is to describe the basic description of variables commonly used in following 

chapters.  Descriptive information of social context variables is presented in the 

respective chapters.  Correlations among variables are also presented to provide the 

general patterns of relationships without adjustment for controls. 

Second, I provide the results of multivariate analyses estimating whether the 

various dimensions of social context are predictive of a wide array of social relationship 

are and health status.  The purpose of these analyses is to determine the extent to which 

each social context is associated with health outcomes and a variety of social 

relationships net of controls.  The multivariate analyses in each chapter will provide the 

tables demonstrating the association between social contexts and health, and social 

contexts and social relationships.   

Third, I conduct a series of multivariate analyses estimating both mediation and 

moderation processes to account for the relationships among social contexts, social 
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relationships, and health.  Testing mediation mechanisms, I first fit a model of the social 

contexts and health status with the adjustment for control variables.  Then social 

relationships are progressively included as a group –social support, social participation, 

and social integration- to estimate the extent to which different types of social 

relationships account for the association between social contexts and health.  If the 

coefficients or odds ratios of social contexts on health status change with the adjustment 

for social relationships, social relationships are predicted to mediate some or whole 

association between social contexts and health status.  Testing moderation mechanisms, I 

fit a model of multiplicative interaction terms of social contexts and social relationships 

on health status adjusting for control variables.  Interaction terms of social contexts and 

social relationships predicting health status are added as a group –interaction terms 

between social support and social contexts, interaction terms between social participation 

and social contexts, and interaction terms between social participation and social 

contexts- to test the extent to which the effects of social relationships on health vary by 

the contextual dimensions of neighborhoods, workplace, or family.   

This study examines the association between social contexts, social relationships, 

and health status in both cross-sectional and longitudinal settings because cross-sectional 

analysis does not efficiently control for selection effects of health on social relationships.  

Health status in a longitudinal study is investigated in a variety of ways.  Because of 

strong correlation between first wave (W1) and second wave (W2) health variables, 

regressing W2 health status on explanatory variables without considering the effect of 

W1 health status on W2 health status may distort the results.  There are two ways to 

examine the association between explanatory variables and health status in longitudinal 

setting.  First way is to analyze predictors of health status at a later point in time 

controlling for baseline health.  Second way is to conduct residualized analyses 
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predicting W2 health status which cannot be explained by W1 health variable net of other 

variables measured at W1.  For depression, this study employs second approach 

following the step suggested by Ensel and Lin (1986).  W2 depression which cannot be 

predicted from W1 depression and controls at baseline is employed in this study.  For 

self-rated health, this study employs first approach following the step suggested by Lantz 

and colleagues (2001).  W1 self-rated health has 3 values: (1) excellent/very good self-

rated health (reference category); (2) good health; (3) fair/poor health.  W2 self-rated 

health has 5 values considering sample attrition and mortality between first wave and 

second wave: (1) excellent/very good self-rated health (reference category); (2) good 

health ; (3) fair/poor health; (4) mortality between first wave and second wave; and (5) 

survey non-response at second wave.  In models estimating a W2 self-rated health, W1 

self-rated health is included as a baseline health status. 

Therefore, I conduct OLS regression analyses for depression because depression 

in the ACL data was measured as a continuous variable.  Self-rated health is originally 

measured as an ordinal variable in the data, however, I conduct multinomial regression 

analyses to make full use of the nominal scale of self-rated health following a previous 

study using same data (Lantz, et al. 2001).  In this case, odds ratios are estimated via 

maximum likelihood to predict the relative risk of being in a specific health category, 

having died, or not participating in the second wave survey compared with being in the 

excellent or very good status.   

While estimating the effects of neighborhood contexts on social relationships and 

health, this study does not employ a multi-level analysis technique to estimate 

neighborhood effects on health and social relationships.  Multi-level or hierarchical linear 

model is designed to estimate both within and between group variations, which requires 

enough number of respondents within each residential area (Diez-Roux 2001).  The ACL 
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data, however, come from a national sampling design in which there are many sampled 

groups but few respondents sampled within each group (Robert 1998).  Numbers of 

respondents in each residential areas are not enough large to conduct hierarchical linear 

models.  Accordingly I do not employ a hierarchical linear model to examine the 

influences of neighborhood on social relationships and health.  

Neighborhood contexts are linked to 1980 census information, so there is no 

missing variable for neighborhood contexts.  When analyzing workplace and family 

contexts, missing variables may pose serious issues.  There are several ways to handle 

missing variables (Allison 2002).  Limit the sample with respondents who are employed 

for workplace contexts and have family for family contexts is one way; but there is a 

selection issue because individuals who are unemployed or out of labor force, or divorced 

or widow/widower tend to show poorer levels of health outcomes.  Another ways is to 

impute a mean level for the missing variables for workplace and family contexts and then 

include a dummy variable to show imputing.  Even though this method cannot 

completely solve the missing variable issue, this way should remove the effect of the 

imputation but allow those respondents to remain in the model.  Thus I use the second 

way of imputation for missing variables of workplace and family contexts. 
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CHAPTER 5: NEIGHBORHOOD CONTEXTS, SOCIAL 
RELATIONSHIPS AND HEALTH 

1. Research Questions 

The first dimension I examine in the study is neighborhood contexts.  I test four 

research questions investigating the relationships between neighborhood contexts, social 

relationships, and health outcomes, schematically presented in Figure 1.  Findings are 

provided following the order of research questions below.  First, are neighborhood 

contexts associated with health status?  Second, are neighborhood contexts associated 

with a variety of social relationships?  Third, do social relationships account for the 

association between neighborhood contexts and health outcomes?  Fourth, do the 

associations between social relationships and health outcomes vary by neighborhood 

contexts in which individuals are embedded?  

 

2. Descriptive Analyses 

Table 5-1 presents the weighted information of the data -range, mean, standard 

deviation, and alpha reliability score of social relationships, health outcomes, and control 

variables-.  The description of variables of each social context –family, workplace, and 

neighborhood-appears in the first part of multivariate analyses in each chapter thereafter.  

For demographic information, a majority of sample was female (52.9 percent) and non-

black (89 percent).  The mean age was 47.11.  For education, 25.6 percent of the 

respondents had 0-11 years of schooling, 54.7 percent had 12-15 years, and 14.7 percent 

had 16+ years.  Family income was measured by midpoint dollar values of different 

income ranges, so the mean score of 5.32 is just above $25,000. 
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Of the total first wave weighted sample, 4.6 percent (166 of 3617) died between 

the first and second waves, 16.15 percent (584 out of 3617) were alive but did not 

participate in the second wave survey.  For depression, the mean level of W2 depression 

is lower than the level of W1 depression.  For W1 self-rated health, 64.24 percent of the 

respondents reported Excellent/Very Good, 20.57 percent reported Good, and 15.19 

percent reported Fair/Poor self-rated health.  For W2 self-rated health, 56.79 percent of 

the respondents reported Excellent/Very Good, 26.71 percent reported Good, and 16.50% 

reported Fair/Poor self-rated health.  50.73 % of W1 respondents reported the same level 

of self-rate health 17.78 percent experienced a decline of self-rated health, and 10.75 

percent experienced an improvement by the second wave.  

This study examines a variety of social relationships and their association with 

health outcomes; thus, bivariate correlation results can provide the basic information 

among them.  Table 5-2 presents the correlation matrix.  As expected, most of the social 

relationships were moderately correlated with health outcomes.  Church attendance was 

not correlated with self-rated health at either wave, however.  Health regulation was 

positively correlated with health outcomes unlike other social relationships, because a 

high score of health regulation reflects not only the extent of social support but also the 

person’s health status.  If individuals are frequently reminded of health regulation by 

others, they are supposed to receive a type of instrumental or informational support from 

confidants, but they are still likely to have some health problems.  Social relationships 

were moderately correlated one another.  Among social relationships, church attendance 

was not significantly correlated with confidant support and health regulation.  Health 

regulation was not correlated with either advisory or informal integration.  Finally, 

depression and self-rated health are significantly correlated each other.  In sum, the 
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results of bivariate correlations are similar to previous findings using the same data 

(Umberson et al. 1996; Thoits and Hewitt 2001) 

 

3. Multivariate Analyses (1) 

1) NEIGHBORHOOD CONTEXTS AND HEALTH OUTCOMES 

Table 5-3 presents the weighted descriptive information of the neighborhood 

variables as well as correlations among neighborhood context variables and health 

outcomes.  Similar to a previous study using the same data source (Robert 1998), strong 

correlations exist among some of the neighborhood variables even though they do not 

exactly measure the exact same aspects of neighborhood characteristics.  The percentage 

of households receiving public assistance was highly correlated with the percentage of 

households under the poverty level, adults unemployment, and female-headed 

households.  Strong correlations among some neighborhood variables exist because those 

variables generally represent the extent social and structural disadvantages in 

neighborhoods.  It is common, therefore, to use the neighborhood objective disadvantage 

index with a sum of correlated variables (Browning and Cagney 2002; Ross 2000).  The 

neighborhood socioeconomic disadvantage index can be created by summing related 

neighborhood measures such as the percentage of households receiving public assistance, 

percentage of households under poverty, percentage of adults unemployment, and 

percentage of female-headed households .   

A series of preliminary regression analyses (results not shown) was conducted to 

test whether a summed index of neighborhood socioeconomic disadvantage index 

composed of highly correlated neighborhood variables and each of neighborhood 

socioeconomic disadvantage variables might show similar patterns of prediction on social 
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relationships and health outcomes.  Preliminary results showed that the neighborhood 

socioeconomic disadvantage index and the respective neighborhood variables did not 

show identical patterns in predicting social relationships and health, indicating that those 

four neighborhood variables do not exactly address the same aspects of neighborhoods 

despite their strong correlation.  In addition, few studies have examined whether the 

respective neighborhood socioeconomic disadvantage characteristics exert distinctive 

effects on individual behavior and outcomes.  Thus this study does not examine a 

summed score of neighborhood socioeconomic disadvantage index to explore the 

association between neighborhood characteristics and social relationships and health.   

The percentage of education 16+ years was negatively correlated with variables 

showing neighborhood disadvantage, but was positively correlated with the percentage of 

foreign-born.  The percentage of foreign-born actually showed mixed correlation results.  

It was not correlated with the percentage of households receiving public assistance and 

under poverty; however, the percentage of foreign-born was positively correlated with the 

percentage of female-headed households, but negatively correlated with the percentage of 

adults unemployment.  These correlation results of foreign-born suggest that the 

prevalence of foreign-born may reflect various social and structural dimensions of 

neighborhoods.  The percentage of residential stability was positively correlated with 

variables showing neighborhood disadvantage, but negatively correlated with the 

percentage of education 16+ years and foreign-born.  Thus, mixed correlations found 

among the percentage of education 16+ years, foreign-born, residential stability, and 

neighborhood disadvantage variables show that employing a wide array of neighborhood 

characteristics enables us to explore multiple social and structural mechanisms in 

neighborhood contexts. 
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 First research question is to examine whether neighborhood contexts are 

predictive of health outcomes.  The results of testing the first research question are shown 

in Table 5-4, presenting the aggregate results of the multivariate regression of health 

outcomes on neighborhood variables at both wave.  Every model adjusts for age, gender, 

race, education, and family income level.  Each cell provides the coefficient of 

neighborhood variable of the first column on health outcome.  Health status at first wave 

is used as baseline health in analyzing the association between neighborhood context 

variables and W2 health status.   

For W1 depression, the percentage of adults unemployment and the percentage of 

foreign-born significantly predicted high levels of depression over and above the effects 

of individual characteristics.  The percentage of households receiving public assistance 

and the percentage of adults unemployment were marginally associated with higher 

levels of depressive symptoms as well.  For W1 self-rated health, those living in higher 

percentage of households perceiving public assistance, household under poverty, adults 

unemployment, and female-headed households were significantly more likely to have 

fair/poor self-rated health as opposed to excellent/very good self-rated health.  Those 

residing in higher percentages of education 16+ years were less likely to have good self-

rated health as opposed to excellent/very good self-rated health.  These results show that 

some of the neighborhood contexts are significant predictors of W1 depression and self-

rated health because of the time order of neighborhood contexts and health status.  

 For W2 depression, none of the neighborhood variables was a statistically 

significant predictor of depression after controlling for the effect of W1 depression on 

W2 depression.  The neighborhood variable is only associated with W1 depressive 

symptoms over and above individual characteristics.  For W2 self-rated health, those 

residing in a higher percentage of foreign-born residents were more likely to experience a 
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health decline from an excellent/very good to good level over time, even adjusting for 

health status at the baseline observation; but, they were also less likely to experience a 

health decline from an excellent/very good to a fair/poor level over time.  The percentage 

of foreign-born showed a mixed result in predicting the change of self-rated health.  

Those who resided in a higher percentage of education 16+ years were more likely to 

experience a health decline from an excellent/very good to a good level over time, even 

adjusting for health status at the baseline observation.  This result is the opposite of that 

found for W1 self-rated health.  The percentage of residential stability did not predict W1 

self-rated health, but those living in a high residential stability community were less 

likely to experience a health decline over time.  Given that the percentage of education 

16+ years and residential stability are not associated with depression at both waves, those 

two neighborhood characteristics contain different social processes of mental and 

physical health.  The percentage of households receiving public assistance, households 

under poverty, adults unemployment, and female-headed households were not associated 

with any change in self-rated health over the years. 

2) NEIGHBORHOOD CONTEXTS AND SOCIAL RELATIONSHIPS 

This study aims to examine the association between social contexts and social 

relationships.  Neighborhood contexts may shape and condition the process and structure 

of social relationships.  Drawing upon the social disorganization perspective and the 

concept of collective efficacy, neighborhood characteristics based upon aggregate census 

information are expected to influence social relationships over and above individual 

attributes.  The results of testing the second research question are shown in Table 5-5, 

which presents the collective results from a series of regression analyses testing the 

association between each neighborhood variable and diverse social relationships net of 
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individual controls.  Each cell provides the coefficient of neighborhood variable in the 

first column for each social relationship variable in the first row.   

 For social support, I regressed confidant support, friends/relatives support, health 

regulation, and enacted support on a wide array of neighborhood characteristics.  

Individuals living in neighborhoods with a higher proportion of household receiving 

public assistance appeared to report lower levels of both confidant support and enacted 

support.  This pattern is similarly found for those percentage of households under 

poverty, adults unemployment, and female-headed households.  The percentage of 

households under poverty was also predictive of lower level of health regulation at a 

marginal significance level.  Those results are generally in support of the social 

disorganization and collective efficacy perspective in that individuals living in 

disadvantaged areas were less likely to develop social relationships.  Although a high 

prevalence of educated people in a community tends to indicate the socioeconomic 

standing of an area, a percentage of education 16+ years was not predictive of any social 

support variables.  A former study found that residential stability was associated with a 

higher level of collective efficacy (Sampson, Raudenbush, and Earls 1997), but 

residential stability in this study is only associated with lower level of confidant support.     

 For social participation, I regressed volunteering hours and frequency of church 

attendance on a wide array of neighborhood characteristics.  The percentage of female-

headed households and residential stability were significant predictors of social 

participation: Individuals living in neighborhoods with a higher proportion of female-

headed households were less likely to volunteer and attend church, but those living in 

neighborhoods with a higher proportion of residential stability were more likely to 

volunteer and attend church.  The percentage of households receiving public assistance 

and under the poverty level, and those foreign-born, were associated with lower levels of 
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volunteering. The percentage of adults unemployment and education 16+ years, however, 

was predictive of higher levels of church attendance.  According to these results, most of 

the variables representing neighborhood contexts are predictors of social participation.  

For social integration, I regressed advisory integration and informal integration on 

a wide array of neighborhood characteristics. The percentage of foreign-born was a 

predictor of lower levels for both advisory and informal integration.  The percentage of 

female-headed households was predictive of a high level of informal integration, but of a 

low level of advisory integration. The percentage of education of 16+ years, and 

education 16+ years, were showing the opposite result in spite of the positive correlation 

between them.    

The findings show that the social and structural dimensions of neighborhood 

contexts are generally predictive of social relationships, but the results vary by the 

conjunctures of neighborhood contexts and social relationships.  Given the results that 

most of the coefficients are negative, neighborhood contexts in this study appear to be 

both potential stressors as well as negative structural environments  limiting available 

social and human resources for establishing and sustaining social relationships.  The 

percentage of female-headed households was predictive of a high level of informal 

integration, however.  Thus, the aggregate results of associations between neighborhood 

contexts and social relationships generally support the basic proposition of the social 

disorganization perspective with a few exceptions. 
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4. Multivariate Analyses (2) 

1) NEIGHBORHOOD CONTEXTS AND SOCIAL RELATIONSHIPS: MEDIATION MECHANISM 

The mediation mechanism is to examine the effect of social relationships on the 

association between social contexts and health outcomes. The findings of the first 

research question show that some of neighborhood characteristics were predictive of W1 

depression and self-rated health.  And most of the neighborhood context variables were 

associated with a variety of social relationships. Table 5-2 presents the correlations 

between social relationships and health status at both waves. These were mostly moderate 

but significant, which shows that there was some connection between social relationships 

and health status. Previous studies using the same data also documented that social 

relationships were generally associated with better health status (Musick and Wilson 

2003; Thoits and Hewitt 2001; Umberson, Chen, House, Hopkins, and Slaten 1996).  

Therefore, social relationships are supposed to mediate the effects of neighborhood 

contexts on health outcomes.   

The mediation model is confirmed if the inclusion of social relationships 

diminishes or eliminates the statistically significant effect of the neighborhood contexts 

variable on health outcomes.  Among neighborhood context variables, those significantly 

associated with health status are employed as explanatory variables to test mediation 

models.  But the mediation model is also tested for neighborhood contexts that were not 

predictive of health status because social relationships may have suppressing effects on 

the association between neighborhood contexts and health.  If social relationships 

suppress the effect of neighborhood contexts on health status, then neighborhood contexts 

become significant predictors of health outcomes through social relationships. Social 
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relationships are progressively added by groups: Model 1 is a baseline model, Model 2 

adjusts for social support, Model 3 adjusts for social participation, Model 4 adjusts for 

social integration, and Model 5 simultaneously adjusts for net of social relationships. 

a) Findings of Depression as an Outcome 

 The results of testing the third research question are shown from Tables 5-6 to 5-

11.  According to Table 5-4, the percentage of households receiving public assistance, 

with adults unemployment, foreign-born residents, and female-headed households are 

associated with W1 depression. None of the neighborhood characteristics is predictive of 

W2 depression, adjusting for baseline health status--W1 depression.   

Table 5-6 presents what happens when social relationships are progressively 

included in the model with a percentage of households receiving public assistance 

predictive of W1 depression.  The percentage of households receiving public assistance is 

associated with lower levels of depressive symptoms without adjustment for social 

relationships at a marginal significance level (p<.10). With the inclusion of social 

support, the percentage of households receiving public assistance is not predictive of 

depression. Social support accounts for the relationships between percentages of 

households receiving public assistance and depression. This result is also shown in Model 

3 and Model 4 in that the percentage of households receiving public assistance was not a 

significant predictor of depression, with the adjustment for social participation and social 

integration. Model 5 shows that those residing in a higher proportion of households 

receiving public assistance are not significantly depressed net of social relationships.  

Although the percentage of households receiving public assistance is not predictive of 

depressive symptoms, with the adjustment for social relationships, the coefficient size 

changes only with the inclusion of social support, indicating that social support shows 
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stronger mediating effects than do social participation and social integration.  

Accordingly, the findings of Table 5-6 indicate that the percentage of households 

receiving public assistance is associated with depression, and social relationships account 

for negative effects on depression.   

 Table 5-7 presents what happens when social relationships are progressively 

included in the model showing that the percentage of adults unemployment is predictive 

of W1 depression.  The percentage of adults unemployment was associated with lower 

levels of depressive symptoms over and above individual controls (Model 1).  The 

inclusion of social support appeared to account for the association between the 

percentage of adults unemployment and depression in that the coefficient of adults 

unemployment reduced by 27.2 percent ([.011-.008/.011]). The percentage of adults 

unemployment still remained significant, however (Model 2).  This result was similarly 

found in Model 3 (social participation) and Model 4 (social integration).  Even with the 

simultaneous inclusion of social relationships in Model 5, the percentage of adults 

unemployment still had a negative effect on depression.  These results indicate that social 

relationships had only little effect on the association between the percentage of adults 

unemployment and depression. 

Table 5-8 presents what happens when social relationships are progressively 

included in the model showing that the percentage of foreign-born is predictive of W1 

depression. The percentage of foreign-born was significantly associated with lower levels 

of depressive symptoms without adjustment for social relationships (Model 1). Those 

living in neighborhoods with a high proportion of foreign-born residents were more likely 

to be depressed. With the inclusion of social support (Model 2) and social participation 

(Model 3), the percent of foreign-born was still a significant predictor of depression.  

With the inclusion of social integration (Model 4), the percentage of foreign-born was not 
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significantly associated with depressive symptoms, indicating that social integration 

accounts for the association between the percentage of foreign-born and depression.  

Model 5 also shows that the percentage of foreign-born was not predictive of levels of 

depressive symptoms with the simultaneous inclusion of social relationships.  These 

findings show that those living in neighborhoods with a higher proportion of foreign-born 

residents are more depressed than those with a lower proportion of foreign-born 

neighbors, because they are social disintegrated. 

Table 5-9 presents what happens when social relationships are progressively 

included in the model in which the percentage of female-headed households is predictive 

of W1 depression. The percentage of female-headed households was significantly 

associated with lower levels of depressive symptoms without adjustment for social 

relationships. With the inclusion of social support, the percentage of female-headed 

households was not any more predictive of depression.  Social support accounted for the 

relationship between the percentage of female-headed households and depression (Model 

2).  This result is also shown in Model 3 and Model 4, in that the percentage of female-

headed households was not a significant predictor of depression with the adjustment for 

social participation and social integration apiece.  Model 5 showed that those residing in 

a higher proportion of female-headed-household neighborhoods were not any more 

depressed, net of social relationships. With the simultaneous inclusion of social 

relationships, the size of coefficients of social relationships change, but the significance 

levels did not largely change, indicating that each type of social relationship has an 

independent mediating effect on the association. The findings of Table 5-9 indicate that 

the percent of female-headed households is not associated with lower levels of depression 

because social relationships account for the negative effects on depression.   
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A series of analyses were conducted to examine whether social relationships 

suppress the effects of neighborhood contexts on depression for those neighborhood 

variables not predictive of depression according to Table 5-4.  No suppressing effect of 

social relationships on the association between neighborhood contexts and depression 

was found (results not shown).  With progressive inclusion of social relationships, the 

coefficient of neighborhood context variable changed a bit, but remained insignificant 

throughout the models.  These results indicate that social relationships appear to affect 

depression, independent of neighborhood contexts not predictive of health status, even 

though neighborhood contexts are contributing factors to some of social relationships.   

b) Findings of Self-Rated Health as an Outcome 

According to Table 5-4, the percentage of households receiving public assistance, 

households under poverty, adults unemployment, education 16+ years, and female-

headed households are associated with W1 self-rated health.  The percentage of education 

16+ years, residential stability, and female-headed households  are associated with W2 

self-rated health, adjusting for baseline health (W1 self-rated health); thus the mediation 

model for W2 self-rated health is tested among those variables.  Neighborhood context 

variables not predicting self-rated health are tested for suppressing mechanisms.   

Table 5-10 presents what happens when social relationships are progressively 

included in the model showing that the percentage of households receiving public 

assistance is predictive of W1 self-rated health. Those residing in neighborhoods with a 

high proportion of households receiving public assistance were significantly more likely 

to have fair/poor health (Model 1). Inclusion of social support (Model 2), social 

participation (Model 3), and social integration (Model 4) appeared to have little effect on 

the association between the percentage of households receiving public assistance and W1 
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self-rated health in that the odds ratios of the percentage of households receiving public 

assistance did not largely change and still remained significant.  Simultaneous inclusion 

of social relationships also showed an identical result (Model 5).  Among social 

relationships, I found that health regulation, friends/relatives support, and enacted support 

were associated with lower odds ratios of both fair/poor and good self-rated health as 

compared to excellent/very good self-rated health.  Volunteering hours was associated 

with better self-rated health, too.  Contrary to models testing W1 depression, advisory 

integration was not significantly predictive of self-rated health.  These results show that 

social relationships do not account for the effect of the percentage of households 

receiving public assistance on W1 self-rated health. 

The results of the percentage of households receiving public assistance and W1 

self-rated health are similarly found among the regression results of W1 self-rated health 

on other neighborhood context variables and social relationships.  Those residing in 

neighborhoods with a high proportion of households under poverty were significantly 

more likely to have fair/poor health.  Inclusion of social support, social participation, and 

social integration appeared to have little effect on the association between the percentage 

of households under poverty and W1 self-rated health, in that the odds ratios of the 

percentage of households under the poverty level did not largely change and still 

remained significant.  Simultaneous inclusion of social relationships did not substantially 

reduce the effect of the parentage of households under poverty on W1 self-rated health.  

This pattern is also found among the regression results of W1 self-rated health on the 

percentage of adults unemployment, education 16+ years, female-headed households, and 

social relationships.  In summary, social relationships are generally associated with self-

rated health, but do not largely mediate the association between neighborhood contexts 

and W1 self-rated health. 
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Patterns of neighborhood contexts on W1 self-rated health are also observed 

among findings for W2 self-rated health.  Table 5-11 presents what happens when social 

relationships are progressively included in the model showing that the percentage of 

education 16+ years is predictive of W2 self-rated health when controlling for individual 

socio-demographics and baseline health status. Those residing in neighborhoods with a 

high proportion of residents having more than 16 years of education were significantly 

more likely to have good health as opposed to excellent/very good health at a marginal 

significance level (Model 1).  Inclusion of social support (Model 2), social participation 

(Model 3), and social integration (Model 4) appeared to have little effect on the 

association between the percentage of education 16+ years and W2 self-rated health, in 

that the odds ratios of the percentage of households with education 16+ years were not 

substantially reduced, even if there was a change in significance level.  The simultaneous 

inclusion of social relationships showed similar results; the odds ratios of percentage of 

education of 16+ years remained almost the same, net of social relationships (Model 5).  

These results indicate that social relationships explained some association between the 

percentage of residents with education over 16 years in neighborhoods, but social 

relationships did not largely mediate the association.  

This pattern is also found for the percentage of foreign-born residents and the 

percentage of residential stability. These findings indicate that some of the neighborhood 

characteristics are predictive of changes in self-rated health over time, but social 

relationships do not account for the effect of neighborhood characteristics on W2 self-

rated health. Health regulation, the support of friends and relatives, enacted support, and 

volunteering hours are predictive of W2 self-rated health, but they did not mediate the 

association.  As expected, W1 self-rated health is a strong predictor of W2 self-rated 

health in each model (results not shown).  Thus, social relationships do not account for 
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the effects of neighborhood characteristics on health status, while social relationships 

mediate some of the associations between neighborhood contexts and depression. 

A series of analyses were conducted to examine whether social relationships 

suppress the effects of neighborhood contexts on self-rated health for neighborhood 

variables that are not predictive of depression, according to Table 5-4.  No suppressing 

effect of social relationships on the association between neighborhood contexts and self-

rated health was found, and those results are similar to the findings for depression (results 

not shown). With the progressive inclusion of social relationships, the odds ratios of the 

neighborhood context variable changed a little bit, but remained insignificant throughout  

the models.  These results indicate that social relationships appear to affect self-rated 

health independent of neighborhood contexts, even though neighborhood contexts are 

contributing factors to some of the social relationships.   

2) NEIGHBORHOOD CONTEXTS AND SOCIAL RELATIONSHIPS: MODERATION MECHANISM 

Mediation mechanism models show that a variety of social relationships mediate 

the effects of neighborhood characteristics on W1 depression.  Social relationships do not 

largely account for the association between neighborhood characteristics on self-rated 

health at both waves.  No suppressing effect of social relationships on the association 

between neighborhood contexts and health status is found. Even though social 

relationships appear to mediate the association between neighborhood characteristics and 

health status in limited cases, the effects of social relationships on health status may very 

by social contexts.  The beneficial effect of social relationships on health status can be 

stronger while individuals are residing in neighborhoods with social and structural 

disadvantages, because people living in troubled situations need more psychological 

resources to cope with than those who do not.  On the contrary, the salutary effect of 
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social relationships on health status can be weaker if individuals are residing in 

neighborhoods with plentiful social resources because individuals do not particularly 

need support from social networks in neighborhoods. The moderation model is confirmed 

if the interaction term of neighborhood variable and social relationships is significantly 

regressed on health status.  The interaction terms of social relationships and 

neighborhood variables are examined by social support, social participation, and social 

integration as a group.  Due to the limits of space, only significant interaction terms are 

reported in the following tables.   

a) Findings of Depression as an Outcome 

 The results of testing the fourth research question are shown in Tables 5-12 to 5-

15. Table 5-12 presents the significant interaction terms of social relationships and 

neighborhood variables for W1 depression.  If the interaction terms are negative, then 

individuals get more benefit from social relationships if they reside in neighborhoods 

with a greater prevalence of certain contextual dimensions.  Individuals received stronger 

psychological support from confidants if they resided in neighborhoods with a higher 

proportion of foreign-born and a lower proportion of residential stability.  Those 

spending their time in helping others also get more psychological support if they were 

living in neighborhoods with a higher prevalence of households receiving public 

assistance, female-headed households, and residential stability.  These results indicate 

that certain types of social relationships are psychologically more beneficial for residents 

living in neighborhoods lacking in social and structural resources.  The percentage of 

education over 16 years provided the mixed moderation results.  Residents received more 

psychological support from volunteering if they lived in neighborhoods with higher 

percentage of education over 16 years; however, they received weaker support from 
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church attendance if they lived in neighborhoods with higher percentage of education 

over 16 years.  The education level of residents in neighborhoods thus has different 

moderating effects on church attendance and volunteering. 

Table 5-13 presents the significant interaction terms of social relationships and 

neighborhood variables for W2 depression, controlling for the baseline health status.  

Neighborhood context variables were not associated with W2 depression, but they 

moderated a certain number of associations between social relationships and depression.  

Individuals received stronger support from friends/relatives, health regulation, and 

volunteering if they resided in neighborhoods with higher proportion of residential 

stability.  On the contrary, the percentage of foreign-born residents provided the mixed 

results; volunteering and friends/relatives support were psychologically less beneficial for 

those living in neighborhoods with higher proportion of foreign-born residents; however, 

church attendance was psychologically more beneficial for those living in neighborhoods 

with higher proportion of foreign-born residents. 

Even though social relationships are generally predictive of fewer depressive 

symptoms, their effects on depression vary by certain social and structural characteristics 

of neighborhoods where people reside. The moderating effects of neighborhood context 

variables are not consistent between the results of W1 and W2 depression.  For instance, 

the percentage of households receiving public assistance moderated the effect of enacted 

support, church attendance, and formal integration on W1 depression, but did not 

moderate the effect of any social relationships on W2 depression.  In sum, neighborhood 

characteristics appear to moderate the association between social relationships and health 

status in some cases, but the direction of moderation is dependent upon the conjunctures 

of social relationships and health status.   
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b) Findings of Self-Rated Health as an Outcome 

 Table 5-14 presents the significant interaction terms of social relationships and 

neighborhood context variables for W1 self-rated health.  If the odds ratios of interaction 

terms are greater than 1, social relationships are more beneficial for self-rated health if 

respondents are living in the neighborhoods with the lower prevalence of social or 

structural characteristics.  Odds ratios less than 1 refers that social relationships are more 

beneficial for self-rated health if respondents are living in the neighborhoods with the 

higher prevalence of social or structural characteristic.  Odds ratios less than 1 are 

comparable to negative interaction terms of social relationship and neighborhood 

variables for depression, and greater than 1 are comparable to positive interaction terms 

for depression. 

The moderating effects of neighborhood characteristics on the association 

between social relationships and W1 self-rated health vary by the conjunctures of social 

relationships and neighborhood characteristics. Health regulation was less likely to 

predict declines in health for those who were living in neighborhoods with a higher 

percentage of households receiving public assistance, under the poverty level, headed by 

females, or having residential stability. Volunteering hours was less likely to predict 

declines in health for those living in neighborhoods with a higher percentage of education 

(16+ years) and residential stability than those with a lower level of neighborhood 

characteristics.  These patterns are similar for enacted support, which was less likely to 

predict worse health for those living in a higher percentage of foreign-born and 

residential stability than those with a lower level of the same neighborhood 

characteristics.  

Nevertheless, the moderating effects of neighborhood contexts are not uniform 

throughout findings. Individuals reporting a high level of friends/relatives support were 
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less likely to experience declines in health for those who were residing in neighborhoods 

with a higher percentage of residential stability. On the contrary, friends/relatives support 

was more likely to predict declines in health for those who were residing in 

neighborhoods with a higher percentage of households under poverty, education 16+ 

years, foreign-born residents, and female headed households.  Accordingly, social 

relationships are generally predictive of better self-rated health, but the salutary effects of 

social relationships on health outcomes are weaker or stronger under specific conditions 

in neighborhood contexts.   

Table 5-15 presents the significant interaction terms of social relationships and 

neighborhood variables for W2 self-rated health, controlling for baseline health status.  

The moderating effects of neighborhood characteristics on the association between social 

relationships and W2 self-rated health are inconsistent, a situation similar to the 

moderation results for W1 self-rated health.  For example, friends/relatives support was 

more likely to predict declines in health for those living in neighborhoods with a high 

prevalence of households receiving public assistance, under poverty, and adults 

unemployment; however, friends/relatives support was less likely to predict declines in 

health for those living in a high percentage of education 16+ years. 

This pattern is similar in other cases.  Volunteering was more likely to predict 

declines in health for those living in neighborhoods with a high percentage of foreign-

born residents; however, volunteering was less likely to predict declines in health for 

those living in neighborhoods with higher levels of residential stability.  The moderating 

effects of neighborhood context variables are not consistent between results of W1 and 

W2 self-rated health either.  For instance, the percentage of households receiving public 

assistance moderated the effect of health regulation on W1 self-rated health, but 

moderated the effect of confidant support, friends/relatives support, and informal 
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integration on W2 self-rated health. In conclusion, the moderating effects of 

neighborhood characteristics on the association between social relationships and self-

rated health at both waves are found in several cases, but they do not clearly show a 

persistent patterns; thus, the effects of social relationships on self-rated health are in part 

contingent upon the neighborhood context in which individuals are embedded.  

 

5. Summary 

In this chapter, I tested four research questions to examine the association among 

neighborhood contexts, social relationships, and health status.  A summary of the main 

findings is presented below, in the order of the research questions. 

(1) Neighborhood contexts are associated with both depression and self-rated 

health net of controls, but the significant associations are mostly found among W1 health 

status.  For depression, the percentage of households receiving public assistance, adults 

unemployment, foreign-born, and female-headed households are associated with the 

higher levels of W1 depression.  Controlling for the effects of baseline health status at the 

first wave, neighborhood contexts do not predict W2 depression.  For W1 self-rated 

health, those living in the higher levels of households receiving assistance, adults 

unemployment, and female headed are more likely to have fair/poor self-rated health, as 

opposed to excellent/very good self-rated health.  On the contrary, those living in 

neighborhoods with the higher levels of education 16+ years are less likely to experience 

fair/poor self-rated health.  For W2 self-rated health, those living in neighborhoods with 

the higher levels of education 16+ years are less likely to have fair/poor and good self-

rated health, just the opposite of the result for W1 self-rated health.  
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(2) Neighborhood contexts are predictive of a variety of social relationships.   

Four neighborhood characteristics referring to the extent of socioeconomic disadvantage 

of neighborhoods—the percentage of households receiving public assistance, households 

under the poverty level, adults unemployment, and female-headed households--are 

generally predictive of lower levels of social relationships.  The percentage of foreign-

born also predicts a number of the lower levels of social relationships.  The percentage of 

education with 16+ years and residential stability provide mixed results.  The education 

levels of neighborhoods predict lower levels of church attendance but higher levels of 

informal integration.  Residential stability is associated with a higher level of 

volunteering and church attendance, but a lower level of confidant support.  These results 

show that the extent of education 16+ years and residential stability entail distinctive 

features to account for social and structural process in neighborhoods.   

(3) Social relationships mediate some of the associations between neighborhood 

contexts and health status.  Social relationships account for the associations between the 

percentage of households receiving public assistance, foreign-born, and female headed on 

W1 depression.  None of the social relationships account for the association between 

neighborhood contexts and W2 depression, because neighborhood contexts are not 

predictive of W2 depression.  For self-rated health, social relationships do not largely 

account for the effects of neighborhood contexts on self-rated health at both waves.  No 

social relationship has a suppressing effect on the association between neighborhood 

context variables and health status. 

(4) The associations between social relationships and health status are moderated 

by some social and structural characteristics of neighborhood contexts, but the 

moderating effects are not uniform by the types of social relationships and neighborhood 

characteristics.  Social relationships are related to lower levels of depression and better 
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self-rated health, or higher levels of depression and poorer self-rated health, contingent 

upon the conjunctures of the specific type of social relationships and the neighborhood 

contexts in which residents are embedded.  Thus, the salutary effects of social 

relationships on health status appear to be stronger or weaker, by the contextual 

dimensions of neighborhoods. 
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Table 5-1. Weighted Descriptive Information on Social Relationships, Control 
Variables, and Health Outcomes.  
 
 Mean S.D. N Range Alpha 

Social Support      

Confidant Support  2.318 1.795 3617 0 – 7     NA 

Friends/Relatives Support -.000 1.000 3617 -4.678 – 1.427 .68 

Health Regulation .492 .560 3616 1 - 4     NA 

Enacted Support 2.152 3.365 3617  0.000 – 1.386     NA 

Social Participation      

Volunteering -2.226 5.267 3617 -6.908 – 5.298     NA 

Church Attendance 3.311 1.795 3614 1 – 6     NA 

Social Integration      

Advisory Integration 8.377 8.235 3617 0 – 40     NA 

Informal Integration .000 1.000 3617 -3.070 – 1.347 .56 

Control Variables      

Age 47.111 16.446 3617 24 – 96     NA 

Gender (Female) .529 .499 3617 0 – 1     NA 

Race (Black) .110 .312 3617 0 – 1     NA 

Education 1.117 .855 3617 0 – 2     NA 

Household Income 5.325 2.584 3617 1 – 10     NA 

Health Outcomes      

Depression, 1986 (W1) .000 .999 3617 -1.184 – 4.474 .89 

Depression, 1989 (W2) a -.070 .977 2867 -1.362 – 4.254 .82 

Self-rated Health, 1986 (W1) .509 .744 3617 0 – 2 NA 

Self-rated Health, 1989 (W2) a b .597 .755 2867 0 – 2 NA 
 

a Weight variable for the second wave is adjusted. 
b Non-response and mortality are not included in the table.  The mean is based upon a reported 
self-rated health score. 
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Table 5-2. Correlations among Social Relationships and Health Outcomes  
 

 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) 

(1) Confidant Support 1.00            

(2) Friends/Relatives Support .19* 1.00           

(3) Health Regulation  .04* -.09* 1.00          

(4) Enacted Support  .13* -.07 .06* 1.00         

(5) Volunteering  .12* .05* .04* .32* 1.00        

(6) Church Attendance .05 .14* -.00 .01* .28* 1.00       

(7) Advisory Integration  .29* .20* .03 .15* .18* .08* 1.00      

(8) Informal Integration  .16* .12* .02 .23* .19* .11* .15* 1.00     

(9) Depression W1  -.12* -.27* .17* -.14* -.14* -.07* -.16* -.10* 1.00    

(10) Depression W2  -.12* -.18* .12* -.15* -.16* -.04* -.10* -.08* .51* 1.00   

(11) Self-rated Health W1  -.04* -.05* .17* -.24* -.16* -.01 -.07* -.11* .33* .29* 1.00  

(12) Self-rated Health W2  -.04* -.04* .12* -.19* -.18* -.01 -.06* -.09* .29* .38* .56* 1.00 

 
* p < .05 
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Table 5-3. Descriptive Information on Neighborhood Contexts and Correlations among Neighborhood Contexts and 
Health Outcomes  
 

 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 

(1) % HH Receiving Assistance 1.00           

(2) % HH under Poverty .81* 1.00          

(3) % Adults unemployment .62* .51* 1.00         

(4) % Education 16+ years -.48* -.48* -.44* 1.00        

(5) % Foreign-born .02 .00 -.04* .12* 1.00       

(6) % Female-headed HH .82* .71* .51* -.30* .04* 1.00      

(7) % Residential Stability .23* .14* .11* -.29* -.19* .11* 1.00     

(8) Depression W1  .17* .16* .11* -.10* .03* .18* .00 1.00    

(9) Depression W2  .16* .16* .10* -.12* .00 .16* .04* .51* 1.00   

(10) Self-rated Health W1  .17* .19* .10* -.14* -.02 .14* .08* .33* .29* 1.00  

(11) Self-rated Health W2  .16* .17* .11* -.12* -.05* .13* .07* .29* .38* .56* 1.00 

Mean 7.781 11.836 6.830 15.037 6.134 13.321 53.967     

S.D. 6.986 10.514 4.418 11.371 7.982 9.884 16.286     

Range 0 - 58 0 - 64 0 - 33 0 - 70 0 - 85 0 - 100 3 - 99     

N 3617 3617 3617 3617 3617 3617 3617     

 
* p <.05
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Table 5-4. Aggregate Results of Regression of Health Outcomes on Neighborhood 
Contexts a 

 
 Depression b   Self-rated Health  c 

Wave 1 Wave 2 
 
 Wave 1 Wave 2 

Good 
Health 

Fair/Poor 
Health 

Good 
Health 

Fair/Poor 
Health 

% HH Receiving 
Assistance .004+ .001 1.008 1.034*** .993 .993 

% HH under Poverty .000 -.000 .998 1.017** .993 .998 

% Adults 
Unemployment .011** .001 1.008 1.039** .988 .998 

% Education  
16+ years -.000 -.000 .992* .992 1.008+ 1.008 

% Foreign-born .005** -.001 .994 1.001 1.013* .982+ 

% Female-headed HH .004+ -.000 1.000 1.017* 1.003 .994 

% Residential 
Stability .001 .001 .998 .998 .993* 1.002 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
b Unstandardized coefficients are presented for depression.  
c Odds ratios are presented for self-rated health.  Reference category is Excellent/Very Good self-

rated health. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 5-5. Unstandardized Coefficients from the Aggregate Results of Multivariate Regression of Social Relationships 
on Neighborhood Contexts (OLS Regression Estimates) a 

 
 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

% HH Receiving 
Assistance -.012** -.002 -.001 -.031*** -.034* .005 -.021 -.004 

% HH under 
Poverty -.008** .002 -.004+ -.027*** -.015+ .005 -.001 -.005** 

% Adults 
Unemployment -.015* -.006 .005 .004 .010 -.021** -.011 -.004 

% Education  
16+ years .004 .001 .000 -.003 -.012 -.012*** -.018 .007*** 

% Foreign-born -.007+ -.007*** -.005*** -.044*** -.056*** -.001 -.123*** -.009*** 

% Female-
headed HH -.006+ -.001 .000 -.020** -.028* -.008* -.035* .004* 

% Residential 
Stability -.004* .001 .000 -.001 .017** .013*** .011 .001 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 5-6. Regression of W1 Depression on the Percentage of Households Receiving 
Public Assistance and Social Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 

(Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  

 

 

 

 

 

 

 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Neighborhood Contexts      

% of HH Receiving  
Public Assistance .004+ .003 .004 .003 .003 

Social Support      

Confidant Support  -- -.034*** -- -- -.023* 

Friends/Relatives Support -- -.234*** -- -- -.211*** 

Health Regulation -- .161*** -- -- .167*** 

Enacted Support -- -.031*** -- -- -.023*** 

Social Participation      

Volunteering -- -- -.013*** -- -.007*** 

Church Attendance -- -- -.040*** -- -.029*** 

Social Integration      

Advisory Integration -- -- -- -.014*** -.007*** 

Informal Integration -- -- -- -.083*** -.037* 

Constant .647*** .271*** .670*** .766*** .324** 

Adjusted R2 .069 .175 .080 .092 .184 
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Table 5-7. Regression of W1 Depression on the Percentage of Adults Unemployment 
and Social Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Neighborhood Contexts      

% of Adults Unemployment .011** .008* .010** .010** .008* 

Social Support      

Confidant Support  -- -.034*** -- -- -.022* 

Friends/Relatives Support -- -.233*** -- -- -.212*** 

Health Regulation -- .160*** -- -- .167*** 

Enacted Support -- -.031*** -- -- -.024*** 

Social Participation      

Volunteering -- -- -.013*** -- -.007* 

Church Attendance -- -- -.038*** -- -.027** 

Social Integration      

Advisory Integration -- -- -- -.013*** -.007*** 

Informal Integration -- -- -- -.083*** -.037* 

Constant .607*** .249*** .632*** .725*** .293** 

Adjusted R2 .070 .176 .082 .093 .185 
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Table 5-8. Regression of W1 Depression on the Percentage of Foreign-born 
Residents and Social Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Neighborhood Contexts      

% of Foreign-born .005** .004* .005* .003 .003 

Social Support      

Confidant Support  -- -.035*** -- -- -.023* 

Friends/Relatives Support -- -.232*** -- -- -.212*** 

Health Regulation -- .162*** -- -- .167*** 

Enacted Support -- -.030*** -- -- -.023*** 

Social Participation      

Volunteering -- -- -.012*** -- -.007*** 

Church Attendance -- -- -.040*** -- -.029*** 

Social Integration      

Advisory Integration -- -- -- -.014*** -.006*** 

Informal Integration -- -- -- -.082*** -.037* 

Constant .653*** .281*** .689*** .785*** .334* 

Adjusted R2 .069 .176 .081 .092 .184 
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Table 5-9. Regression of W1 Depression on the Percentage of Female-headed 
Households and Social Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), 
race (Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Neighborhood Contexts      

% of Female-headed HH .004+ .003 .003 .004 .002 

Social Support      

Confidant Support  -- -.035*** -- -- -.023* 

Friends/Relatives Support -- -.233*** -- -- -.212*** 

Health Regulation -- .161*** -- -- .167*** 

Enacted Support -- -.031*** -- -- -.023*** 

Social Participation      

Volunteering -- -- -.013** -- -.007*** 

Church Attendance -- -- -.039*** -- -.028*** 

Social Integration      

Advisory Integration -- -- -- -.014*** -.006*** 

Informal Integration -- -- -- -.086*** -.038* 

Constant .630*** .268*** .666*** .745*** .314*** 

Adjusted R2 .069 .175 .081 .092 .184 
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Table 5-10. Regression of W1 Self-Rated Health on the Percentage of Households Receiving Public Assistance and 
Social Relationships (Multinomial Regression Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Neighborhood Contexts           

% HH Receiving Assistance 1.008 1.034** 1.010 1.034** 1.008 1.032*** 1.09 1.033*** 1.009 1.033** 

Social Support           

Confidant Support  -- -- 1.038 1.000 -- -- -- -- 1.041 1.007 

Friends/Relatives Support -- -- .785*** .775*** -- -- -- -- .788*** .791*** 

Health Regulation -- -- 1.279*** 1.709*** -- -- -- -- 1.287*** 1.741*** 

Enacted Support -- -- .966* .912*** -- -- -- -- .976+ .933*** 

Social Participation           

Volunteering -- -- -- -- .985 .951*** -- -- .986 .956***

Church Attendance -- -- -- -- 1.004 .956 -- -- 1.014 .966 

Social Integration           

Advisory Integration -- -- -- -- -- -- .999 .994 1.003 1.004 

Informal Integration -- -- -- -- -- -- .908* .851+ .929   .908+ 

Pseudo R2 .088 .122 .096 .090 .126 
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Table 5-11. Regression of W2 Self-Rated Health on the Percentage of Education 16+ Years and Social Relationships 
(Multinomial Regression Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Neighborhood Contexts           

% of Education 16+ years 1.008+ 1.008 1.008+ 1.008 1.007 1.007 1.007 1.009 1.006 1.007 

Social Support           

Confidant Support  -- -- 1.006 .998 -- -- -- -- 1.009 1.014 

Friends/Relatives Support -- -- .807*** .795*** -- -- -- -- .814*** .812** 

Health Regulation -- -- 1.124** 1.202*** -- -- -- -- 1.129** 1.212*** 

Enacted Support -- -- .998 .955* -- -- -- -- 1.005 .979 

Social Participation           

Volunteering -- -- -- -- .983 .944*** -- -- .980+ .952** 

Church Attendance -- -- -- -- .969 .930+ -- -- .975+ 1.024 

Social Integration           

Advisory Integration -- -- -- -- -- -- .989+ .994 .995 1.005 

Informal Integration -- -- -- -- -- -- 1.038 .848+ 1.077 .922 

Pseudo R2 .187 .194 .192 .189 .200 
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Table 5-12. Unstandardized Coefficients from the Aggregate Results of Regression of W1 Depression on Interactions 
between Neighborhood Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

% HH Receiving 
Assistance -- -- -- -.001* -- -.003* -- -- 

% HH under 
Poverty -- -- -- -- -- -.003* -- -- 

% Adults 
unemployment -- -- .006* -- -- -- -- -- 

% Education  
16+ years -- -- -- -- -.001** .003*** -- -- 

% Foreign-born -.003* -- --  -- -- -- -- 

% Female-
headed HH -- -- -- -.001+ -- -- -- -.003* 

% Residential 
Stability -.002* -- -- -.001* -- -- -- -- 

 
a Only significant interaction terms are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 5-13. Unstandardized Coefficients from the Aggregate Results of Regression of W2 Depression on Interactions 
between Neighborhood Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted  
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

% HH Receiving 
Assistance -- -- -- -- -- -- -- -- 

% HH under 
Poverty -- -- -- -- -- -- -- -- 

% Adults 
unemployment .004+ -- -- -- -- -- -- -- 

% Education  
16+ years -- -- -- -- -- -- -- -.003* 

% Foreign-born -- .006* -- -- .001* -.002* -- -- 

% Female-
headed HH .002+ -- -- -- -- -- -- -- 

% Residential 
Stability -- -.002+ -.002* -- -.001* -- -- -- 

 
a Only significant interaction terms are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 5-14. Odds Ratios from the Aggregate Results of Regression of W1 Self-Rated Health on Interactions between 
Neighborhood Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is 
Excellent/Very Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

% HH Receiving 
Assistance -- --  

.986*  -- -- -- -- -- 

% HH under 
Poverty -- 1.009*  

.991* -- -- -- -- -- 

% Adults 
unemployment -- -- -- -- -- -- 1.002* -- 

% Education  
16+ years 

.993** 

.993* 
 

1.010+ -- --  
.998+ 

 
1.009** .998** -- 

% Foreign-born -- 1.010+ -- .997* -- -- --  
.989* 

% Female-
headed HH -- 1.013**  

.990* -- -- -- -- -- 

% Residential 
Stability 

 
1.003+ 992** .994**  

  .998* 
 

.998+ --  
.999+ 1.005+ 

 
a Only significant odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 

Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health. Reference category 
is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 5-15. Odds Ratios from the Aggregate Results of Regression of W2 Self-Rated Health on Interactions between 
Neighborhood Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is 
Excellent/Very Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

% HH Receiving 
Assistance 

.990** 

.993* 
1.017** 

1.021** -- -- -- -- --  
1.018** 

% HH under 
Poverty 

.993** 

 
1.008+ 

1.011+ -- -- -- -- --  

% Adults 
unemployment -- 1.032** 

1.028+ 
 

1.022+ 
.994+ 

 -- -- --  
1.028* 

% Education  
16+ years 

1.005** 

1.009* 
.988** 

.978* -- -- -- 1.005* 

 --  
.989+ 

% Foreign-born -- -- -- -- 1.003** 

1.004* 
 

.989+ 
1.002* 

1.003+ -- 

% Female-
headed HH -- -- -- -- -- -- -- -- 

% Residential 
Stability 

 
.995* -- .995* 

 --  
.998** -- .998*** 

 -- 

 
a Only significant odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 

Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health. Reference category 
is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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CHAPTER 6: WORKPLACE CONTEXTS, SOCIAL 
RELATIONSHIPS AND HEALTH 

1. Research Questions 

The second dimension I examine in the study is workplace contexts.  I test four 

research questions regarding the relationships between workplace contexts, social 

relationships, and health outcomes, schematically presented in Figure 1.  Findings are 

provided below, following the order of research questions.  First, are workplace contexts 

associated with health status at both the cross-sectional and longitudinal settings?  

Second, are workplace contexts associated with a variety of social relationships?  Third, 

do social relationships account for the effect of workplace contexts on health outcomes?  

Fourth, do the associations between social relationships and health outcomes vary by the 

workplace contexts in which individuals are embedded?  

 

2. Multivariate Analyses (1) 

1) WORKPLACE CONTEXTS AND HEALTH OUTCOMES 

Table 6-1 presents the weighted descriptive information of the workplace 

variables and correlations among workplace context variables and health outcomes.  In 

this study, four variables are employed to represent the distinctive contextual dimension 

of workplace environment: supervising role, job decision latitude, physical demands in 

the workplace, and psychological demands in the workplace.  Supervising role was 

positively correlated to job decision latitude and psychological demands.  Job decision 

latitude was negatively correlated with both physical and psychological demands in the 

workplace.  Physical demands and psychological demands were not correlated each 

other.  Even both demands measure the extent to which individuals feel demands from 
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the work they perform in the workplace, no correlation was found.  These results show 

that those four workplace variables exhibit different contextual dimensions in the 

workplace.  Depression at both waves was correlated with each workplace context 

variable.  Self-rated health at both waves was not significantly correlated with either 

psychological or physical demands in the workplace.   

First research question is to test whether workplace contexts are predictive of 

health outcomes.  The results of the correlation above show that self-rated health is not 

significantly correlated with demands at work, but correlation results do not predict the 

relationship between workplace contexts and health status.  The results of testing the first 

research question are shown in Table 6-2, presenting the aggregate results of the 

multivariate regression of health outcomes on workplace at both waves.  Every model 

adjusts for age, gender, race, education, and family income level.  Each cell provides the 

coefficient of workplace variable of the first column on health outcome.   

For W1 depression, both physical and psychological demands significantly 

predicted higher levels of depression over and above individual controls.  This result is 

similar to findings in previous studies examining the effects of job strain on health status 

(Karasek, Jr. et al. 1981; Kuper and Marmot 2003).  Job latitude was associated with 

lower levels of W1 depression, indicating that individuals having a high level of 

autonomy in the workplace appeared to show fewer depressive symptoms than those with 

lower autonomy.   

For W2 depression, both physical and psychological demands in the workplace 

were significantly predictive of higher levels of depressive symptoms controlling for  the 

effect of W1 depression. These results show that individuals reporting a higher levels of 

physical and psychological demands in the workplace are more likely to experience a 



 

 99

mental health decline over time. Job decision latitude was not associated with W2 

depression, however. These results indicate that physical and psychological demands in 

the workplace are associated with decline in depression over the years.  

For self-rated health, supervising role and psychological demands were 

marginally associated with a lower level of W1 self-rated health.  Those who perform in a 

supervising role or report higher levels of psychological demands were more likely to 

experience fair/poor self-rated health as opposed to excellent/very good self-rated health.  

For W2 depression, physical demands were marginally associated with a change in health 

status over time, but the odds ratios are less than 1, indicating that individuals reporting a 

high level of physical demand were less likely to experience declines in health over the 

years.  This result is the opposite to the results for depression.  In sum, the regression 

results of health status on workplace variables show that workplace contexts are 

associated with mental health in both cross-sectional and longitudinal studies, but 

workplace contexts are predictors of self-rated health only at a marginal significance. 

2) WORKPLACE CONTEXTS AND SOCIAL RELATIONSHIPS 

The second research question examines the association between social contexts 

and social relationships.  Workplace is one of the main social contexts in which 

individuals take specific roles along with following responsibility and experience 

stressful life events.  Based upon the aforementioned theoretical backgrounds, individuals 

appear to develop different levels of social relationships according to the roles they are 

taking and strains in the workplace.  The results of testing the second research question 

are shown in Table 6-3. The aggregate results of the regression of social relationships on 

workplace variables are illustrated in that table.  Every model adjusts for age, gender, 

race, education, and family income level to examine whether the associations between 
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workplace variable and social relationships are attributed to individual characteristics.  

Each cell provides the coefficient of workplace variable in the first column for each 

social relationship variable.   

For social support, I regressed confidant support, friends/relatives support, health 

regulation, and enacted support on a wide array of workplace characteristics.  Job 

decision latitude was associated with high levels of confidant support, friends/relatives 

support, and enacted support.  If individuals possess autonomy or independence in the 

workplace, they are more likely to receive support from confidants, friends, or relatives, 

or to spend their time helping others with the adjustment for individual socio-

demographic variables. Physical demands and psychological demands were associated 

with lower levels of friends/relatives support. Physical demands was also predictive of 

confidant support and enacted support at a marginal significance level (p<.10), but 

psychological demands was not a significant predictor.  Given that physical demands in 

the workplace was considered to be a stressful structural environment, the positive 

association between physical demands and social support indicates that physical demands 

in the workplace appears to lead individuals to look for supportive relationships in order 

to cope with strains. 

 For social participation, I regressed volunteering hours and frequency of church 

attendance on a wide array of workplace characteristics.  Supervising role and job latitude 

were predictive of higher levels of volunteering. This result is in part similar to a previous 

result in another study (Wilson and Musick 2000).  Physical demands was predictive of 

lower levels of church attendance and volunteering. Psychological demands did not 

predict either volunteering hours or church attendance. According to these results, 

workplace contexts are significant predictors of social participation. 
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 For social integration, I regressed advisory integration and informal integration on 

a wide array of workplace characteristics.  Supervising role and job decision latitude were 

predictive of a high level of advisory integration. This result indicates that individuals 

taking on supervising roles or having high levels of job decision latitude are more likely 

to have persons on whom to call for help or advice. Job decision latitude was also 

positively associated with informal integration. Physical demands showed a mixed 

pattern predicting social integration.  While physical demands was a significant predictor 

of high levels of advisory integration, low levels of both formal and informal integration 

were nevertheless demonstrated with a significant positive correlation between those 

social integration variables. Individuals reporting high levels of physical demands are 

more likely to look for advice or help from friends or relatives than those with low 

demands, but are loosely integrated with people in formal and informal networks.  

Psychological demands was predictive of a lower level of informal integration. 

 Findings show that workplace contexts are predictive of a wide array of social 

relationships, indicating that individual place and responsibility within structural 

hierarchy and strains from work are linked to the processes of social relationships beyond 

workplace contexts.  Job decision latitude consistently predicts higher levels of social 

relationships. Supervising role was predictive of volunteering and advisory integration. 

Physical demands shows inconsistent results in predicting social relationships.  

Therefore, workplace contexts generally appear to influence the process and structure of 

social relationships. 
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3. Multivariate Analyses (2) 

1) WORKPLACE CONTEXTS AND SOCIAL RELATIONSHIPS: MEDIATION MECHANISM 

The aforementioned findings demonstrate that some of the workplace 

characteristics are significantly predictive of depression and marginally predictive of self-

rated health.  The mediation model is confirmed if the inclusion of social relationships 

diminishes or eliminates the statistically significant effect of the workplace variables on 

health outcomes.   Among workplace context variables, those significantly associated 

with health status are employed as explanatory variables to test mediation models.  But 

the mediation model is also tested for workplace contexts, which were not predictive of 

health because social relationships may have suppressing effects on the association 

between workplace contexts and health.  Social relationships are progressively added by 

groups: Model 1 is a baseline model, Model 2 adjusts for social support, Model 3 adjusts 

for social participation, Model 4 adjusts for social integration, and Model 5 

simultaneously adjusts for social relationships.   

a) Findings of Depression as an Outcome 

The results of testing the third research question are shown from Tables 6-4 to 6-

10.  According to Table 6-4, job decision latitude was associated with a lower level of 

W1 depression, net of controls (Model 1).  Inclusion of social support (Model 2) and 

social integration (Model 4) appeared to account moderately for some of the associations 

between job decision latitude and depression, but job decision latitude was still a 

significant predictor of W1 depression. Adjustment for social participation only slightly 

reduced the coefficient size of job decision latitude for W1 depression (Model 3).  In the 

full model (Model 5), social relationships accounted for 18.4 percent of the association 

between job decision latitude and depression ([-.141–(-.115)]/-.141 = .184), but job 
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decision latitude remained a significant predictor of W1 depression.  These results 

indicate that social relationships only moderately account for the part of the association 

between job decision latitude.   

These results are similarly shown in Tables 6-5 and 6-6.  With the inclusion of 

social support and social integration, the effect of physical demands and psychological 

demands on W1 depression were reduced, but still remained significant.  Physical and 

psychological demands were significant predictors of lower levels of W1 depression, 

even after simultaneous adjustment for social relationships.  Considering findings that job 

latitude and physical demands predict a number of social relationships, the association 

between workplace contexts and W1 depression is only in part explained by differential 

levels of social relationships. 

Tables 6-7 and 6-8 present the outcome of social relationships progressively 

included in the model illustrating that both physical and psychological demands are 

predictive of W2 depression.  Similar to the results of W1 depression, social relationships 

only moderately mediated the effect of physical and psychological demands on W2 

depression.  Considering that residualized analysis is conducted to minimize the effect of 

W1 depression on W2 depression, social relationships did not largely account for the 

association between workplace contexts and both W1 and W2 depression.  

A series of analyses were conducted to examine whether social relationships 

suppress the effects of workplace contexts on depression, for workplace variables that are 

not predictive of depression according to Table 6-2.  No suppressing effect of social 

relationships on the association between workplace contexts and depression was found 

(results not shown). With the progressive inclusion of social relationships, the 

coefficients of workplace changed a bit, but remained insignificant throughout models.  
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These results indicate that social relationships appear to affect depression independent of 

workplace contexts, even though workplace contexts are contributing factors to some 

social relationships.   

b) Findings of Self-Rated Health as an Outcome 

For self-rated health, supervising role and psychological demands were 

marginally predictive of W1 self-rated health.  Tables 6-9 and 6-10 present what happens 

when social relationships are progressively included in the model depicting that 

supervising role and psychological demands were predictive of W1 self-rated health.  

People who take on supervising roles were more likely to show fair/poor health as 

opposed to excellent/very good W1 self-rated health at a marginal significance level.  

With the progressive inclusion of social relationships, the association between 

supervising role and W1 self-rated health remained significant, even though it was at a 

marginal significance level.  These results indicate that social relationships are not a 

crucial mechanism to explain the effect of supervising role on W1 self-rated health.  

According to Table 6-10, people reporting higher levels of psychological 

demands were more likely to show fair/poor health as opposed to excellent/very good W1 

self-rated health at a marginal significance level.  With the inclusion of social support 

(Model 2), psychological demands was not predictive of fair/poor health as opposed to 

very good/excellent health, indicating that social support explained the association 

between psychological demands and W1 self-rated health.  Nevertheless, social 

participation (Model 3) and social integration (Model 4) did not affect the association 

between psychological demands and W1 self-rated health. In the full model (Model 5), 

psychological demands was not predictive of fair/poor health as opposed to very 

good/excellent health, and the mediating effect of social relationships was largely 
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attributed to social support.  These results indicate that social support accounts for the 

effect of psychological demands on W1 self-rated health. 

For W2 self-rated health, physical demands was less likely predictive of declines 

in self-rated health over years.  With the progressive inclusion of social relationships, the 

odds ratios of physical demands on self-rated health did not noticeably change, and 

remained significant.  In the full model, physical demands was still predictive of change 

in health status over time, indicating that social relationships were not mediating the 

association between physical demands and W2 self-rated health.  

A series of analyses were conducted to examine whether social relationships 

suppress the effects of workplace contexts on depression, for workplace variables that are 

not predictive of depression according to Table 6-2. No suppressing effect of social 

relationships on the association between workplace contexts and depression was found 

(results not shown). With the progressive inclusion of social relationships, the odds ratios 

of workplace changed, but remained insignificant throughout models. These results 

indicate that social relationships appear to affect health status independent of workplace 

contexts, even though workplace contexts are factors contributing to some social 

relationships.   

In summary, although workplace contexts are associated with a variety of social 

relationships, social relationships generally account for only the part of the association 

between workplace contexts and health outcomes.  Only social support accounted for the 

effect of psychological demands on W1 self-rated health. These results indicate that 

social relationships and workplace contexts are consequential for health status through 

different mechanisms. 
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2) WORKPLACE CONTEXTS AND SOCIAL RELATIONSHIPS: MODERATION MECHANISM 

The mediation mechanism models show that social relationships do not largely 

account for the effect of workplace contexts on depression and self-rated health in cross-

sectional and longitudinal settings.  Even though social relationships are not primary 

mechanisms between workplace characteristics and health status, the effects of social 

relationships on health status may vary by workplace contexts.  The moderation model of 

workplace contexts is confirmed if a series of interaction terms of workplace variable and 

social relationships is significantly predictive of health status.  Interaction terms of social 

relationships and workplace variables are examined by social support, social 

participation, and social integration.  Due to the limits of space, only significant 

interaction terms are reported in the following tables.   

a) Findings of Depression as an Outcome 

 The results of testing the fourth research question are shown from Tables 6-11 to 

6-14.  Table 6-11 presents the significant interaction terms of social relationships and 

workplace context variables for W1 depression.  If the interaction terms are significant,  

then the workplace context variable moderates the association between social 

relationships and W1 depression.  The supervising role did not moderate the effect of 

social relationships on health, indicating that social relationships are associated with W1 

depression regardless of whether the individual takes on a supervising role in the 

workplace or not.  Unlike a supervising role, job decision latitude moderates a number of 

associations between different types of social relationships and W1 depression, but the 

results are mixed.  Individuals get more psychological support from health regulation and 

church attendance if they report high levels of job decision latitude; however, individuals 

get more psychological support from volunteering and advisory integration if they report 

low levels of job decision latitude. The salutary effect of social relationships on 
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depression is dependent upon the extent of a person’s job decision latitude in the 

workplace. Physical and psychological demands showed different patterns of moderating. 

Advisory integration was psychologically more beneficial for people who reported lower 

levels of physical demands, but the support of friends and relatives was more beneficial 

for people who reported higher levels of psychological demands. 

Table 6-12 presents the significant interaction terms of social relationships and 

workplace context variables for W2 depression. Informal integration was psychologically 

more beneficial for people reporting a non-supervising role and a lower level of job 

latitude than for people reporting a supervising role and a higher level of job latitude.  

This pattern of moderation by job latitude was also found for interactions of job latitude 

and friends/relatives support, as well as enacted support.  Even though job decision 

latitude did not predict W2 depression, it moderates the effect of friends/relatives support, 

enacted support, and informal integration on W2 depression. Lack of physical demands 

was supposed to moderate the effect of social relationships on depression. Psychological 

demands in the workplace moderated the effect of social integration on depression. 

Informal integration was more beneficial for people who reported lower levels of 

psychological demands.  In sum, workplace characteristics moderate the association 

between social relationships and health status in a few cases, but the direction of 

modification is dependent upon the conjunctures of social relationships and workplace 

context variables.  

b) Findings of Self-Rated Health as an Outcome 

 Table 6-13 presents the significant interaction terms of social relationships and 

workplace variables for W1 self-rated health.  If the odds ratios of interaction terms are 

greater than 1, social relationships are more beneficial for self-rated health if respondents 
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report the negative or lower values of workplace context variables.  Odds ratios less than 

1 refer that social relationships are more beneficial for self-rated health if respondents 

report the positive or higher values of workplace context variables.  Odds ratios greater 

than 1 are comparable to the positive interaction terms of social relationships and 

workplace variables for depression, and less than 1 is comparable to negative interaction 

terms for depression. The moderating effects of workplace characteristics on the 

association between social relationships and W1 self-rated health vary by the 

conjunctures of social relationships and workplace characteristics.  Individuals reporting 

a higher level of enacted support, confidant support, and informal integration were more 

likely to experience good or fair/poor health as opposed to very good/excellent self-rated 

health if they took supervising roles.  Put differently, individuals with non-supervising 

roles get more benefit from confidant support, enacted support, and informal integration.  

However, individuals reporting a higher level of friends/relatives support were less likely 

to experience fair/poor health as opposed to very good/excellent self-rated health if they 

took supervising roles, indicating that individuals with non-supervising roles get less 

benefit from the support of friends and relatives.  Mixed moderating effects of workplace 

variables were also found in psychological demands.  Thus, the moderating effects of 

workplace contexts vary by the conjunctures of social relationships and workplace 

variables. 

These mixed patterns are also found in the analyses for W2 self-rated health.  

Table 6-14 presents the significant interaction terms of social relationships and workplace 

variables for W2 self-rated health.  Like the results of W1 self-rated health, the 

moderating effects of workplace on the association between social relationships and W2 

self-rated health vary by the conjunctures of social relationships and workplace variables.  

Individuals reporting a higher levels of confidant support, volunteering, and advisory 
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integration were less likely to experience declines in health if they reported higher levels 

of job decision latitude in the workplace than were those with lower levels of job decision 

latitude, indicating that confidant support, volunteering, and advisory integration were 

more salutary for people with higher levels of job decision latitude.  On the contrary, 

individuals reporting a higher levels of friends/relatives support and enacted support were 

more likely to experience declines in health if they reported higher levels of job decision 

latitude in the workplace than were those with lower levels of job decision latitude, 

indicating that friends/relatives support and enacted support were less salutary for people 

with lower levels of job decision latitude. Thus, the salutary effects of social relationships 

on W2 self-rated health vary by levels of workplace contexts, even though findings show 

that no workplace context is associated with W2 self-rated health. 

 

4. Summary 

In this chapter, I tested four research questions investigating the association 

among workplace contexts, social relationships, and health status.  A summary of the 

main findings follows, in the order of the research questions. 

(1) Workplace contexts are generally associated with depression, but only 

marginally associated with self-rated health.  For depression, job decision latitude, 

physical demands, and psychological demands in the workplace are associated with 

higher levels of W1 depression.  Physical and psychological demands are predictive of 

higher levels of W2 depression.  Supervising role and psychological demands only 

marginally predict fair/poor W1 self-rated health as opposed to excellent/very good self-

rated health.  For W2 self-rated health, physical demands marginally predict good self-

rated health as opposed to excellent/very good self-rated health 
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(2) Workplace contexts are predictive of a variety of social relationships.  

Supervising role is predictive of higher levels of volunteering and advisory integration.  

Job decision latitude is associated with high levels of confidant support, friends/relatives 

support, enacted support, volunteering, and social integration.  Psychological demands is 

predictive of lower levels of friends/relatives support and informal integration.  Physical 

demands shows mixed patterns in predicting social relationships, in that physical 

demands predicts higher levels of enacted support, confidant support, and advisory 

integration, but lower levels of friends/relatives support, church attendance, volunteering, 

and informal integration.   

 (3) Social relationships only moderately account for the effect of job decision 

latitude, physical demands, and psychological demands on W1 depression.  With the 

inclusion of social relationship variables, workplace contexts remain a significant 

predictor of depression.  For self-rated health, social relationships moderately account for 

the association between supervising role and W1 self-rated health as well as physical 

demands and W2 self-rated health.  Social relationships, particularly social support, 

explain the association between psychological demands and W1 self-rated health, 

however.  No social relationship has a suppressing effect on the association between 

workplace context variables and health status. 

(4) The association between social relationships and health status is moderated by 

workplace contexts in some cases, and the moderating effects of workplace context 

variables are dependent upon a diverse conjuncture of social relationships and workplace 

contexts.  Thus, the salutary effects of social relationships on health status appear to be 

stronger or weaker, by the contextual dimensions of workplace. 
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Table 6-1. Descriptive Information on Workplace Contexts and Correlations among Workplace Contexts and Health 
Outcomes a 

 

 (1) (2) (3) (4) (5) (6) (7) (8) 

(1) Supervising Role 1.00        

(2) Job Latitude  .34* 1.00       

(3) Physical Demands .00 -.08* 1.00      

(4) Psychological Demands .13* -.06* .02 1.00     

(5) Depression W1  -.03 -.20* .13* .11* 1.00    

(6) Depression W2  -.03* -.16* .13* .07* .51* 1.00   

(7) Self-rated Health W1  -.06* -.08* .02 -.01 .33* .29* 1.00  

(8) Self-rated Health W2  -.09* -.08* .00 -.02 .29* .38* .56* 1.00 

Mean .478 -.000 -.004 -.004     

S.D. .500 1.000 1.020 1.020     

Range 0 - 1 -3.52 – 1.19 -9 – 1.71 -9 – 2.43     

Alpha     NA .62 .70 .77     

N 1863 1687 1687 1687     

 
* p < .05 
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Table 6-2. Aggregate Results of Regression of Health Outcomes on Workplace 
Contexts a 

 
 Depression b Self-rated Health b c 

Wave 1 Wave 2 
 
 Wave 1 Wave 2 

Good  
Health 

Fair/Poor 
Health 

Good 
Health 

Fair/Poor 
Health 

Supervising Role .060 -.048 .933 1.326+ .992 .832 

Job Latitude  -.141* -.007 .923 .913 1.025 .909 

Physical Demands .055* .043* 1.009 1.004 .897+ 1.080 

Psychological 
Demands .133* .068*** 1.089 1.153+ 1.055 1.053 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
b Unstandardized coefficients are presented for depression.  
c Odds ratios are presented for self-rated health.  Reference category is Excellent/Very Good self-

rated health. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 6-3. Unstandardized Coefficients from the Aggregate Results of Regression of Social Relationships on 
Workplace Contexts (OLS Regression Estimates) a 

 
 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relative 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

Supervising Role -.025 -.029 .033 .136 .447* -.031 .837* -.021 

Job Latitude  .086* .063** .034 .218** .486*** -.052 .751*** .095*** 

Physical 
Demands .073+ -.076*** -.006 .115+ -.248* -.133*** .436* -.047* 

Psychological 
Demands .044 -.044* .109 -.108 -.021 -.047 .262 -.048* 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 6-4. Regression of W1 Depression on Job Decision Latitude and Social 
Relationships (OLS Regression Estimates) a 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Workplace Contexts      

Job Latitude -.141*** -.122*** -.137*** -.123*** -.117*** 

Social Support      

Confidant Support  -- -.033*** -- -- -.022* 

Friends/Relatives Support -- -.228*** -- -- -.207*** 

Health Regulation -- .161*** -- -- .167*** 

Enacted Support -- -.029*** -- -- -.022*** 

Social Participation      

Volunteering -- -- -.011*** -- -.005+ 

Church Attendance -- -- -.043*** -- -.031*** 

Social Integration      

Advisory Integration -- -- -- -.013*** -.006** 

Informal Integration -- -- -- -.082*** -.036* 

Constant .628*** .252*** .672*** .743*** .316* 

Adjusted R2 .083 .186 .095 .104 .195 
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Table 6-5. Regression of W1 Depression on Physical Demands and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Workplace Contexts      

Physical Demands .055** .044* .046** .057** .040* 

Social Support      

Confidant Support  -- -.035*** -- -- -.022* 

Friends/Relatives Support -- -.229*** -- -- -.207*** 

Health Regulation -- .160*** -- -- .165*** 

Enacted Support -- -.031*** -- -- -.023*** 

Social Participation      

Volunteering -- -- -.013*** -- -.006* 

Church Attendance -- -- -.039*** -- -.028** 

Social Integration      

Advisory Integration -- -- -- -.013*** -.006*** 

Informal Integration -- -- -- -.086*** -.040* 

Constant .663*** .295*** .692*** .774*** .346*** 

Adjusted R2 .073 .176 .096 .950 .188 



 

 116

Table 6-6. Regression of W1 Depression on Psychological Demands and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Workplace Contexts      

Psychological Demands .132** .104* .130*** .133*** .103*** 

Social Support      

Confidant Support  -- -.035*** -- -- -.023* 

Friends/Relatives Support -- -.229*** -- -- -.207*** 

Health Regulation -- .154*** -- -- .159*** 

Enacted Support -- -.030*** -- -- -.022*** 

Social Participation      

Volunteering -- -- -.013*** -- -.006* 

Church Attendance -- -- -.038*** -- -.028** 

Social Integration      

Advisory Integration -- -- -- -.014*** -.006*** 

Informal Integration -- -- -- -.084*** -.038* 

Constant .724*** .355*** .745*** .839*** .401* 

Adjusted R2 .082 .184 .094 .106 .194 
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Table 6-7.  Regression of W2 Depression on Physical Demands and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Workplace Contexts      

Physical Demands .043* .043* .041* .042* .040* 

Social Support      

Confidant Support  -- -.026*** -- -- -.027** 

Friends/Relatives Support -- -.063*** -- -- -.062*** 

Health Regulation -- .069*** -- -- .070*** 

Enacted Support -- -.014*** -- -- -.011* 

Social Participation      

Volunteering -- -- -.007* -- -.004 

Church Attendance -- -- -.008 -- -.006 

Social Integration      

Advisory Integration -- -- -- -.001 .002 

Informal Integration -- -- -- -.039* -.017 

Constant .490*** .382*** .476*** .501*** .342+** 

Adjusted R2 .094 .112 .096 .096 .113 
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Table 6-8.  Regression of W2 Depression on Psychological Demands and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Workplace Contexts      

Psychological Demands .068*** .058** .067* .067* .056* 

Social Support      

Confidant Support  -- -.026*** -- -- -.027** 

Friends/Relatives Support -- -.063*** -- -- -.062*** 

Health Regulation -- .065*** -- -- .067*** 

Enacted Support -- -.012* -- -- -.010+ 

Social Participation      

Volunteering -- -- -.006* -- -.004 

Church Attendance -- -- -.009 -- -.005 

Social Integration      

Advisory Integration -- -- -- -.001 .002 

Informal Integration -- -- -- -.033* -.017 

Constant .530*** .423*** .514*** .517*** .373+** 

Adjusted R2 .096 .113 .098 .098 .113 
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Table 6-9. Regression of W1 Self-Rated Health on Supervising Role and Social Relationships (Multinomial Regression 
Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Workplace Contexts           

Supervising Role .933 1.326+ .933 1.327+ .920 1.366+ .930 1.335+ .934 1.352+ 

Social Support           

Confidant Support  -- -- 1.045+ 1.011 -- -- -- -- 1.047+ 1.018 

Friends/Relatives Support -- -- .788*** .781*** -- -- -- -- .791*** .797*** 

Health Regulation -- -- 1.279*** 1.691*** -- -- -- -- 1.288*** 1.726*** 

Enacted Support -- -- .967* .910*** -- -- -- -- .975+ .933*** 

Social Participation           

Volunteering -- -- -- -- .990 .959*** -- -- .985 .956** 

Church Attendance -- -- -- -- 1.015 .993 -- -- 1.015 .966 

Social Integration           

Advisory Integration -- -- -- -- -- -- 1.001 .998 1.005 1.006 

Informal Integration -- -- -- -- -- -- .891* .821*** .911* .874* 

Pseudo R2 .102 .135 .151 .106 .139 
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Table 6-10. Regression of W1 Self-Rated Health on Psychological Demands and Social Relationships (Multinomial 
Regression Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Workplace Contexts           

Psychological Demands 1.089 1.152+ 1.048 1.068 1.087 1.148+ 1.082 1.147+ 1.044 1.064 

Social Support           

Confidant Support  -- -- 1.039 1.001 -- -- -- -- 1.041 1.008 

Friends/Relatives Support -- -- .789*** .782*** -- -- -- -- .792*** .800*** 

Health Regulation -- -- 1.278*** 1.691*** -- -- -- -- 1.289*** 1.731*** 

Enacted Support -- -- .966** .909*** -- -- -- -- .976+ .933*** 

Social Participation           

Volunteering -- -- -- -- .983+ .947*** -- -- .983+ .953** 

Church Attendance -- -- -- -- 1.005 .958 -- -- 1.016 .969 

Social Integration           

Advisory Integration -- -- -- -- -- -- 1.005 .995 1.004 1.006 

Informal Integration -- -- -- -- -- -- .889* .817+** .908* .871* 

Pseudo R2 .098 .131 .103 .102 .136 
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Table 6-11. Unstandardized Coefficients from the Aggregate Results of Regression of W1 Depression on Interactions 
between Workplace Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

Supervising Role -- -- -- -- -- -- -- -- 

Job Latitude  -- -- -.057* -- .013** -.059*** .005* -- 

Physical 
Demands -- -- .044* -- -- -- .005+ -- 

Psychological 
Demands -- -.035+ -- -- -- -- -- -- 

 
a Only significant interaction terms are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 6-12. Unstandardized Coefficients from the Aggregate Results of Regression of W2 Depression on Interactions 
between Workplace Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

Supervising Role -- -- -- -- -- -- -- .115** 

Job Latitude  -- .080*** -- .013+ -- -- -- .047* 

Physical 
Demands -- -- -- -- -- -- -- -- 

Psychological 
Demands -- -- -- -- -- -- -- -.036* 

 
a Only significant interaction terms are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 6-13. Odds Ratios from the Aggregate Results of Regression of W1 Self-Rated Health on Interactions between 
Workplace Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is Excellent/Very 
Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

Supervising Role 1.001*** 

1.001*** 
 

.736+ --  
1.134* -- -- --  

1.552** 

Job Latitude  -- -- -- -- 1.035* 

 -- -- -- 

Physical 
Demands -- --  

.858+ -- -- -- .979* 

 -- 

Psychological 
Demands 

 
.913+ --  

1.185* -- -- -- .979* 

 
 

1.251* 

 
a Only significant odds ratios are shown. All models are adjusted for age, gender (female), race (Blacks), education, and family income. 

Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health.  Reference 
category is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 6-14. Odds Ratios from the Aggregate Results of Regression of W2 Self-Rated Health on Interactions between 
Workplace Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is Excellent/Very 
Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration
Informal 

Integration 

Supervising Role 1.001*** 

1.001*** 
 

1.463+ -- -- -- -- -- -- 

Job Latitude   
.890+ 

1.145*** 

1.525*** --  
1.101** 

.971* 

 --  
.969* -- 

Physical 
Demands -- -- -- -- -- -- -- -- 

Psychological 
Demands -- -- -- -- --  

.872+ 
-- 
 

.881* 

 

 
a Only significant odds ratios are shown. All models are adjusted for age, gender (female), race (Blacks), education, and 

family income. Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health. 
Reference category is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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CHAPTER 7: FAMILY CONTEXTS, SOCIAL RELATIONSHIPS 
AND HEALTH 

1. Research Questions 

The third dimension I examine in the study is family contexts.  I test four research 

questions regarding the relationships between family contexts, social relationships, and 

health outcomes, schematically presented in Figure 1.  Findings are provided below, 

following the order of research questions below.  First, are family contexts associated 

with health status at both the cross-sectional and longitudinal settings?  Second, are 

family contexts associated with a variety of social relationships?  Third, do social 

relationships account for the association between family contexts and health outcomes?  

Fourth, do the associations between social relationships and health outcomes vary by the 

family contexts in which individuals are embedded?  

 

2. Multivariate Analyses (1) 

1) FAMILY CONTEXTS AND HEALTH OUTCOMES 

Table 7-1 presents the weighted descriptive information of the family context 

variables and correlations among family context variables and health outcomes.  In this 

study, seven variables are employed to represent the contextual dimensions of family 

environment: Having children or not, parental chronic stress, marital satisfaction, support 

from father, support from mother, support from child, and support from spouse.  No 

correlation exists between having children, and parental chronic stress and child support 

because parental chronic stress and child support are only measured for respondents 

having children.  Having children was positively correlated with father support and 

mother support, but negatively correlated with spouse support.  Having children was not 
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correlated with W2 depression and W1 self-rated health.  Parental chronic stress was 

negatively correlated with marital stress and support from family members.  Marital 

satisfaction was positively correlated with variables measuring a support from family 

members.  Four variables to measure a support from family members were strongly 

correlated one another.  All of the four variables measuring support from family members 

were correlated with depression, but father support, mother support, and child support 

were not correlated with self-rated health in either wave.  These results show that specific 

roles along with subjective appraisal and relational contents in the family context are 

generally correlated one another, but some of the variables are not correlated with health 

outcomes, particularly self-rated health. 

First research question is to test whether family contexts are predictive of health 

outcomes.  Social relationships explain the association between family contexts and 

health outcomes, only if family contexts are significant predictors of health status.  The 

results of testing the first research question are shown in Table 7-2, presenting the 

aggregate results of the multivariate regression of health outcomes on family context 

variables at both waves.  .Every model adjusts for age, gender, race, education, and 

family income level.  Each cell provides the coefficient of family variable of the first 

column on health outcome. 

For W1 depression, all of the family context variables but having children were 

predictive of depression over and individual characteristics.  Parental chronic stress was 

associated with higher level of depression; however, marital satisfaction and all of the 

family support variables were predictive of lower level of depression.  For W2 

depression, all of the family context variables were associated with depression net of 

controls.  Unlike the result of W1 depression, having children was a significant predictor 

of higher level of depression.  Support from family members, parental chronic stress, and 



 

 127

marital satisfaction were significant predictor of depression, indicating that persons 

reporting high level of support from family members and of marital satisfaction, and low 

level of parental chronic stress appeared to experience decline in depressive symptoms 

overtime even considering a baseline health status.  These results show that family 

contexts are generally associated with depression in both cross-sectional and longitudinal 

setting. 

The findings of association between family context variables and self-rated health 

are similar to the findings of depression.  For W1 self-rated health, family context 

variables were generally associated with self-rated health.  Those who have children or 

report high level of parental chronic stress were more likely to show good or fair/poor 

self-rated health as opposed to excellent/very good self-rated health.  On the contrary, 

those reporting a higher level of marital satisfaction and of support from family members 

were less likely to show fair/poor or good self-rated health as opposed to excellent/very 

good self-rated health, indicating that marital satisfaction and support from family 

members were predictive of self-rated health.  Results for W2 self-rated health almost 

provide the same results; all of the family context variables were significant predictor of 

W2 self-rated health adjusting for controls and a baseline health status in the same 

direction that they predicted W1 self-rated health.  These results summarize that family 

context variables are significant predictors of self-rated health in both cross-sectional and 

longitudinal settings. 

In summary, family context variables are generally responsible for both physical 

and mental health differentials, indicating that family context variables are influencing 

mental and physical health in a similar way. 
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2) FAMILY CONTEXTS AND SOCIAL RELATIONSHIPS 

The second research question examines the association between family contexts 

and social relationships.  Based upon the aforementioned theoretical backgrounds, a 

family is one of the critical social contexts in which person take roles and develop 

relational contents, which may influence the development and process of social 

relationships beyond family contexts.  The results of testing the second research question 

are shown in Table 7-3, which presents the aggregate results of regressing social 

relationships on family context variables in separate models.  Every model adjusts for 

age, gender, race, education, and family income.  Each cell provides the coefficient of 

family variable in the first column on each social relationship variable.   

For social support, I regressed confidant support, friends/relatives support, health 

regulation, and enacted support on a wide array of family characteristics.  Family 

contexts were generally significant predictors of confidant support except having 

children.  These results were similarly found for friends/relatives; having children and 

parental chronic stress were significantly associated with lower level of friends/relatives 

support, but marital satisfaction and support from family members were positively 

associated with friends/relatives support.  Having children and parental chronic stress 

were predictive of high level of health regulation, but support from mother, child, and 

spouse were predictive of lower level of health regulation.  Health regulation represents 

not only the existence of supportive network but also of poor health status, so having 

children and parental chronic stress were associated with higher level of health 

regulation.  On the contrary, respondents reporting greater level of support from family 

members are more likely to be reminded things about health from family members than 

people outside of family.  Having children, marital satisfaction and child support were 

predictive of enacted support.  Given that enacted support was measured by the time 
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spent in helping others, individuals having children appear to spend more time in helping 

others even though they have to spend time in taking care of children.  Those reporting 

greater level of support from child or of marital satisfaction were more likely to spend 

time in helping others.  Therefore, family contexts are generally associated with social 

support, but having children shows different patterns compared to other social support. 

 For social participation, I regressed volunteering hours and frequency of church 

attendance on a wide array of characteristics.  Having children, parental stress, marital 

satisfaction, and spouse support were associated with volunteering hours.  All the family 

contexts were predictive of church attendance.  Having children appeared to predict high 

level of both volunteering hours and church attendance, indicating that respondents with 

children spend more time in volunteering and church than those without children even 

though individuals having children are less likely to receive support from friends and 

relatives.  Support from father, mother, and child were insignificantly associated with 

volunteering but significantly predictive of church attendance; however, spouse support 

was related to both volunteering and church attendance. 

 For social integration, I regressed advisory integration and informal integration on 

a wide array of family context variables.  Parental chronic stress, marital satisfaction, and 

support from family members were associated with higher levels of advisory and formal 

integration, indicating that individuals with low parental stress, and high levels of marital 

satisfaction and support from family members were supposed to sustain stronger advisory 

integration than those with high parental stress, and low levels of marital satisfaction and 

family support.  Informal integration was predicted by parental stress, marital 

satisfaction, and child support.   
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 Findings show that family contexts are generally predictive of a wide array of 

social relationships because the experience of supportive relationships and stressful 

relations among family members are either facilitate or restricts the process of social 

relationships.  Most of family context variables show consistent results in predicting 

social relationships, but having children is associated with high levels of health 

regulation, enacted support, volunteering, church attendance, and low levels of 

friends/relatives support and informal integration, indicating that individuals having 

children are more likely to show committeemen to involvement –volunteering, church 

attendance, and enacted support, but are less likely to sustain networks with 

acquaintances.  These results underscore that those having children appear to exhibit the 

mixed patterns of establishing social relationships.  

 

3. Multivariate Analyses (2) 

1) FAMILY CONTEXTS AND SOCIAL RELATIONSHIPS: MEDIATION MECHANISM 

The aforementioned findings demonstrate that family contexts are generally 

predictive of depression and self-rated health.  Third research question is to examine 

whether social relationships mediate the association between family contexts and health 

status.  The mediation model is confirmed if the effects of the family contexts on health 

status diminish or become statistically insignificant with the progressive inclusion of 

social relationships.  Among family context variables, those significantly associated with 

health status are employed as explanatory variables to test mediation models.  But 

mediation model is also tested for family contexts which were not predictive of health 

because social relationships may have suppressing effects on the association between 

family contexts and health.  Social relationships are progressively added by groups: 
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Model 1 is a baseline model, Model 2 adjusts for social support, Model 3 adjusts for 

social participation, Model 4 adjusts for social integration, and Model 5 simultaneously 

adjusts for social relationships. 

a) Findings of Depression as an Outcome 

The results of testing the third question are shown from Tables 7-4 to 7-10.  

According to Table 7-2, all of the family context variables except having children were 

predictive of W1 depression controlling for socio-demographic status.  Having children is 

examined to confirm its suppressing effect on social relationships.  All of the family 

context variables are examined whether social relationships account for the effect of 

family context on W2 depression.  Table 7-4 presents what happens when social 

relationships are progressively included in the model that parental chronic stress is 

predictive of W1 depression controlling for individual socio-demographics.  According to 

Table 7-4, parental chronic stress was associated with W1 depression, net of controls 

(Model 1).  Those reporting a higher level of parental chronic stress appeared to report 

more depressive symptoms than respondents reporting a lower parental chronic stress.  

Among three types of social relationships, introduction to social support accounted for 

some of the associations between having children and depression (Model 2).  With the 

adjustment for social support, the association between parental chronic stress and W1 

depression was reduced by 25.4% [(.236-.176)/.236 = 25.4%], but parental chronic stress 

still remained a significant predictor of depression.  Both social participation (Model 3) 

and social integration (Model 4) did not appear to account for the association between 

having job and depression.  In the full model (Model 5), of the association between 

parental chronic stress and W1 depression was reduced by 28.4% with the simultaneous 

inclusion of social.  Most of mediating effects are only attributed to social support.  In the 
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Model 5, each type of social relationships was significantly associated with depression, 

indicating that social support, social participation, and social integration exert 

independent effects on mental health through different mechanisms. 

These patterns of mediation by social relationships are similarly found among the 

results for other family context variables--Marital satisfaction, Father support, Mother 

support, Child support, and Spouse support--, and W1 depression.  Those family context 

variables remained significant predictors of depression with the adjustment for social 

relationships.  Social support explained the part of association between family context 

variables and depression, but family context variables still remained significant predictors 

of depression with the simultaneous inclusion of social relationships.   

A series of analyses were conducted to examine whether social relationships 

suppress the effects of having children on depression because having children was not 

predictive of depression according to Table 7-2.  No suppressing effect of social 

relationships on the association between having children and depression was found 

(Results are not shown).  With progressive inclusion of social relationships, the 

coefficients of having children on W1 depression remained insignificant throughout 

models.  In sum, the findings of mediation models for W1 depression demonstrate that 

social relationships appear to account for the part of association between family contexts 

and depression in cross-sectional setting, but family context variables are still predictive 

of depression regardless of the inclusion of social relationships in the models. 

All of the family context variables are used as explanatory variables to examine 

the mediation mechanism of social relationships on W2 depression.  Table 7-5 presents 

what happens when social relationships are progressively included in the model that 

having children was predictive of W2 depression adjusting for controls and the effect of 
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baseline health status.  Among three types of social relationships, only the introduction to 

social support accounts moderately for the part of association between having children 

and depression (Model 2).  While social support mediated the part of association, both 

social participation (Model 3) and social integration (Model 4) did not largely account for 

the association between having job and depression.  In the full model (Model 5), for the 

association between having children and depression was reduced by 14.1% with the 

simultaneous inclusion of social relationships, but having children was still a significant 

predictor of depression.  These results indicate that having children is predictive of higher 

level of W2 depression, and social support accounts moderately for the association.  The 

result of full model also documented that social support mainly mediated the association 

because social participation and social integration were not predictive of depression.   

These patterns of mediation by social relationships are similarly found among 

results for other family context variables  Family context variables--Parental chronic 

stress, Marital satisfaction, Father support, Mother support, Child support, and Spouse 

support--were the significant predictors of depression with the adjustment for social 

relationships.  Social support consistently explained the part of association between 

family context variables and depression, but family context variables still remained 

significant predictors of depression.  The coefficient for each of family context variables 

decreased by up to 39.2% (-.56  -.34 from regression results of W2 depression on 

mother support and social relationships), but the unstandardized coefficients of family 

context on W2 depression remained statistically significant.  In sum, family context 

variables are generally associated with subsequent changes in depression with the 

adjustment for social relationships, and the mediating effects of social relationships are 

mainly due to social support.    
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b) Findings of Self-rated Health as an Outcome 

Findings of mediation mechanisms for depression document that social 

relationships moderately mediate the association between family context variables and 

depression.  According to Table 7-2, each of family context variables are predictive of 

W1 self-rated health and W2 self-rated health while adjusting for the baseline health 

status.  All of family context variables are thus examined whether social relationships 

mediate the association between family context and self-rated health at both waves.   

Table 7-6 presents what happens when social relationships are progressively 

included in the model that having children was predictive of W1 self-rated health, net of 

controls.  Those who have children were more likely to show fair/poor health as opposed 

to very good/excellent self-rated (Model 1).  Having children was still significantly 

predictive of self-rated health with the inclusion of social support (Model 2).  Inclusion of 

social participation (Model 3), and social integration (Model 4) appeared to have little 

effect on the association between having children and W1 self-rated health in that odds 

ratios of having children were not substantially reduced and remained still significant.  

Simultaneous inclusion of social relationships also showed similar results (Model 5).  

According to multivariate regression results presented in this chapter (See Table 7-2 and 

Table 7-3), having children are associated with a number of social relationship and W1 

self-rated health; however, findings of Table 7-6 present that social relationships are not a 

main mediating mechanism between having children  and self-rated health.    

This pattern of mediation effect of social relationships on the association between 

family context variables and W1 self-rated is similarly observed among the findings of 

other family context variables.  With the inclusion of social relationships, odds ratios of 

each family context variable did not largely change and remained significant, indicating 
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that social relationships are not critical mediating mechanisms to explain the association 

between family context variables and self-rated health in cross-section setting.   

Table 7-7 presents what happens when social relationships are progressively 

included in the model that having children is predictive of W2 self-rated health adjusting 

for controls and a baseline health status.  Those having children were more likely to have 

fair/poor health as opposed to very good/excellent self-rated health at a marginal 

significance level without adjustment for social relationships (Model 1).  Having children 

was not predictive of self-rated health with the inclusion of social support (Model 2).  

Inclusion of social participation (Model 3), and social integration (Model 4) appeared to 

have little effect on the association between having children and W2 self-rated health in 

that odds ratios of the percentage of households under poverty were not substantially 

reduced and remained still significant.  Having children was predictive of both good and 

fair/poor health as opposed to very good/excellent health with the simultaneous inclusion 

of social relationships (Model 5).  These results are summarized by two findings: (1) 

Social support mediated the association, and (2) net of social relationships suppressed the 

some of the associations because having children is predictive of both good and fair/poor 

self-rated health with the simultaneous inclusion of social relationships. 

Table 7-8 presents what happens when social relationships are progressively 

included in the model that parental chronic stress is predictive of W2 self-rated health.  

Those reporting higher levels of parental chronic stress were more likely to have fair/poor 

and good health as opposed to very good/excellent health without adjustment for social 

relationships (Model 1).  Inclusion of social support (Model 2), social participation 

(Model 3), and social integration (Model 4) appeared to moderately mediate the 

association between parental chronic stress and W2 self-rated health in that odds ratios of 

parental chronic stress reduced apiece, but remained still significant at least with a 
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marginal significance level.  The simultaneous inclusion of social relationships showed 

that the relative risk of high parental chronic stress on good self-rated health as opposed 

to very good/excellent self-rated health became insignificant, however (Model 5).  These 

results show that social relationships together mediated the association between parental 

chronic stress and W2 self-rated health, even though each type of social relationships 

does not account for the effect of parental chronic stress on W2 self-rated health in 

separate models.   

The results (not shown) of mediation models for marital satisfaction and father 

support documented that odds ratios of marital satisfaction and father support remained 

significant with progressive and simultaneous inclusion of social relationships, however.  

According to multivariate regression results presented in this chapter (See Table 7-2 and 

Table 7-3), father support and marital satisfaction are associated with a number of social 

relationship and W2 self-rated health; however, these findings present that social 

relationships are not main mediating mechanisms of father support, marital satisfaction, 

and W2 self-rated health.   

Table 7-9 presents what happens when social relationships are progressively 

included in the model that mother support is predictive of W2 self-rated health.  Those 

reporting higher levels of mother support were less likely to have fair/poor health and 

good health as opposed to very good/excellent self-rated health (Model 1).  Those 

reporting a higher level of mother support were not significantly less likely to have poor 

health as opposed to very good/excellent health with the adjustment for social support 

(Model 2), indicating that those receiving higher mother support were less likely to 

experience fair/poor self-rated health over time due to salutary effects of social support.  

Inclusion of social participation (Model 3), and social integration (Model 4) appeared to 

have little effect on the association between mother support and W2 self-rated health in 
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that odds ratios of mother support did not substantially reduced with the inclusion of 

social integration and participation and remained still significant.  Mother support was 

not predictive of fair/poor health with the simultaneous inclusion of social relationships, 

and mediating effects of social relationships was mostly due to social support (Model 5).  

In summary, social support mediated the association between mother support and W2 

self-rated health.   

Mediating effects of social support on the association between family context 

variables and W2 self-rated health are similarly observed in findings for child support.  

Those reporting higher levels of child support were less likely to have good and fair/poor 

health as opposed to very good/excellent self-rated health in the base model.  Child 

support was not significantly less likely to experience poor health as opposed to very 

good/excellent health over years with the inclusion of social support, indicating that those 

receiving higher child support were less likely to experience fair/poor self-rated health 

over time due to salutary effects of social support.  Inclusion of social participation, and 

social integration appeared to have little effect on the association between child support 

and W2 self-rated health in that odds ratios of child support did not substantially reduce 

with the inclusion of social integration and participation, and still remained l significant.  

In the full model, child support was not predictive of fair/poor health with the 

simultaneous inclusion of social relationships, and mediating effects of social 

relationships was mostly due to social support.  Accordingly, social support appeared to 

mediate the both associations between mother support and W2 self-rated health, and 

between child support and W2 self-rated health.  

Table 7-10 presents what happens when social relationships are progressively 

included in the model that spouse support is predictive of W2 self-rated health controlling 

for individual socio-demographics and baseline health status.  Those reporting higher 
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levels of spouse support were less likely to experience fair/poor health and poor health as 

opposed to very good/excellent self-rated health (Model 1).  Unlike the findings of 

mother and child support, a progressive inclusion of social relationships mediated the 

association between spouse support and W2 self-rated health.  With the inclusion of 

social support (Model 2), social participation (Model 3), and social integration (Model 4), 

spouse support did not predict either good or fair/poor self-rated health.  Spouse support 

was not predictive of both good and fair/poor self-rated health with the simultaneous 

inclusion of social relationships, indicating that those receiving higher spouse support 

were less likely to experience worse self-rated health over time due to salutary effects of 

social relationships.  These results indicate that social relationships are the mechanisms to 

link spouse support and W2 self-rated health. 

In conclusion, social relationships accounted for some of the associations between 

family context variables and W2 depression controlling for baseline health status.  

Among distinctive types of social relationships, social support strongly mediated the 

association between mother support, child support, and W2 depression.  These results 

underlie that social relationships explain the mechanisms of why people sustaining 

supportive relationships with family members are showing better physical health. 

2) FAMILY CONTEXTS AND SOCIAL RELATIONSHIPS: MODERATION MECHANISM 

The mediation mechanism models show that a number of associations between 

family context and health status are explained by the beneficial effects of social 

relationships.  Even though social relationships do not appear to mediate the association 

between family characteristics and health status, the effects of social relationships on 

health status may very by family contexts.  The moderation model of family contexts is 

confirmed if a series of interaction terms of family context variables and social 
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relationships are significantly predictive of health status.  Interaction terms of social 

relationships and family variables are examined by social support, social participation, 

and social integration.  Due to the limits of space, only significant interaction terms are 

reported in the following tables.   

a) Findings of Depression as an Outcome 

 The results of testing fourth research question are shown from Tables 7-12 to 7-

15.  Table 7-11 and 7-12 present the aggregate results of significant interaction terms 

between social relationships and family variables depression.  If the interaction terms are 

significant, family context variables are predicted to moderate the association between 

social relationships and depression.  Overall, family contexts showed mixed moderation 

effects on the association between social relationships and W1 depression.  For example, 

individuals appeared to psychologically benefit more from friends/relatives support if 

they received a lower level of father support; however volunteering was more beneficial 

for those reporting a higher level of father support.  These mixed patterns were also found 

in moderation results of parental chronic stress and marital satisfaction.  Mother support 

exhibited consistent patterns in moderating the effect of social relationships on W1 

depression; confidant support and health regulation were more beneficial for depression 

for those reporting a lower level of mother support.  Accordingly, positive interaction 

terms indicate that the salutary effects of social relationships on W1 depression are 

greater for those reporting a strain with family members. 

 Exploration of moderating effects of family contexts on social relationships and 

W2 depression also showed consistent patterns of moderation compared to the results for 

W1 depression.  According to table 7-12, enacted support, church attendance, advisory 

integration, and informal integration were more beneficial for those reporting a lower 
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level of mother support.  Spouse support also showed a similar pattern.  Having children 

and parental chronic stress also showed the same direction of moderation for father 

support, mother support, spouse support, and marital satisfaction in that social 

relationships are more beneficial for those reporting high parental chronic stress or the 

existence of children.     

  In sum, some of the family contexts moderate the association between social 

relationships and health status, but the moderating effects of family contexts more likely 

to demonstrate that social relationships are psychologically more beneficial for those 

reporting strain or lower level of support with family members.  

b) Findings of Self-rated Health as an Outcome 

 Table 7-13 presents the significant interaction terms of social relationships and 

family context variables for W1 self-rated health.  If the odds ratios of interaction terms 

are greater than 1, social relationships are more beneficial for self-rated health if 

respondents report the negative or lower values of family context variables.  Odds ratios 

less than 1 refer that social relationships are more beneficial for self-rated health if 

respondents report the positive or lower values of family context variables.  Odds ratios 

greater than 1 are comparable to positive interaction terms of social relationships and 

family variables for depression, and less than 1 is comparable to negative interaction 

terms for depression.   

According to Table 7-13, significant interaction terms of social relationships and 

family context variables generally provided mixed result.  For example, enacted support 

was less likely to predict fair/poor health as opposed to very good/excellent self-rated 

health for those reporting a higher level of marital satisfaction, but advisory integration 

was more likely to predict good health as opposed to very good/excellent self-rated health 
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for those reporting a higher level of marital satisfaction.  Given that both enacted support 

and advisory integration are correlated with better self-rated health, marital satisfaction 

showed different moderation effects on social relationships.  These mixed patterns were 

also found in spouse support, parental chronic stress, and father support.  On the contrary, 

mother support exhibited the consistent patterns of moderation; confidant support and 

volunteering were less likely to predict good health as opposed to very good/excellent 

self-rated health for those reporting high level of mother support.  These results of mother 

support indicate that confidant support and volunteering are more salutary for self-rated 

health if respondents receive a higher support from mother. 

According to Table 7-14, the results of significant interaction terms of social 

relationships and family context variables also demonstrated mixed results.  For example, 

confidant support was less likely to predict fair/poor health as opposed to very 

good/excellent self-rated health for those reporting a higher level of father support, but 

volunteering was more likely to predict good health as opposed to very good/excellent 

self-rated health for those reporting a higher level of father support.  Given that both 

confidant support and volunteering were correlated with self-rated health, father support 

showed the different moderation effects on social relationships.  These mixed patterns of 

moderation by family contexts were also found in the variables of having support, marital 

satisfaction, child support, and spouse support.  On the contrary, mother support 

exhibited the consistent patterns of moderation; social integration was more likely to 

predict good health as opposed to very good/excellent self-rated health for those reporting 

high level of mother support.  Put differently, social integration is more salutary for self-

rated health if respondents receive lower levels of mother support.  Some of the family 

context variables showed different moderation effects on social relationships according to 

when health was measured; mother support showed the opposite moderation effects on 
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W1 and W2 self-rated health.  Thus, the salutary effects of social relationships on W2 

self-rated health vary by the contextual dimensions of family, even though both social 

relationships and dimensions of family context are generally associated with health 

outcomes. 

 

4. Summary 

In this chapter, I tested four research questions to examine the association among 

family contexts, social relationships, and health status.  A summary of the main findings 

is presented below in the order of the research questions. 

(1) Family contexts are generally associated with depression and self-rated health 

in both cross-sectional and longitudinal settings.  For W1 depression, parental chronic 

stress is predictive of higher level of depression.  Marital satisfaction and support from 

family members are associated with lower levels of depression.  Only having children is 

not significantly predictive of W1 depression.  For W2 depression, having children and 

parental chronic stress are significantly predictive of more depressive symptoms.  Marital 

satisfaction and support from family members are associated with lower levels of W2 

depression.  For both W1 and W2 self-rated health, having children and parental chronic 

stress are predictive of fair/poor or good health as opposed to very good/excellent self-

rated health.  Marital satisfaction and support from family members are less likely to 

predict good or fair/poor self-rated health as opposed to very good/excellent self-rated 

health, indicating that those satisfied with marital life, or reporting higher levels of 

support from family members are significantly more likely to experience a health 

improvement over time adjusting for a baseline health status. 
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(2) Family contexts are predictive of a variety of social relationships.  Having 

children shows the mixed results; those having children are more likely to volunteer, 

attend the church, and spend time in informal help, but they are less likely to receive 

support from friends/relatives, report health regulation, and develop informal social 

integration.  Parental chronic stress is associated with a lower level of social relationships 

except enacted support.  Marital satisfaction is a predictor of higher level of 

friends/relatives support, enacted support, confidant support, both social participation, 

and all of social integration.  Support from family members is also predictive of diverse 

social relationships; those reporting higher levels of support from family members appear 

to have greater levels of social support, social participation, and social integration. 

(3) Social relationships account for some of the associations between family 

context variables and depression  The findings for W1 depression show that social 

relationships—particularly social support—explain the part of association between family 

contexts and depression; however, family context variables remain as significant 

predictors of depression with the inclusion of social relationship variables.  These 

patterns of mediation are similarly reported in analyses of W2 depression.  Social 

relationships mediate some of the associations between family context variables and self-

rated health, however.  Social relationships account for the part of the association 

between family contexts on W1 self-rated health; however, family context variables 

remain as significant predictors of self-rated health with the inclusion of social 

relationship variables.  Social relationships mediate some of the associations between 

family context variables and health unlike the multinomial regression results of W1 self-

rated.  The effect of family context variables on W2 self-rated health are explained by 

social relationships in models of having children, parental chronic stress, mother support, 

child support, and spouse support. 
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(4) Some of the associations between social relationships and health status are 

moderated by family contexts, but the direction of moderating effects are not uniform by 

the types of social relationships and family contexts.  Individuals appear to get stronger 

or weaker benefit from social relationships contingent upon the extent of specific role-

taking along with subjective appraisal, and support from family members.  Thus, the 

beneficial effects of social relationships on health status appear to be stronger or weaker, 

by the contextual dimensions of family. 
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Table 7-1. Descriptive Information of Family Contexts and Correlations among Family Contexts and Health 
Outcomes a  

 

 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 

(1) Having Children 1.00          

(2) Parental Stress NA 1.00         

(3) Marital Satisfaction -.02 -.35* 1.00        

(4) Father Support .08* -.18* .19* 1.00       

(5) Mother Support .05* -.18* .21* .35* 1.00      

(6) Child Support NA -.60* .31* .33* .27* 1.00     

(7) Spouse Support -.03* -.27* .71* .20* .24* .33* 1.00    

(8) Depression W1  -.03* .27* -.39* -.16* -.19* -.21* -.28* 1.00   

(9) Depression W2  -.01 .20* -.31* -.10* -.15* -.15* -.24* .51* 1.00  

(10) Self-rated Health W1  .02 .08* -.04* -.02 -.03 -.00 -.07* .33* .29* 1.00 

(11) Self-rated Health W2  .04* .08* -.07* -.04 -.04 -.03 -.08* .29* .38* .56* 

Mean .836 -.038 .009 .019 .048 .125 -.012    

S.D. .370 1.030 1.034 1.003 .997 .979 1.044    

Range 0 - 1 -1.58- 4.65 -4.69–1.57 -4.45–1.19 -4.99–1.10 -4.27–1.21 -4.41-1.37    

Alpha     NA .64 .84 .80 .64 .66 .67    

N 3617 3025 2066 1231 1885 2337 2075    
 

* p < .05 
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Table 7-2. Aggregate Results of Regression of Health Outcomes on Family Contextsa 

 
 Depression b   Self-rated Health c 

Wave 1 Wave 2 
 
 Wave 1 Wave 2 

Good 
Health 

Fair/Poor 
Health 

Good 
Health 

Fair/Poor 
Health 

Having Children .000 .092* 1.105 1.633*** 1.262+ 1.356 

Parental Stress .236*** .124*** 1.215*** 1.508*** 1.151** 1.306*** 

Marital Satisfaction -.339*** -.163*** .876*** .764*** .934 .762*** 

Father Support -.180** -.065** .762*** .902 .803** .848 

Mother Support -.193** -.056** .833*** .735*** .789*** .859+ 

Child Support -.242** -.123** .974 .770** .856* .763** 

Spouse Support -.260** -.123** .802*** .791* .909+ .850* 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
b Unstandardized coefficients are presented for depression.  
c Odds ratios are presented for self-rated health.  Reference category is Excellent/Very Good self-

rated health. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 7-3. Unstandardized Coefficients from the Aggregate Results of Regression of Social Relationships on Family 
Contexts (OLS Regression Estimates) a 

 
 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration 
Informal 

Integration 

Having Children -.075 -.094* .126* .350* .449+ .370*** -.448 -.228*** 

Parental Stress -.123*** -.220*** .081*** .045 -.219* -.185*** -.965*** -.058*** 

Marital Satisfaction .131*** .301*** -.017 .134* .476*** .202*** .862*** .042** 

Father Support .115** .301** -.026 .117 .146 .114** .631** .005 

Mother Support .091* .260*** -.080** -.000 .073 .102** .608*** -.024 

Child Support .290*** .365*** -.043+ .126+ .126 .145*** 1.460*** .073*** 

Spouse Support .157*** .229*** -.050* .044 .256* .097** .844*** .006 

 
a All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 7-4. Regression of W1 Depression on Parental Chronic Stress and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Family Contexts      

Parental Stress .236*** .176*** .227*** .220*** .167*** 

Social Support      

Confidant Support  -- -.032** -- -- -.022** 

Friends/Relatives Support -- -.201*** -- -- -.185*** 

Health Regulation -- .153*** -- -- .160*** 

Enacted Support -- -.032** -- -- -.025** 

Social Participation      

Volunteering -- -- -.012*** -- -.007* 

Church Attendance -- -- -.029** -- -.021* 

Social Integration      

Advisory Integration -- -- -- -.012*** -.005** 

Informal Integration -- -- -- -.076*** -.035* 

Constant .631*** .295*** .439*** .719*** .317** 

Adjusted R2 .113 .199 .122 .130 .205 
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Table 7-5. Regression of W2 Depression on Having Children and Social 
Relationships (OLS Regression Estimates) a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

a Unstandardized estimates are shown.  All models are adjusted for age, gender (Female), race 
(Blacks), education, and family income. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  

 Model 1 Model 2 Model 3 Model 4 Model 5 

Family Contexts      

Having Children .092* .075+ .100* .086* .079+ 

Social Support      

Confidant Support  -- -.025** -- -- -.025** 

Friends/Relatives Support -- -.066*** -- -- -.065*** 

Health Regulation -- .068*** -- -- .070*** 

Enacted Support -- -.014** -- -- -.012** 

Social Participation      

Volunteering -- -- -.007* -- -.005 

Church Attendance -- -- -.010 -- -.008 

Social Integration      

Advisory Integration -- -- -- -.001 .002 

Informal Integration -- -- -- -.034* -.011 

Constant .459*** .356*** .439*** .474*** .316** 

Adjusted R2 .089 .108 .091 .091 .108 
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Table 7-6. Regression of W1 Self-Rated Health on Having Children and Social Relationships (Multinomial Regression 
Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Family Contexts           

Having Children 1.105 1.633*** 1.031 1.590*** 1.062 1.701*** 1.033 1.603*** 1.016 1.603*** 

Social Support           

Confidant Support  -- -- 1.037 .994 -- -- -- -- 1.040 1.001 

Friends/Relatives Support -- -- .786*** .774*** -- -- -- -- .788*** .791** 

Health Regulation -- -- 1.277** 1.688** -- -- -- -- 1.286** 1.721***

Enacted Support -- -- .965* .907*** -- -- -- -- .973+ .927** 

Social Participation           

Volunteering -- -- -- -- .985+ .948*** -- -- .986 .955** 

Church Attendance -- -- -- -- 1.004 .954 -- -- 1.015 .964 

Social Integration           

Advisory Integration -- -- -- -- -- -- .999 .992 1.003 1.004 

Informal Integration -- -- -- -- -- -- .910* .852* .931 .917 

Pseudo R2 .087 .121 .092 .089 .125 
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Table 7-7. Regression of W2 Self-Rated Health on Having Children and Social Relationships (Multinomial Regression 
Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown. All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Family Contexts           

Having Children 1.262+ 1.356 1.237 1.348 1.297* 1.485* 1.270+ 1.363 1.285+ 1.454+ 

Social Support           

Confidant Support  -- -- 1.008 .999 -- -- -- -- 1.011 1.019 

Friends/Relatives Support -- -- .808*** .795*** -- -- -- -- .816*** .813** 

Health Regulation -- -- 1.122** 1.197** -- -- -- -- 1.125** 1.240***

Enacted Support -- -- .996 .953* -- -- -- -- 1.002 .977 

Social Participation           

Volunteering -- -- -- -- .983+ .942*** -- -- .980* .945** 

Church Attendance -- -- -- -- .961 .922* -- -- .967 .933+ 

Social Integration           

Advisory Integration -- -- -- -- -- -- .989+ .994 .994 1.004 

Informal Integration -- -- -- -- -- -- 1.050 .856** 1.093+ .924 

Pseudo R2 .187 .194 .192 .189 .201 
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Table 7-8. Regression of W2 Self-Rated Health on Parental Chronic Stress and Social Relationships (Multinomial 
Regression Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Family Contexts           

Parental Stress 1.151** 1.306*** 1.095+ 1.239** 1.138* 1.282*** 1.142* 1.291*** 1.085 1.227** 

Social Support           

Confidant Support  -- -- 1.008 1.001 -- -- -- -- 1.009 1.015 

Friends/Relatives Support -- -- .822*** .828** -- -- -- -- .828*** .842* 

Health Regulation -- -- 1.118** 1.188** -- -- -- -- 1.123** 1.223*** 

Enacted Support -- -- .995 .952* -- -- -- -- 1.000 .975 

Social Participation           

Volunteering -- -- -- -- .983+ .943*** -- -- .980* .945* 

Church Attendance -- -- -- -- .967 .930+ -- -- .970 .937 

Social Integration           

Advisory Integration -- -- -- -- -- -- 1.056 .998 .996 1.006 

Informal Integration -- -- -- -- -- -- 1.003 .865* 1.096+ .930 

Pseudo R2 .189 .196 .195 .192 .202 
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Table 7-9. Regression of W2 Self-Rated Health on Mother Support and Social Relationships (Multinomial Regression 
Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown. All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Family Contexts           

Mother Support .789** .859+ .825** .913 .796** .849+ .793** .852+ .834** .894 

Social Support           

Confidant Support  -- -- 1.008 1.003 -- -- -- -- 1.011 1.017 

Friends/Relatives Support -- -- .833*** .812** -- -- -- -- .841*** .831* 

Health Regulation -- -- 1.118** 1.207** -- -- -- -- 1.121** 1.241*** 

Enacted Support -- -- .999 .956* -- -- -- -- 1.004 .980 

Social Participation           

Volunteering -- -- -- -- .983+ .944*** -- -- .980* .946* 

Church Attendance -- -- -- -- .971 .934+ -- -- .975 .942 

Social Integration           

Advisory Integration -- -- -- -- -- -- .990 .995 .995 1.004 

Informal Integration -- -- -- -- -- -- 1.049 .859 1.076 .920 

Pseudo R2 .190 .196 .195 .192 .201 
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Table 7-10. Regression of W2 Self-Rated Health on Spouse Support and Social Relationships (Multinomial Regression 
Estimates: Reference group is Excellent/Very Good Self-Rated Health) a 

 
a Odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001 
 
 

 Model 1 Model 2 Model 3 Model 4 Model 5 

 Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor Good Fair/ 

Poor Good Fair/ 
Poor 

Family Contexts           

Spouse Support .909+ .850* .957 .896 .916 .860* .918 .858* .964 .897 

Social Support           

Confidant Support  -- -- 1.008 .997 -- -- -- -- 1.011 1.013 

Friends/Relatives Support -- -- .812*** .808** -- -- -- -- .818*** .827* 

Health Regulation -- -- 1.130** 1.191** -- -- -- -- 1.134** 1.226*** 

Enacted Support -- -- .999 .955* -- -- -- -- 1.005 .979 

Social Participation           

Volunteering -- -- -- -- .984 .942*** -- -- .981+ .944* 

Church Attendance -- -- -- -- .967 .924* -- -- .975 .934+ 

Social Integration           

Advisory Integration -- -- -- -- -- -- .991 .995 .995 1.004 

Informal Integration -- -- -- -- -- -- 1.037 .861* 1.073 .929 

Pseudo R2 .189 .196 .195 .191 .202 
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Table 7-11. Unstandardized Coefficients from the Aggregate Results of Regression of W1 Depression on Interactions 
between Family Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration
Informal 

Integration

Having Children -- -- -- -- .026** -- -- -- 

Parental Stress -.015+ -- .042** 009+ --    .035*** -- -- 

Marital Satisfaction -- .032+ -- -- -- -.021+ -- -- 

Father Support .-- .051* -- -- -.008+ -- -- -- 

Mother Support .021+ -- .042* -- -- -- -- -- 

Child support -- -- -- -- -- -- -- -- 

Spouse Support -- .045* -- -- -- -- -- -- 

 
a Only significant interaction terms are shown. All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 7-12. Unstandardized Coefficients from the Regression of W2 Depression on Interaction between Family 
Contexts and Social Relationships (OLS Regression Estimates) a 

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration
Informal 

Integration

Having Children -.040+ -- -- -- -- -- -.013* -- 

Parental Chronic 
Stress -.032** -- -- -- -- -- -- -- 

Marital Satisfaction .033* -- -- -- -- -- -- .039* 

Father Support -- -.052+ .068* -- -- -- -- -- 

Mother Support -- -- -- .014+ -- .028* .006** .038+ 

Child support -- -- -- -- -- -- -- -- 

Spouse Support .046*** -- -- .010+ -- -- -- -- 

 
a Only significant interaction terms are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family 

income. 
+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 7-13. Odds Ratios from the Aggregate Results of Regression of W1 Self-Rated Health on Interactions between 
Family Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is Excellent/Very 
Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration
Informal 

Integration

Having Children -- -- -- -- 1.065** 

 -- -- -- 

Parental Stress -- -- 1.143** 

1.118* 
 

.971* --  
1.057+ -- -- 

Marital Satisfaction -- -- --  
.965+ -- -- 1.013* 

 -- 

Father Support -- 1.168** 

 -- -- -- -- 1.018* 

 
 

.981+ 

Mother Support .932* 

 -- -- -- .968** 

 -- -- -- 

Child support -- -- -- -- -- -- -- -- 

Spouse Support -- --  
1.104+ 

 
.957* 

 
.969* -- -- -- 

 
a Only significant odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and family income. 

Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health. Reference category 
is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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Table 7-14. Odds Ratios from the Aggregate Results of Regression of W2 Self-Rated Health on Interactions between 
Family Contexts and Social Relationships (Multinomial Regression Estimates: Reference group is Excellent/Very 
Good Self-Rated Health) a  

 

 Social Support Social Participation Social Integration 

 
 

Confidant 
Support 

Friends/ 
Relatives 
Support 

Health 
Regulation 

Enacted 
Support Volunteering Church 

Attendance 
Advisory 

Integration
Informal 

Integration

Having Children -- 1.358* 

 -- -- -- --  
.914*** -- 

Parental Stress -- --   
1.066** 

1.025+ 

 -- -- -- 

Marital Satisfaction 1.111** 

1.137*  1.109+ 

 -- -- .918** 

 -- .853* 

 

Father Support  
.857+ -- -- -- 1.038+ 

 -- -- -- 
  

Mother Support -- -- -- -- -- -- 1.019** 

1.114+ 
1.021* 

 

Child support -- -- -- --  
.965* 

 
1.096+ -- -- 

Spouse Support 1.069* 

1.133* -- -- -- -- .935+ 

 
1.018* 

1.017+* 
.824* 

 

 
a Only significant odds ratios are shown.  All models are adjusted for age, gender (Female), race (Blacks), education, and 

family income.  Italics are the odds ratio for Good self-rated health.  Bolds are the odds ratios for Fair/Poor health self-rated health. 
Reference category is Excellent/Very Good self-rated health. 

+ p < .10; * p < .05; ** p < .01; ***p < .001  
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CHAPTER 8: CONCLUSIONS AND DISCUSSION 

The exploration of social relationships and health traced back to foundational 

work of sociology (Durkheim 1951).  Early in this study, I noted that the sociological 

studies of social relationships and health have given little attention to the determinants of 

social relationships.  Given the findings that social relationships are generally 

consequential determinants of health, the investigation of the determinants of social 

relationships are crucial to understanding the nature of social relationships in relation to 

health (House, Umberson, and Landis 1988).   

Drawn upon various theoretical backgrounds from social ecology, social 

disorganization, life stress perspective, and spill-over (expansion) perspective, social 

contexts are proposed to advance our understanding of social relationships and health in 

the present study.  Following the basic argument of social ecology, individual behavior 

and outcomes can be understood as the products of interaction with environments and 

organizations, so an exploration of social contexts helps us to understand the association 

between social relationships and health.  Individuals are generally embedded in the 

multiple clusters of social contexts in everyday life; thus, the distinctive layers of social 

contexts –neighborhood, workplace, and family- are likely to exert influences on social 

relationships as well as health.  The primary objective of this study is to comprehensively 

examine the associations between social contexts, social relationships, and health.   

This study tests four main research questions.  First, are social contexts associated 

with health status with the adjustment for controls?  Second, are social contexts 

predictive of a variety of social relationships?  Third, do social relationships account for 

the association between social contexts and health outcomes –mediation mechanism?  

Finally, do social contexts moderate the association between social contexts and health 
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outcomes—moderation mechanism?  In this chapter, main findings and discussion are 

presented below, in the order of research questions.  And then study limitation and future 

direction are addressed. 

 

1. Social Contexts and Health Outcomes 

First research question is to investigate whether social contexts are predictive of 

health status.  Some of the neighborhood context variables were predictive of W1 

depression and W1 self-rated health.  Neighborhood context variable were not the 

consequential determinants of W2 depression after controlling for the effects of W1 

health, however.  Some of the neighborhood context variables were predictive of W2 

self-rated health unlike the results of W2 depression.  This study does not employ the 

summed index variable measuring the extent neighborhoods disadvantages unlike other 

studies (Browning and Cagney 2002; Ross 2000), because a number of neighborhood 

characteristics—the percentage of households receiving public assistance, female-headed 

households, adults unemployment, and households under poverty--appear to represent 

different contextual dimension of neighborhoods despite their correlations.  For instance, 

the percentage of households under poverty was not predictive of W1 depression, but the 

percentage of households receiving assistance, adults unemployment, and female-headed 

household were predictive of W1 depression even though all of the four variables were 

generally employed to represent the extent of neighborhood socioeconomic disadvantage 

in previous studies.   

The findings of regression of health outcomes on neighborhood context variables 

demonstrate that the effects of neighborhood context variables on health status vary by 

health outcomes.  For instance, the percentage of households under poverty was not 
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predictive of depression, but was predictive of self-rated health.  This pattern is also 

found in percentage of residential stability.  Respondents were less likely to experience 

the declines in self-rated health if they live in neighborhoods with higher prevalence of 

residents living in the same housing more than 5 years; however, the percentage of 

residential stability was not associated with depression.  Despite significant correlations 

between self-rated health and depression, the findings of this study indicate that 

neighborhood contexts appear to influence mental and physical health status in different 

ways. 

The findings of regression of health outcomes on workplace context variables 

demonstrated that job latitude and job demands are predictive of W1 depression, and job 

demands—physical and psychological demands—was predictive of W2 depression 

controlling for baseline depression level.  Supervising role and physical demands were 

also predictive of fair/poor W1 self-rated health as opposed to very good/excellent W1 

self-rated health, but physical demands was predictive of less decline in W2 self-rated 

health.  These results show that one’s structural place in organizational hierarchy and job 

demands as job strains in the workplace contexts are associated with health with 

adjustment for individual attributes. 

Job decision latitude was predictive of lower level of W1 depression, but not 

predictive of self-rated health.  The results for self-rated health are not consistent with the 

findings of previous studies investigating the association between job decision latitude 

and physical health status such as cardiovascular and coronary heart disease (Karasek et 

al. 1981; Kuper and Marmot 2003).  Given that researchers did not used self-rated health 

as measurement for physical health, this study demonstrates that job decision latitude also 

appears to exert an effect on self-rated health as a physical health status.  In addition, both 

physical and psychological demands in the workplace were associated with higher levels 
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of depression, indicating that subjective appraisal of their role and responsibility is one of 

the crucial determinants of psychological distress.  The findings of longitudinal analyses 

demonstrate that individuals experience job demands are more likely to express increases 

in depression over years.  Despite the significant association, the association between job 

decision latitude and depression is only found in cross-sectional setting; thus the 

possibility of selection effect –depressed people are more likely to experience stress from 

workplace context- still exists even though individual socio-demographic characteristics 

are controlled. 

For family contexts, specific role-taking along with subjective appraisal, and 

relational contents within family contexts were predictive of depression and self-rated 

health in both cross-sectional and longitudinal settings, indicating that family contexts are 

the strong determinants of both mental and physical health.  Unlike workplace and 

neighborhood contexts, direction of coefficient of family contexts are same for 

depression and self-rated health, which shows that family contexts affect both physical 

and mental health in a similar way.  Having children and parental chronic stress were 

predictive of poorer health status.  Even though child support was associated with better 

mental and physical health, the existence of children appears to exert negative influences 

on health, which is consistent with previous finding (See reviews by Mirowsky and Ross 

2003).  These results demonstrate that the effects of children on parent’s behavior and 

outcomes are dependent upon the quality of relationships between them.  In conclusion, a 

wide array of dimensions of social contexts is generally associated with health status net 

of individual socio-demographic variables. 
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2. Social Contexts and Social Relationships  

Second research question is to explore whether social contexts are predictive of 

social relationships.  I suggest three theoretical rationales to support the idea that social 

contexts are determinants of social relationships.  First, social contexts provide social and 

institutional resources to group and organization members, and lay the groundwork by 

which social relationships would be developed and maintained.  Second, social roles and 

positions assigned to individuals in social contexts, and interplay with members appear to 

condition the development and establishment of social relationships.  Third, social 

contexts are potential stressors for group and organization members and lay the 

groundwork by which social relationships would be developed and maintained.  Based 

upon these theoretical explanations, a series of analyses were conducted to see whether 

social contexts are predictive of social relationships. 

Neighborhood contexts were predictive of various social relationships.  Most of 

the neighborhood contexts representing the concentration of socioeconomic disadvantage 

in the community were the negative predictors of social relationships, indicating that 

individuals residing in neighborhoods with higher prevalence of households receiving 

public assistance, households under poverty, adults unemployment, foreign-born 

residents, and female-headed households are less likely to receive social support, 

participate in organizations, and be integrated with social network.  These results support 

the argument of the social disorganization perspective in that the inability of community 

structure to realize the common value of community is dependent upon the extent of 

social and structural disadvantage of community.  The findings of this study are similar to 

the research results examining collective efficacy, which was proposed to test the 

arguments of social disorganization perspective.  Even though collective efficacy has 
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been used to measure community capacity to achieve common goal, collective efficacy is 

basically the extension of social relationships in that trust among people and social 

cohesion are basic of collective efficacy (Sampson, Morenoff, and Earls 1999; Sampson, 

Raudenbush, and Earls 1997).  The present study uses three kinds of social relationships 

to measure potentially diverse social processes in neighborhoods.  Social relationship 

variables used in the present study did not directly include the questions asking social 

intervention, but volunteering, church attendance, or enacted support may represent the 

willingness to intervene of common good.  Accordingly, the exploration of various social 

relationships in this project not only supports the idea of social disorganization but also 

extend the concept of collective efficacy by including distinctive types of social 

relationships. 

Unlike variables predictive of lower levels of social relationships, the percentage 

of education 16+ years and female-headed households showed the different patterns in 

predicting social relationships.  One plausible explanation for a positive association 

between female-headed households in neighborhoods and informal integration is that 

individuals living in neighborhoods with plentiful female-headed household are more 

likely to develop social relationships with female acquaintance through informal network 

and integration than those living in neighborhoods with lower prevalence of female-

headed household.  Female are more likely to have informal social relationships than 

male do.  More studies are needed to clarify why informal integration is associated with 

neighborhood contexts in a different way.   

Mixed patterns are also found for the percentage of residential stability in that 

residential stability was a negative predictor of confidant support, but a positive predictor 

of social participation.  Even though the extent of residential stability is a positive 

predictor of collective efficacy (Sampson, Raudenbush, and Earls 1997), this study 
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demonstrates that residential stability is associated with social relationships in a different 

way by the type and form of social relationships.    

Workplace contexts were predictive of social relationships in various ways.  

Individuals taking supervising role and possessing higher levels of job latitude were more 

likely to report higher level of social relationships.  These results are in partly consistent 

with previous studies in that people with higher job latitude and autonomy in workplace 

are likely to do health-enhancing behavior or participate in volunteer work (Hellerststedt 

and Jeffery 1997).  Drawing upon a spill-over theory, individuals who are encouraged to 

deal with independent judgment and complex problems tend to have increased change of 

developing relationships with fellow and acquaintance within and out of workplace 

(Wilson and Musick 1997).  The association between supervising role and job decision 

latitude, and social relationships not only supports the idea of spill-over but also advances 

the determining factors of social relationships.  

Psychological demands in the workplace was predictive of lower level of support 

from friends/relatives, while physical demands in workplace was positively associated 

with confidant support, enacted support, and advisory integration, but negatively 

associated with friends/relative support, social participation and informal integration.  

Drawing upon life stress perspective, stressful life events or structural strains discourage 

individuals from establishing social relationships because of lacking in social network 

and resources; however, individuals also mobilize social network and resources to cope 

with stressors.  Results of physical demands show that respondents reporting higher 

levels of physical demands are more likely to look for support from confidant, and spend 

more time in helping others.  These results may support the existence of different 

mechanisms by which physical demands affect social relationships.  Theoretical 

explanation is still slim why physical and psychological demands are showing a different 
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pattern in predicting social relationships.  All in all, findings of workplace contexts and 

social relationships advance our understanding of the process of social relationships by 

testing the associations between social relationships the dimensional characteristics of 

workplace contexts.  Even though social relationships are developed and sustained with 

people within and outside of workplace contexts, some of the characteristics of 

workplace contexts are predictive of differential in social relationships. 

Family contexts are strongly predictive of a variety of social relationships.  

Supportive relational contents with family members and parental chronic stress were 

predictive of social relationships, indicating that individuals reporting greater level of 

support from family members and of marital life, and reporting lower level of parental 

chronic stress were more likely to receive social support, participate in non-working 

social organizations, and be integrated with social network than those who did not.  These 

results in part support the propositions of life stress perspective and social ecology in that 

social and structural dimension of contexts are stressful life events or structural strains 

resulting in individual social behavior across contexts.   

Exploration of having children provides the mixed results; people having children 

were more likely to spend time in helping others, volunteer, and attend the church.  

Children may affect development and utilization of parents’ social network or life style 

because individuals may develop new network with families of children’s friends and 

participate in organization of which children are members; thus, individuals having 

children appear to spend more time in participating in social organizations or helping 

others than those without children.  Nevertheless, having children was related to poor 

mental and physical health, indicating that having children is more likely to be considered 

stressful life events.  Having children, thus, was predictive of lower level of informal 

integration and friends/relative support.  In addition, having children may decrease 
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support from one’s spouse (Mirowsky and Ross 2003), so they look for help or advice for 

health concerns from outer source.  Researchers have examined whether family as a basic 

social institution is linked to individual outcomes and behavior; however, little attention 

has been paid to exploring whether one’s place in family structure and relationships with 

family members are precursors of social relationships as individual behavior and 

outcomes.  Therefore, this study advances our understanding by supporting the idea that 

family contexts lay groundwork of social relationships process. 

All in all, social contexts are predictive of social relationship in many cases, 

indicating that theoretical propositions of social disorganization, life stress, and social 

ecology are substantially supported.  Social contexts appear to be factors contributing to 

the process of social relationships over and above individual characteristics. 

 

3. Social Contexts, Social Relationships, and Health Outcomes: 
Mediation Mechanisms  

Third research question is to examine whether social relationships mediate the 

association between social contexts and health status.  Mediation model is confirmed if 

the coefficient or odds ratio of social contexts on health status change or become 

statistically insignificant with the inclusion of social relationships.  According to the 

results of regression of health outcomes on neighborhood variables and social 

relationships, social relationships mediated some of the associations between 

neighborhood contexts and depression, but did not largely mediate associations between 

neighborhood contexts and self-rated health.   

The mediating effects of social relationships vary by the neighborhood contexts; 

social relationships accounted for the association between the percentage of households 
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receiving public assistance, foreign-born residents, and female-headed households, and 

depression, but accounted for only some of the association between the percentage of 

adults unemployment and depression.  These results support the proposition of social 

disorganization in that disadvantaged neighborhoods do not possess collective capacity to 

promote health-enhancing environment.  Previous studies using collective efficacy or 

similar measurements of social support and social ties showed inconsistent results 

(Browning and Cagney 2002; Franzini et al. 2005); however, the findings of this study 

demonstrate the existence of diverse mechanisms by which neighborhood contexts 

influence health status.   

Among social relationships, social support is a strong mediator, indicating that 

individuals residing in neighborhoods with higher prevalence of households receiving 

public assistance, adults unemployment, foreign-born residents, and female-headed 

households are more likely to experience poorer mental health due to lacking in social 

support.  Social support in the present study is not measured as a neighborhood-specific 

support; thus, these neighbors may be crucial sources of social support.  In addition, even 

though social relationships account for some of associations between mental health and 

neighborhood contexts, social relationships do not mediate the association.  Social and 

structural dimensions of neighborhood contexts are related to mental and physical health 

through different mechanisms. 

According to the results of regression of health outcomes on workplace variables 

and social relationships, social relationships accounted for the part of association between 

workplace contexts and health status, but the significance level of workplace contexts on 

health status remained largely unchanged with the adjustment for social relationships.  

Social relationships moderately mediated the association between psychological demands 

and W2 self-rated health, but the mediating effects of social relationships on the 
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association between workplace contexts and health outcomes were weak.  Among social 

relationships, social support mediated some of the associations between workplace 

contexts and health status, indicating that supervising role and decision latitude, and job 

demands appear to exert effects on health status partly through restrained supportive 

relationships, but social relationships are not the main mechanism to explain the 

association.  Unlike the findings of neighborhood contexts, there is no notable difference 

between mental and physical health in mediation mechanism. 

According to the results of regression of health outcomes on family variables and 

social relationships, social relationships accounted for the association between family 

contexts and health status, but the patterns of findings vary by physical and mental health.  

Social relationships mediated some association between family contexts and depression, 

but the effects of family contexts on depression remained significant even after a 

simultaneous inclusion of social relationships.  Individuals reporting higher levels of 

family support, marital satisfaction, and lower levels of parental chronic stress are less 

likely to have depressive symptoms, and social relationships accounted for some of the 

beneficial effects of family contexts on health outcomes.  Despite these mediating roles, 

social relationships were not crucial mechanisms to explain the relation between family 

contexts and health outcomes.  Among social relationships, social support was a 

consistent mediator.   

For self-rated health, individuals who received social support, participated in 

social organization, and were tightly integrated with social network were less likely to 

experience declines in W1 self-rated health; however social relationships only accounted 

for part of association between family contexts and W1 self-rated health.  Social 

relationships mediated the association between parental chronic stress, mother support, 

spouse support, and child support, and W2 self-rated health controlling for baseline 
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health status in that the odds ratios of fair/poor or good self-rated health as opposed to 

very good/excellent self-rated health became insignificant with the inclusion of social 

relationships.  Like the results of mediation model of W1 self-rated health and 

depression, social support is a strong mediator.   

These findings indicate that social relationships account for association between 

the contextual dimensions of family and changes in self-rated health over time.  Family 

lays the groundwork for how social relationships will be developed and sustained (Vaux 

1988), because family is also main source of supportive relationship.  Drawing upon a 

expansion perspective of social ecology (Grzywacz and Butler 2005; Barnett and Hyde 

2001), family contexts are contributing factors to self-rated health partly because 

individuals who receive strong support from family members and less stress from 

parenting role are likely to receive health-enhancing supportive help from varied social 

relationships after adjusting for individual socio-demographic characteristics.  Little has 

been known about the association between contextual dimensions of family and health.  

This study not only proposes the idea that family is the groundwork of establishing social 

relationships, but also supports that social relationships account for some of the 

associations between family contexts and health status.  These findings may advance out 

understanding about the role of family because one’s place along with subjective 

appraisal and relational contents are basement of not only health status but also social 

relationships.  
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4. Social Contexts, Social Relationships, and Health Status: Moderation 
Mechanisms  

Final research question is to examine whether social contexts moderate the 

association between social relationships and health status.  Social relationships are 

generally beneficial for health status, but their effects on health may be stronger or 

weaker by social contexts in which they are embedded.  Following the aforementioned 

findings, social contexts and social relationships are generally associated with social 

relationships; thus, associations between social relationships and health status may be 

conditioned by social contexts because social resources, relational contents, and specific 

role and positions within each social context may affect social relationships and health.   

All in all, moderating effects of social contexts on the association between social 

relationships and health status provided the mixed results, indicating that moderating 

effects of social contexts vary by the conjunctures of social relationships and health 

outcomes.  To better illustrate the moderating effects of social contexts on social 

relationship, I plot the effects of church attendance on W1 depression at two different 

levels of percentage of households receiving public assistance in neighborhoods in Figure 

3.  I compare individuals living in a higher level of household receiving public assistance  

(one standard deviation above the mean) to those living in a lower level of household 

receiving public assistance (one standard deviation below the mean) in neighborhoods.  

Numbers of X-axis are ordinal numbers to measure church attendance.  Church 

attendance was predictive of lower level of depression net of individual controls (b = -

.052; p<.000).  Interaction coefficient of church attendance and houshold receiving public 

assistance is negative (b = -.003; p<.017).   

As shown in the Figure 2, individuals residing in neighborhoods with lower level 

of households receiving public assistance are less likely to be depressed than those who 
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live in neighborhoods with high level of household receiving public assistance when 

church attendance level was low because the prevalence of household receiving public 

assistance was considered social and strucutral disadvantage, resulting in negative 

individual outcomes.  With the increase of church attendance, the extent of decline in 

depression is not equal; individuals living in neighborhoods with higher level of 

households receiving public assistance benefit more from church attendance than those 

with lower level of  public assistance.  With the highest level of church attendance, the 

predicted level of depression for those living in high public assistance is lower than the 

level of depression for those with low public assistance.  Even though church attendance 

generally appears to reduce depressive symptoms, its salutary effect on depression is 

much stronger for those with high public assistance because they are more in need of 

psychosocial resources to cope with stressful life events or structural environments such 

as prevalence of household receiving public assistance in neighborhoods.  

Figure 3 shows the different pattern of moderation effect of social contexts.  I plot 

the effects of church attendance on W1 depression at two different levels of percentage of 

adults education 16+ years in neighborhoods in Figure 3.  I compare individuals living in 

high prevalence of neighborhood residents education 16+ years (one standard deviation 

above the mean) to those with low level of neighborhood residents 16+ years (one 

standard deviation below the mean).  Interaction coefficient of church attendance and 

residents education 16+ years is positive (b = .003; p<.000).   

As shown in the Figure 3, individuals living in neighborhoods with lower level of 

residents 16+ years are more likely to be depressed than those living in neighborhoods 

with higher level of residents education 16+ years when church attendance level was low 

because prevalence of educated people in neighborhoods was considered higher 

socioeconomic standing of neighborhoods, resulting in positive individual outcomes.  
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With the increase of church attendance, the extent of decline in depression is not uniform; 

individuals living in neighborhoods with lower level of residents education 16+ years 

psychologically benefit more from church attendance than those living in neighborhoods 

with higher level of residents education 16+ years.   

Graphs above depict that individuals disproportionately benefit from social 

relationships by the social contexts in which they are embedded.  Despite aforementioned 

findings of moderqation, theoretical discussion and empitical findings are still very slim 

in understanding moderation effects of social contexts.  Life stress perspective can be one 

of the theoretical backgrounds to explain why respondents get more benefit from social 

relationshipsm if they are placed in disadvantagrous contexts such as higher level of 

neighborhood disadvantage, psychological demands in the workplace, or parental chronic 

stress in the family, because the salutary effects can be stronger for those with more 

troubles or negative life events (Aneshensel 1992; Pearlin 1989).  Despits the proposition 

of life stress perspective, it is not clear why the salutary effects are stronger for those 

reporting less troubles or negative life events.   

This study advances our understanding of social relationships and health by 

demonstrating that the salutary effects of social relationships may be stronger or weaker 

by social contexts, but theoretical explanation of findings are still explorative.  There are 

other mechanisms to explain why one variable of contexts show the opposite pattern of 

moderation.  Therefore, more studies of social context, social relationships, and health 

will help us to understaning the complex relaions among them. 
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5. Study Limitation 

Even though this study is expected to contribute to enlarging the understanding of 

sociology of health and illness by including the propositions of social ecology, there are 

several limitations that should be addressed.  First, this study does not employ a multi-

level technique to examine the effect of neighborhoods on social relationships and health 

outcomes.  ACL come from a national sampling design, and this is the strength to use the 

ACL data because most of the data employed to examine the effect of neighborhood 

contexts on individual outcome and behavior are sampled only from small areas, which 

limits the generalization of data.  Nevertheless, a multi-level technique enables us to 

clarify whether the effect of neighborhoods on individual outcome and behavior are 

attributed to individual or neighborhoods attributes.  Numbers of respondents residing in 

single census tract or enumeration district are insufficient to employ a multi-level 

technique.  In other words, it is not clearly addressed whether social and structural 

dimensions exert independent effects on individual outcomes and behavior over and 

above individual socio-demographic characteristics without using a multi-level 

technique.   

Second, the measurements of workplace contexts do not fully capture the 

contextual dimensions of workplace.  Unlike family contexts, the ACL data do not 

contain relational contents and subjective appraisal of one’s role in the workplace.  Lack 

of variables measuring those contextual dimensions of workplace keeps me from 

comparing the results about relational contents in both workplace and family contexts.  In 

addition, the measurements of social relationships are limited to measure supportive 

relationships only within workplace.  Drawing upon the basic premise of social ecology, 
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social and structural dimensions of social contexts are responsible for development and 

process of social relationships within as well as outside of respective social contexts.  For 

workplace contexts, study of social support in workplace documented that social support 

from colleagues in the workplace reduced the stress from occupational structure (House 

1981; Larocco, House, and French, Jr. 1980), but social relationships variable in 

workplace setting is not available in from the ACL data.  Considering that adults who are 

employed should have spent substantial time of life in workplace, people in workplace 

should be one of critical sources of supportive or stressful relationships.  Due to the lack 

of social support variables within workplace contexts in the ACL data, this study is 

unable to examine mediation and moderation mechanism occurred in workplace contexts.  

Third, the ACL data are old-dated.  Even though the ACL data have a number of 

strengths to achieve aims of the study, old-dated data unavoidably include a problem in 

understanding the process and structure of social relationships.  First wave (1986) and 

second wave (1989) of the data are used to test research questions.  Individuals should 

have different way to develop and sustain social relationships compared to current life 

patterns of people because of the difference in available social resources, development of 

technology, and change in residential settlement.  Thus, 1990 census information linked 

to third wave (1994) or 2000 census information linked to fourth wave (2002) would help 

to examine current trend of social relationships. 

 

6. Future Direction  

This study aims at contributing to the understanding of social relationships and 

health employing the concept of social contexts.  Even though this study provides a 

number of new findings about social relationships and health, there are still unaddressed 
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issues to explain complex relationships between social relationships and health.  First, 

future studies need to use interaction effect of individual characteristics to modify the 

association between social contexts, social relationships, and health.  Some of the 

findings in present study revealed that social relationships did not mediate the association 

between social contexts and health status; however, the effects of social contexts and 

social relationships on health vary by individual characteristics.  For instance, female 

tend to develop more informal supportive network than men do, but men appear to resort 

to more formal supportive network than female do because women typically spend more 

time in acquaintances who is supposed to develop informal network, and men spend more 

time in sustaining relationships in social organizations.  This study, however, does not 

conduct sub-group analyses or test modification model by individual characteristics.   

Second, racial residential segregation is one of the critical social contexts in 

modern US society, because racial residential segregation is a crucial component defining 

social and structural dimensions of community.  Few studies have been conducted to 

examine whether racial residential segregation is associated with social relationships and 

health; theoretical background and empirical findings are slim.  All of the respondents’ 

residence are linked to census information in 1980, thus future studies can use a racial 

residential segregation as potential determinants of social relationships and health. 
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Figure 2. Church Attendance and Depression at Two Levels of Percentage of 
Households Receiving Public Assistance in Neighborhoods 
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Figure 3. Church Attendance and Depression at Two Levels of Percentage of 
Residents Education 16+ years in Neighborhoods 
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