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Social Capital as Determinants of Health and Well-being: A Cross-

Sectional Study of Indonesian Women using Indonesian Family Life 

Survey Wave 4 

Tuti Alawiyah, PhD 

The University of Texas at Austin, 2013 

 

Supervisor:  Calvin L. Streeter 

 

Social capital has been positively associated with adult health and well-being, yet 

our knowledge about the meaning of social capital for women, especially from 

developing countries such as Indonesia, is limited. The Indonesian context is particularly 

suitable for this study since the country is a heterogeneous society in terms of ethnicity, 

language, and race, and it has rich tradition of social capital. The focus on women is also 

relevant since the programs and activities of many government and nongovernment 

organizations target women to improve health and well-being of the family and the 

community. Because women are the target of these efforts, understanding women’s social 

capital (participation in these organizations) is relevant particularly how participation 

impacts women’s health and well-being. Further, this study investigates whether other 

dimensions of social capital (social trust and social support) has impact on women’s 

health and well-being.  

This study utilizes the recent data from the Indonesian Family Life Survey (IFLS, 

Wave 4). The findings indicate education has a positive significant effect on health, 

mental health and well-being outcomes. Higher years of education predict both the odds 
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of being in a good health and having lower mental health problems. Education also 

predicts higher odds of having adequate standard of living, sufficient food consumption 

and healthcare, and feeling happy. Among social capital variables, social trust in the 

general community (feeling safe walking alone at night) has a significant positive effect 

on good health and lower mental health problems. Participation in Rotating Saving and 

Credit Association (ROSCA) also has a significant effect on improved women’s welfare 

including having adequate standard of living, enough food consumption, and sufficient 

healthcare. Living in Java was a determinant factor for having good health, but not the 

other outcomes. Implications for social work practice and policy development are 

offered.  
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CHAPTER ONE: INTRODUCTION 

BACKGROUND  

“Ibu sehat, negara kuat” meaning “healthy mothers, strong country” is an 

Indonesian phrase that recognizes active roles of women for creating health and well-

being of the family and community. Women’s citizenship is often viewed as central to 

nurturing their families and communities to promote national well-being (Sproat, 2013). 

One of the well-known movements to leverage women’s roles is the Family Welfare 

Organizations, known as PKK (Pemberdayaan Kesejahteraan Keluarga). Founded in the 

1972, as an organization that utilizes women, particularly the housewife, PKK exists in 

every community/village in Indonesia today.  

This dissertation focuses on women’s participation in the first-tier civil society 

(community-based) organizations1 in Indonesia, one of them being the PKK. The spirit of 

women’s involvement in the PKK and other civil society organizations is mutual 

cooperation (known as gotong royong) and helping each other (tolong menolong) 

(Imelda, 2011). Indonesia has a rich and long tradition of gotong royong and taking care 

of one another (Bowen, 1989). Community members work together to maintain a healthy 

environment, build public facilities, and protect their neighborhoods. Females, different 

from their male counterparts, often participate in organizations working to improve health 

and well-being of the children and family. These organizations include the Community 
                                                   
1Victoria Beard (2005) categorized these types of civil society (community-based) organizations 
(such as neighborhood associations (RT/RW), Family Welfare Organizations (PKK), community 
health post (Posyandu), and Rotating Saving and Credit Associations (ROSCA or Arisan) as the 
first-tier civil society organizations and differentiate them with the new nonprofit organizations 
including international NGOs such as Habitat for Humanity Indonesia (the second-tier civil 
society organizations). Beard (2005) added that the former has much broader presence nationally 
than the latter even though the latter has been growing since the last 15 years.   
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Health Post (Pos Pelayanan Terpadu, or Posyandu), the PKK, and Rotating Saving and 

Credit Association (ROSCA, or Arisan). Group membership, participation, and 

volunteering in organizations and communities are well-known as social capital and often 

it is used as a proxy of social capital (Putnam, 1993; 2000)2. The current study focuses on 

this concept of social capital (community participation) and expands the concept to 

include two other dimensions of social capital (trust and social supports). The primary 

aim of this study is to examine how social capital in Indonesia impacts women’s health 

outcomes (self-rated health and mental health) and well-being (including subjective 

welfare and happiness). 

The main thesis of this study is as women participate in civil society organizations 

and benefit others, it is believed that women themselves gain benefits from their 

engagement. Social capital theory informs us that through interaction and exchange 

processes, possession of networks provide both tangible and non-tangible profits for 

those who are involved (Bourdieu, 1986). The current study examines whether women 

obtain both tangible and non-tangible benefits from being engaged in the civil society 

networks in regards with their health and well-being. However, different from previous 

studies, which often combine all types of participations (total numbers of 

memberships/participations) in organizations, this research looks specifically at certain 

types of participations in organizations that affect health and well-being assuming 

different organizations have distinct functions and roles to improve family and 

community well-being. The current study also assesses two other dimensions of social 

capital (social trust and social supports) and specifically examines what types of trust and 

                                                   
2 The term group membership, participation in organizations, volunteering, and participation in 
community programs (or community participation) will be used interchangeably in this study as 
these terms reflect the concept of social capital.   
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supports could benefit women’s health and well-being. By doing so, this study provides 

evidence that only participation in certain types of organizations (such as participation in 

ROSCA) and only specific types of social trust (such as trust in the community) have 

positive impact for health and well-being.  

The Indonesian context is particularly suitable for this study since the country is a 

heterogeneous society in terms of ethnicity, language, and race, and it has a long-standing 

tradition of social capital (community engagement, mutual trust, and cooperation) 

(Grooteart, 1999; Miller, Scheffler, Lam, Rosenberg, & Rupp, 2006). The focus on 

women is also relevant since the program and activities of many government and 

nongovernment organizations target women to create a wealthier, healthier and happier 

society.     

INDONESIAN CONTEXT  

With a population of 248 million, Indonesia is the fourth most populous country 

in the world after China, India, and the United States (World Factbook, 2012). Indonesia 

is located in Southeastern Asia and lies between Asia and Australia. It is bounded by the 

Pacific Ocean in the north and east and the Indian Ocean in the south and west. Indonesia 

consists of more than 17000 islands with five major islands: Java, Kalimantan, Sumatera, 

Sulawesi and Irian Jaya (West Papua) (See the map of Indonesia in Figure 1). In regards 

with ethnicity and language, there are five major ethnic groups: Java, Bali, Bugis, Batak, 

and Minangkabau with approximately 300 different local languages exist across the 

country’s 32 provinces (Biro Pusat Statistik, 2012).  Hence, Indonesia is considered a 

diverse country even though 87% of the population is Muslim. This is reflected in its 

national motto “Bhineka Tunggal Ika” (Unity in Diversity).  
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Figure 1. The Map of Indonesia  

 

 
 

The Dutch began colonizing the country in the early 17th Century and Japan 

occupied Indonesia for a short period of time (1942 to 1945). Indonesians declared its 

independence on August 17, 1945. Five decades after its independence, Indonesia gained 

international recognition under President Suharto as one of the Asian countries that has 

experienced rapid economic and demographic changes. During the period of 1970s to 

1990s, the government’s development programs and policies reduced the poverty rate 

from over 40% in 1976 to about 25% in the 1990s and lowered the fertility rate from 

about 5.6 to about 3.0 during the same period. The programs also increased the 

prevalence of contraception use among married women aged 15 to 49 from just below 

5% in the 1970s to 50% in the 1990s. Over this same period of time, infant mortality 
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rates had fallen from 159 infant deaths per thousand live births in the 1960 to about 68 in 

the 1990. These dramatic demographic and economic changes have been cited as one of 

the factors that prompted studies on Indonesia in the United States at the same period of 

time. This was also one of the reasons noted by American researchers based in California 

to collaborate with Indonesian scholars to conduct an Indonesian Family Life Survey, a 

longitudinal study on Indonesia started in 1993 (Frankenberg, Karoly, Getler, Achmad, 

Agung, Hatmaji, Sudharto, 1995)    

At the end of the 1990s, as economic crisis hit most of Asian countries, the 

Indonesian economy collapsed and the Indonesian Rupiah came under pressure falling 

from around Rp. 2,400 per US$ at the end of 1997 to Rp.15,000 per US$ in the early 

1998 (Beegle, Frankenberg, & Thomas, 1999). Fortunately, the economic growth has 

been improving for the last 10 years with an economic growth rate of about 4.9 % in 

2000, increasing to 6.1% in 2010. GDP per capita has increased to above $4000 in 2009 

and to $4,700 in 2011 (The WorldBank, 2012; The World Factbook, 2012). According to 

the WorldBank (2012), with its per capita GDP of $4,700, Indonesia is no longer 

considered a low-income country, but a low middle income country (those with GNI per 

capita of more than $1,005 but less than $12,276).    

Despite the remarkable changes especially over the period of 1970s to 1990s, 

Indonesia still faces many challenges.  The population living below $1.25 a day in 2009 

was 18.7% and nearly half of the Indonesian population still lives on less than $2 per day. 

This percentage was much higher compared to neighboring countries such as Malaysia 

that has a population living below $1.25 less than 2% or Thailand with 10.8%. Infant 

mortality rates were still high in 2010 (35 death per thousand live births) as well as 

maternal mortality (240 per 100,000 live births) in 2009. This percentage was much 
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higher than the average infant mortality rate in East Asia and Pacific (24 infant death per 

thousand live births), but lower than South Asia (67 per thousand live births). 

(WorldBank, 2011; WorldBank, 2012).  

Currently, according to the United Nation of Development Program (UNDP), 

Indonesia’s Human Development Index (HDI) value was 0.617 (on a scale of 0 which 

indicates low levels of HDI to 1 which indicates very high HDI). Indonesia was ranked 

124 out of 187 countries which is lower than the average countries with medium 

development index (0.630) and lower than the average for countries in East Asia and 

Pacific (such as China and the Philippines). Gender inequality index was also lower (100 

out of 146 countries in the 2011 index) compared to the Philippines and Malaysia that 

were ranked at 75 and 43 respectively on this index out of 146 countries.  

The context of Indonesia as a low-middle income country, its heterogeneous 

communities, and its rich tradition of social capital as well as the socio-economic changes 

in the last 40 years have triggered international researchers to study Indonesia and in 

particular to assess its social capital (e.g. Beard, 2005; Lasagni & Lollo, 2011).   

WHY WOMEN  

Women are half of the world population, but poor individuals are 

disproportionately women and girls (Chen, Vanex, & Heintz, 2006; Wiepking & Maas, 

2004). The United Nation Development Program (UNDP, 2009) estimated over 60 

percent of the poor are women. If 1.4 billion people worldwide are poor (Chen & 

Ravallion, 2008), it means about 85 million women live in poverty globally. To alleviate 

poverty and increase the standard of living globally, women have been targeted by both 

government and nongovernment organizations (NGOs) through various economic, health, 
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and social programs (including family planning, micro finance, and other welfare 

programs) (UNDP, 2009; World Bank, 2011). In Indonesia as an instance, women were 

trained to disseminate health-related programs (such as HIV prevention and 

immunization programs) (Gunawan, 1986; Imelda, 2011). The use of women as a target 

group in many socio-economic and health projects is presumably because the notion 

embraced by the society that women are more caring than men; thus it is expected that 

women take more responsibility to take care of their families (Menjivar, 2000). 

Critiquing women’s involvement in a more womanized organization, whose main role is 

to improve well-being of their children and families, is legitimate since it provides 

women with few choices to move beyond family well-being issues to increase their 

leverage in higher social rank and in the society’s decision making process. 

Barriers to women’s equality hence are still abundant. Women face inequalities 

not only in decision making positions, but also in education and employment (the World 

Bank’s Country-Gender Assessment Report, 2006). According to the Indonesian 

Statistics Bureau (Biro Pusat Statistik, 2011), the percentage of females with at least 

secondary education is much lower than males, 24% compare to 31.1%. The labor force 

participation among women is also much lower (52%) compared to males (86%) and in 

contrast, females who performed unpaid family works was much higher than males 

(32.4% compare to 8.1%). In addition, there were only 18% of females who held seats in 

national parliament.    

Furthermore, there were 13% of female-headed households (World Bank 

Country-Gender Assessment Report, 2006). The number did not change much using the 

IFLS4 Survey data in the current study sample that showed 11% of women are head of 

households. Female head of householders often face more difficulties navigating day-to-
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day struggles as breadwinners and single mothers. Studies from a developed country, the 

United States, showed that children living with single-mothers (around 18 million 

children) face a higher risk of poverty than other children. Seven in 10 children living 

with single mothers were poor, compared to less than a third (32 percent) of children 

living in other types of families (Mather, 2010).  

In general, studies found women living in poverty face a unique set of complex 

issues such as transportation, child care, inadequate housing, and high rates of joblessness 

and underemployment (Edin & Lein, 1997; Henly, et.al., 2005; Jefferson, 2006; Zhang, 

Anderson & Zhan, 2011). Indonesia is a low middle income-country with half of its 

people falling into the category of poor or nearly poor3. Discussing issues faced by 

women in poverty is relevant since poor women in a developing country face either 

similar challenges or worse than poor women in a developed country. They live with a 

lower standard of living, few resources and higher rates of unemployment. Presumably 

for these reasons, low-income women experience higher depression rates compare to the 

general population (Hildebrandt & Kelber, 2005; Samuels-Dennis, 2007).  

The researcher’s interest in studying women was triggered by women and poverty 

issue. Poverty is a day-to-day struggle for women, especially in the developing world. 

The researcher’s involvement with women’s organizations in Indonesia also provides 

viable venues to continue researching women and their participation either as service 

users or cadres/volunteers in various civil society (community-based) organizations in 

Indonesia. In particular, the researcher’s primary goal is to understand how women’s 

participation could affect their own well-being. Research on social capital, health and 

                                                   
3 In Indonesia, there are around 30 million individuals or 12.5% of the population, living under poverty line 
(US$1 per day)3 (BPS-Statistics Indonesia, 2011). However, the poverty rate will jump to nearly half of 
Indonesians if we use a $2 per day as a standard of poverty line (World Bank, 2011). 
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well-being in Indonesia has examined household levels (Grooteart, 1998; Beard, 2007), 

adult individuals (Beard, 2005; Miller, et al., 2006), and children (Nobles & Frankenberg, 

2006; Sujarwoto & Tampubolon, 2011). Only a few studies assess women’s social 

capital, health, and well-being. Two of them utilized qualitative and mixed method 

approach (e.g. Imelda, 2011; Amar, 2010). The current study addresses this gap by 

examining women’s social capital, health and well-being quantitatively using a large 

national sample from the Indonesian Family Life Survey.  

SOCIAL CAPITAL AND HEALTH AND WELL -BEING OF WOMEN  

It is important to assess how engagement in community-based organizations and 

programs could benefit women themselves. Studies have shown that women who are 

actively engaged in communities could attain self-empowerment through increased 

knowledge, important life skills, self-esteem, and sense of community (Messias, et.al., 

2005; McClain, 2002; Mok, Cheung, & Cheung, 2006). Higher participation was also 

related to higher levels of women empowerment in a breastfeeding empowerment 

program in China (Kang, Choi, Ryu, 2008) and an empowerment and economic program 

in India (Kermode, et al., 2007). Women also gained a sense of empowerment when 

participating in a program intended for their children, as found in an educational program 

for at risk children (Holloway, 1997). In Indonesia, participation in ROSCA improved 

women’s welfare, enabled women to deal with their needs and financed their economic 

activities (Anderson & Baland, 2002).   

Studies also have found the positive effects of social capital on health outcomes 

and well-being among adult population (Almedon, 2005; Helliwell & Putnam, 2004; Yip, 

et al., 2007), children (Ferguson, 2006; Nobles & Frankenberg, 2006), older adults 
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(Thoits & Newitt,  2001), and male adult Latino day laborers (Negi, 2008). Using social 

and economic indicators of well-being, positive associations have been found between 

social capital and economic development (Putnam, 2000) and social capital and increased 

economic well-being (Henly et al., 2005; Zhang, et al., 2011).  

One of the ways social capital improves health and well-being is believed to be in 

congruence with Putnam’s (2000) theory of social capital that close social networks 

provide emotional and instrumental supports while broader networks that cut across class, 

race, and ethnicity provide individuals with social and economic leverage through access 

of information, career resources, and connections/channels (See also Briggs, 2002; Edin 

& Lein, 1997; Henly, et al., 2005; Thoits, 2012).  

Studies have mixed results on whether females benefit more than males from their 

social capital. It was reported that women in general were excluded from getting the 

benefits from social networks (Mayoux,  2001; Silvey & Elmhirst, 2003). With a 

reference to Indonesia, Silvey & Elmhirst (2003) for instance identified three ways in 

which women were excluded from their networks by supporting unwelcome claims on 

women’s labor and remittances, creating normative constraints on women’s mobility and 

behavior; and using “the role of social networks in perpetuating women’s exclusion from 

more powerful networks” (p. 871). However, different from the above studies, Okten & 

Osili (2004) found that “women are more likely than men to benefit from participation in 

community networks in gaining awareness of credit opportunities (p. 1243)” as compared 

to their male counterparts.  

Similarly, research reported mixed results in regards to the benefits of social 

capital on health outcomes. Some studies reported it was greater for women (for example 

Elgar, et al., 2011; Iwase, et al., 2012), others reported the opposite (Miller, et al., 2006; 
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Beard, 2005), and another study found both men and women equally benefitted from 

access to any form of social capital (group memberships and trust) in its relationship to 

physical health (Eriksson, Dahlgren, Janlert, Weinehall, Emmelin, 2010). Thus, studies 

seem inconclusive about the benefits of having social capital for men and women and in 

regards to its effect on health and well-being.  

RESEARCH QUESTIONS 

Based on the background and the results of the above studies, the main research 

question in the current study is whether social capital improves health and well-being of 

women in Indonesia. Social capital was measured by participation in various community-

based organizations, social trust and social supports. The current study specifically 

examines if participation in certain types of organizations, groups, and community 

programs and specific types of social trust and social support impacts health and well-

being of Indonesian women.  

This study utilized the recent data from the Indonesian Family Life Survey (IFLS, 

Wave IV). The survey was conducted by Research and Development (RAND) 

Corporation, Santa Monica, the Center for Population and Policy Studies (CPPS) Gadjah 

Mada University, Indonesia and Survey Meter, Indonesia between 2007 and 2008.  

SIGNIFICANCE OF THE STUDY  

This study has a potential significance for social work practice, research, and 

policy. At the micro levels, since the current study investigates the impact of social 

capital on health and well-being of women, it could provide insights on social capital and 

health promotion interventions in the community. At the mezzo (organizational) levels, 

this study aims to capture how civil society (community-based) organizations in 
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Indonesia have worked toward improving health and well-being of Indonesian women. 

Furthermore, as this study used the dataset from Indonesia, it adds to the literature on 

social capital and health and well-being from a developing (low-middle income) country. 

At the policy or macro levels, the results of this study could inform policy-makers efforts 

to continue and expand new initiatives to integrate social work and health practices 

through community-based interventions. In Indonesia, it includes interventions to tackle 

emerging health issues such as HIV/AIDS and cancer treatment and tobacco control 

programs.  

CHAPTER OUTLINE  

This dissertation consists of five chapters. Chapter One describes the background 

of the study, the Indonesian and women context, the research problem, and the 

significance. Chapter Two consists of three sections. First, it reviews the theoretical 

framework on civil society and civil society organizations in Indonesia. The next section 

provides theoretical insights on social capital and discusses three dimensions of social 

capital and the benefits of having group membership and participation. The last section 

highlights the literature review on social capital, health, and well-being. It begins by 

defining health and well-being terms then reviews empirical research on the relationships 

between social capital and health outcomes and social capital and well-being. Chapter 

Three presents the methodology including study design, the dataset and sample, 

measurement and variables, and data analysis. Chapter Four shows the results of this 

study that highlights what types of social capital have health benefits for women as well 

as what dimensions of social capital increase women’s welfare and well-being. The last 
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chapter, Chapter Five concludes this dissertation with discussion and implications for 

social work practice, research, and policy.    
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CHAPTER TWO: THEORETICAL FRAMEWORK AND 

LITERATURE REVIEW  

 

Chapter two consists of three sections: (1) the discussion of civil society and civil 

society organizations, (2) the review of theories of social capital and the three dimensions 

of social capital; and (3) the literature review on social capital, health and well-being. The 

discussion of civil society, civil society organizations and its classification provides 

insights when discussing the three dimensions of social capital and the benefits of having 

social capital. Civil society organizations have been seen as venues where membership 

and participation in community-based organizations takes place to nurture individuals’ 

social trust and reciprocity, and to exchange social resources. The next section on social 

capital provides discussion about the three dimensions of social capital (participation, 

social trust, and social resources) and the benefits of engaging in social networks. The 

last section reviews the current literature on social capital and health, and social capital 

and well-being. The chapter concludes with a theoretical framework built from the theory 

of social capital and its relationship to health and well-being.  

 

CIVIL SOCIETY ORGANIZATIONS  

Civil society is defined as “the sum of institutions, organizations, and individuals 

located between the family, the state, and the market in which people associate 

voluntarily to advance common interests” (Anheier, 2004, p. 22). Civil society is related 

to the ways citizens act to address various social problems through community-based 

organizations (CBOs), voluntary associations or nonprofit organizations (NPOs). These 

terms will be used interchangeably along with civil society organizations (CSOs) 
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throughout this chapter and the following. Individuals’ involvement in civil society 

organizations may range from being members of organizations, participating in public 

meetings, and volunteering through several organizations as well as doing advocacy to 

make policy changes. While acknowledging there are varied concepts of civil society, 

this paper will focus on the concept of civil society as an associational life where 

voluntary associations, nonprofit, as well as community-based organizations are 

ubiquitous. These organizations are seen as the structures where memberships and 

participations take place.  

CIVIL SOCIETY AS ASSOCIATIONAL L IFE   

The history of civil society can be traced back to the Ancient Greeks when early 

philosophers tried to understand what constitutes a good society, roles of states, and 

rights and responsibilities of citizens (Edwards, 2004; Ehrenberg, 1999; Hodgkinson & 

Foley, 2003; Keane, 1988; Seligman, 1992). The concept of civil society as voluntary 

associations or associational life gained popularity in the United States since Alexis de 

Tocqueville, the French aristocrat, visited the United States in the 1830s wrote a book, 

“Democracy in America”.  Anheir (2005) cited Tocqueville when he mentioned the 

tendency to create associations among American people: 

Americans of all ages, all station of life, and all types of disposition are forever forming 

associations… In every case, at the head of any new undertaking, where in France you 

would find the government or in England some territorial magnate, in the United States 

you are sure to find association (p. 26).   

Tocqueville viewed civil society as civic associations, and Americans were seen as 

founders and joiners of civic associations (Eberly, 2000). This understanding of the idea 
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of civil society in Tocqueville’s work is what we know about civil society today as 

voluntary associations. It is believed that a strong associational life is an important 

ingredient to build a civil and strong society and a prerequisite to develop a democratic 

society. 

Schwartz & Pharr (2003) viewed civil society as a “sphere that intermediates 

between family and state in which social actors pursue neither profit within the market 

nor power within the state (p. 2).” Civil society is often seen as an associational life with 

rich voluntary, nonprofit associations or organizations. Community members and 

citizens’ involvement in civil society organizations is crucial. For instance, nonprofit 

organizations in the United States that deliver social, health, and human services rely on 

many dedicated individuals and volunteers (Anheier, 2005; Edward, 2004). According to 

the John Hopkins Comparative Nonprofit Sector Project, there are five characteristics of 

civil society or nonprofit organizations that have been used internationally: (1) having 

some kind of formal or legal status; (2) private or institutionally separate from 

government, but it does not mean that these organizations cannot get government’s 

supports; (3) self-governing, so organizations can control their own activities; (4) non-

profit distributing, so they are prohibited from distributing the profit to the owners or 

directors; and (5) voluntary which means involving some voluntary participation from 

members of the community. Understanding the elements of what constitutes a civil 

society organization helped civil society stakeholders (researchers, nonprofit community, 

policy makers, and donors) to focus on how to provide better impacts for the well-being 

of the community members.  

Since civil society as an associational community is varied with regards to its 

areas of purpose (e.g. education, health), Salamon & Anheier (1996) have classified 
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nonprofit organizations into twelve classifications: (1) cultures and recreation, (2) 

education and research, (3) health, (4) social services, (5) development and housing, (6) 

environment, (7) law, advocacy, and politics, (8) philanthropic and voluntarism, (9) 

international, (10) religion, (11) professional associations and unions, and (12) others that 

cannot be classified into the eleven areas above. The classification is used by nonprofit 

organizations to classify themselves into certain areas of services. In the United States, to 

be considered as a nonprofit, an organization should fall into eight categories that is 

similar to the above classifications.  

Civil society organizations exist because individuals provide their times, talent 

and often treasures (money) to the organizations. In line with individuals’ contributions, 

the state and the market (e.g. corporation, corporate foundations, family foundations) 

have a salient role in helping the nonprofit open their doors to the most vulnerable 

individuals. In its relationship to the state and other stakeholder and funder, scholars such 

as Ralph Kramer (1981) classified nonprofit organizations into three categories based on 

the nonprofit’s relationships to the state: First, complementary agencies are organizations 

that complement services that have been offered by the government such as after-school 

programs in public schools. Second, supplementary agencies that supplement what have 

been provided by the government to reach particular population such as private day care 

agencies that provide services for children who are ineligible for the public day care 

system. Third, subsidiary agencies are organizations that contract with the government to 

provide services such as nursing homes and private day care that largely rely on 

government funding.  

Smith & Lipsky (1993), on the other hand, categorized nonprofit into three groups 

based on their structures, staff and funding sources: community organizations that are 
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staffed by volunteers and local community members; traditional social service agencies 

which are old and mostly rely on wealthy individuals’ philanthropy and charities; and 

new nonprofit agencies that mostly rely on government funding and utilize both 

volunteers and paid professionals. Pickert (2003), however, argues that the classification 

should allow the diverse organizations to fall into a continuum where some organizations 

might be more community-based or issue-based organizations. This captures a continuum 

from informal to formal organizations, from neighborhood to worldwide organizations, 

from apolitical to semi-political organizations. Pickert (2003) then classified nonprofit 

sector into two broad categories based on organizations’ relations to varied issues and 

communities: (1) community-based organizations such as neighborhood associations and 

Parent Teacher Associations (PTAs); and (2) issue-based organizations such as 

environmental organizations, hiking clubs, and self-help groups.  

The discussion about civil society organization and its classifications are useful 

when one aims to study civil society or nonprofit sector and how different types of 

organizations might serve different purposes and have different functions and roles in the 

society. The classifications of civil society organizations given by Smith and Lipsky 

(1993) as well as Pickert (2003), for instance, are applicable for the Indonesian context 

when we discuss civil society organizations and its roles and functions in Indonesia.  

THE ROLES OF CIVIL SOCIETY  

Civil society is an important concept because it attempts to understand “the 

problematic relations between the private and the public, the individual and the social, the 

public ethics and individual interests, individual passions and public concerns” 

(Seligman, 1992, p. 5). The conflict between private interest and the public good, for 
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example, has been a concern for a long time in many areas such as education, health, and 

welfare issues. Civil society plays an important role in helping us understand the source 

of the conflict and untangle the problems for the sake of the public good.    

Civil society organizations functions as a catalyst for imparting social and civic 

norms, values and habits (Eberly, 2000). Involvement in multiple associations can help 

build higher trust toward one another and increase our sense of solidarity, helpfulness and 

respectfulness for one another. These civic values or civility are crucial for building 

collective actions and collaboration to solve community problems and to achieve public 

goals (Putnam, 1993).  Edward Shills (1991) added that civility is “an attitude of 

attachment to the whole society, … an attitude of concern for the good of the entire 

society. … the conduct of a person whose individual self-consciousness has been partly 

superseded by his collective self-consciousness… (p. 11-12).”  

Additionally the civil society sector has a crucial role to provide more affordable 

services for disadvantaged population. Civil society (nonprofit) organizations often have 

complementary or subsidiary functions as noted above when the government has fallen 

short of fulfilling the needs of health and human services. The economic role of civil 

society sector is fulfilled through millions of non-profit organizations around the world 

and through the contribution of billion of hours given by volunteers to the nonprofit 

sector (Anheier, 2005; Edwards, 2004; Hermoso, 2005; Jones, 2006).  

CIVIL SOCIETY ORGANIZATIONS IN INDONESIA  

Indonesia has been known for its rich tradition of civil society organizations and 

its legacy of mutual assistance (gotong royong) (Bowen, 1989; Miguel, Gertler, Levine, 

2002; Nobles & Frankenberg, 2009). It is common especially in rural areas, where 
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families and neighbors help one another when they have life cycle ceremonies: wedding, 

birth or death of family members, as well as when they hold religious events such as 

Maulud, an event to celebrate the birth of the Prophet Muhammad. Villagers also work 

together to build or maintain community facilities such as mosques, sanitation facilities, 

roads, cemeteries, and schools. These community works are typically organized by 

Neighborhood Associations that work collaboratively with other community-based 

organizations: religious groups, youth organizations, and women’s associations. 

The history of civil society and voluntary associations in Indonesia can be traced 

back to the history of the formation of the Republic of Indonesia. Since Indonesia was 

colonized by the Dutch, Indonesians work together to fight against the colonial 

government and to be free from the colonialism. Political parties and civil society 

organizations were established at that time such as the Boedi Oetomo and the Sarekat 

Islam. In addition to pursue freedom from the colonialism, these organizations’ missions 

were also providing education and social services. The two largest civil society 

organizations, the Muhammadiyah and the Nahdhatul Ulama (NU), were established 

during the colonial period and both organizations still exist today. With around 7 million 

members, the Muhammadiyah organization has thousands of education institutions from 

pre-kindergarten to universities, hundreds of health care facilities and orphanages, and 

hundreds of mosques. Another large organization, the NU, claim to have about 40 million 

members has thousands of Islamic boarding schools and hundreds of welfare institutions. 

These two organizations are among the two most influential civil society organizations in 

Indonesia (Fuad, 2002). While these two organizations were affiliated with the Islamic 

religion, other organizations affiliated with other religions were also established during 
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the colonial period including the Lembaga Daya Darma organization the Yadna 

Puniakerti affiliated to Hindu Temples in Surabaya.  

After the colonial period, when President Suharto (1965-1998) was in power, 

Indonesia was an authoritarian and centralized state that limited the socio-political 

mobility of individuals and civil society institutions including the media (Eldridge, 1995). 

During this period, many Indonesians were arrested or captured by the government if 

they had oppositional views with the government of Indonesia, or if they were seen as a 

threat to political and economic stability. Nevertheless, several civil society organizations 

were established during this era as a response to the negative impacts of the development 

and industrialization created by the Suharto’s government (Johnson, 1990; The Synergos 

Institute, 2002).  

Aside from the Indonesian domestic politics that help create civil society 

organizations, it is important to note that the development of civil society organizations in 

Indonesia were also influenced by international efforts which generally work to improve 

human rights, women’s rights and raise awareness on environmental issues. The 

influence of international actors can be seen from two sides: it helps to set up the agenda 

of civil society to improve democracy and social equality in the society and to provide 

financial aids through grants and contracts. As a consequence, since local financial 

resources in Indonesia are mostly used for education and religious development purposes, 

new nonprofit organizations working on human rights and current international issues 

(e.g. environment) heavily depend on international funding assistance to run their 

programs (The Synergos Institute, 2002; Feulner, 2001; Hasan & Onyx, 2008). 

After the 1998 economic crisis hit Asian countries including Indonesia, there was 

political unrest that triggered Indonesians to protest and demanded Suharto to step down 
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from his presidency. As the Suharto era ended, new types of civil society associations 

emerged that often seen as having close affiliation with particular religion, culture, 

ethnic, and other local identities. These include the emergence of hard/right wing groups 

within Islamic religions and the emergence of local organizations and local players 

including local activists, civic and political leaders. Among these new organizations, 

some were Islamic charitable organizations that were established mainly to respond to 

economic crisis, natural disaster, and several ethnic conflicts that appeared after the 

collapse of the Suharto regime (PIRAC, 2002).  

Since types of voluntary associations in Indonesia are very diverse from religious-

based organizations to community-based organizations to new nonprofit organizations, 

they are regulated by different laws and under the auspices of different ministries. Social 

or mass organizations are regulated by Law No. 1985 under the auspices of the Ministry 

of Internal Affairs. New nonprofit organizations (Lembaga Swadaya Masyarakat or 

LSM) are regulated by Association (Yayasan) Law (revised in 2004/2008) under the 

auspices of the Ministry of Hukum and HAM. Charitable organizations are regulated by 

Zakat Law 1999 (amended in 2004) under the auspices of the Ministry of religious 

affairs.   

Classification of CSOs in Indonesia   

Using Smith and Lipsky’s (1993) classification, civil society organizations 

(CSOs) in Indonesia can be classified into three types of organizations: traditional, 

community-based organizations, and new nonprofit organizations. First, the two largest 

organizations (the Muhammadiyah and the NU) are examples of traditional organizations 

that work to provide social, educational, and religious services. Secondly, examples of 
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community-based organizations in Indonesia are Neighborhood Associations (RT/RW), 

Female Welfare Organizations (PKK), and Youth Organizations (Karang Taruna) that 

most rely on volunteers and community members to address community needs and 

problems. The third types of organizations are new nonprofit organizations that were 

established during and after President Suharto’s era to respond to development gaps and 

address social and environmental issues. While this classification is useful, it is important 

to note that these organizations might have similar areas of service (education, health and 

human services, and children and family welfare services) and perform similar activities 

and programs.  

The focus of the current study is the second type of CSOs, community-based 

organizations such as Neighborhood Associations, Family Welfare Organizations, 

Community Health Post (Posyandu), and Rotating Saving and Credit Associations 

(ROSCA)4. Victoria Beard (2005) categorized these types of organizations as first-tier 

civil society organizations, with new nonprofit organizations categorized as second-tier 

civil society organizations. She based her categorization on her assessment indicating that 

each type of CSO represents a different kind of civil society in terms of structure, 

funding, and areas of services. Additionally, the first tier has “a much broader presence 

nationally” while the latter has not been widely known at a national level (Beard, 2005, p. 

23). 

However, the first-tier civil society organizations also vary considerably. These 

first-tier organizations include formal and informal organizations or groups. Formal 

organizations have some type of government involvement in their initiation or 

maintenance and management, including the use of civil servants (midwives or health 
                                                   
4 See Appendix C for images from Community Health Post, ROSCA and Family Welfare Organizations 
activities.  
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clinic employees) and/or providing funds and assistance to run the organizations. 

Informal organizations or groups are grassroots organizations without formal structures 

or links to the government’s officials and funding. These informal organizations/groups 

include religious groups/circles and ROSCA. Watterberg (2005) and Perdana, et al. 

(2006) have included religious groups and ROSCA in their studies on social capital in 

Indonesia and categorized both groups as informal organizations. 

Social Welfare Provisions in Indonesia   

The social welfare system in Indonesia is regulated by Social Welfare Law No. 11 

2009 under the auspices of Ministry of Social Affairs. The 1945 Indonesian constitution 

guarantees the right to fully achieve social welfare for all Indonesian citizens regardless 

race, class, religion, and ethnicity and the Social Welfare Law embodies this provision of 

Indonesian’s constitution.  

The current government’s social welfare programs include social assistances, 

health insurance for the poor, and the 9-year compulsory education that is provided for 

free by the government. Recently, to boost the education system in Indonesia, the 

Government of Indonesia (GOI) has allocated 20% of its national expenditure for 

education. The GOI also allocated a significant increase in public expenditures on social 

assistance programs following the fuel subsidy reform in 2005. The World Bank (2012) 

estimated that in 2010, national expenditures on social assistance programs reached Rp 

29,709 billion (US$ 3.3 billion), equivalent to 2.6 percent of total national expenditures. 

The two best known programs are the Unconditional Cash Transfer (UCT, or BLT 

(Bantuan Langsung Tunai) and the Rice for the Poor program (known as Raskin 

program). The UCT is a program to help the poor maintain their level of consumption 
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and cope with the economic shock due to a gasoline price increase in 2005. It is a direct 

cash transfer program given in four installments over one year. In 2008-2009, the 

government spent Rp 18,966 billion ($1.8 billion) and the program reached over 19 

million households – more than a third of all households in Indonesia- (World Bank, 

2012). The Rice for the Poor program, even though developed as a response to crisis, 

currently has become a permanent government’s program. Since 2000, the Indonesian 

government has distributed about 2 million tons of rice per year to millions of poor 

households in Indonesia (World Bank, 2012). In 2010, the Rice for the Poor program 

distributed nearly 3 million tons of rice and reached around 6.2 million poor households 

(World Bank, 2012). 

The Roles and Functions of CSOs in Indonesia  

While civil society organizations in Indonesian could function as social, political, 

and economic catalysts for individuals and its members, one of their main roles is the 

provision of social welfare. Social welfare includes social service programs, health, and 

education. Among these three areas, CSOs have dominant roles in providing services for 

education purposes. Many of these organizations build more affordable schools compared 

to the private, for profit schools intended for the more affluent groups. The 

Muhammadiyah, for instance, has thousands of schools from kindergarten to colleges and 

universities (Fuad, 2002; Feulner, 2001). Smaller civil society organizations typically 

provide scholarships for children from low-income families (PIRAC, 2002).   

The second programs supported by civil society organizations are health. CSOs 

support the poor by providing affordable health clinics and hospitals. The 

Muhammadiyah has built hundreds of clinic centers and hospitals throughout the country 



 

26 
 

(Fuad, 2002; Feulner, 2001). Other organizations have established free hospitals [(e.g. the 

Layanan Kesehatan Cuma-Cuma (LKC)], mobile clinics, and other free-health clinics to 

serve mother and children. Alongside the traditional civil society organizations such as 

the Muhammadiyah to provide health services, two community-based organizations, 

Female Welfare Organizations or PKK and Community Health Post, have extensive 

works to provide social welfare programs for the community to improve health and well-

being. The last two organizations will be the focus of this study. 

To address poverty, CSOs have offered economic assistance for needy families 

through micro-finance programs to support small-scale business for farmers, traders, and 

fishermen. Often these organizations combined the micro-finance programs with 

community development programs to empower program members and participants. 

ROSCA, a very popular community-based organization, provides access to saving and 

credit for many disadvantaged groups in Indonesia. Nearly one in two women in 

Indonesia has participated in a ROSCA group in the past year. 

To conclude, understanding the concept of civil society as an associational life 

and civil society organizations in Indonesia through its historical development, functions, 

and its relation to the state reveals the dynamics of CSOs. In Indonesia, civil society has a 

long history with both domestics and international politics played roles in its 

development and progress. The rise of charitable organizations in the late 1990s, for 

instance, was a result of the economic and political changes after the downfall of the 

Suharto regime and the 1998’s economic crisis. However, many NPOs working for 

women and environmental issues are often shaped by international and cross-national 

movements to improve the status of women and to raise awareness on environmental 

issues. With regard to the functions of CSOs in Indonesia, civil society has important 
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roles in social welfare provisions including education, health and poverty alleviation. The 

description of civil society and civil society organizations in Indonesia should provide 

insights to the discussion of the next section on social capital particularly social capital as 

membership and participation in organizations.   

 
SOCIAL CAPITAL: THEORIES, DIMENSIONS, AND BENEFITS  

Social capital has been a popular object of study when Robert Putnam began his 

works on social capital in the 1990s. Since then, social capital gained recognition as an 

object of study that inspires many fields (health, economics, politics, and psychology). 

Often social capital was seen as a panacea for all problems (health, social, political) until 

an article “Is it time to disinvest on social capital?” appeared questioning the importance 

of social capital (Foley & Edwards, 1999). They argued that there was a limitation with 

the concept and one should not view it as a panacea for every problem. However, for the 

last 30 years studies on social capital have continued particularly in examining the impact 

of social capital on health and well-being outcomes (Cohen & Janicki-Deverts, 2009).  

This chapter reviews the concept of social capital defined by three social capital 

theorists (Bourdieu, 1986; Coleman 1988; and Putnam, 1995) and describes the three 

dimensions of social capital (participation in community organizations, social trust, and 

social resources) widely used in research and explicates the benefits of having social 

capital.  

Social capital is a comprehensive concept to understanding networks or 

connections among people in organizations or communities (Brehm & Rahn, 1997; 

Putnam, 2000). It is also an important concept to understanding why some communities 

are able to cooperate and others are unable to do so (Brehm & Rahn, 1997).  
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Portes (1998) highlighted there are several reasons why social capital has 

emerged over the last three decades. First, there exists an emphasis on positive effects of 

social capital on individual and community levels such as improved educational 

attainment, reduced crime, and increased public health. Second, the concept of social 

capital has been discussed in line with the idea of economic capital. It is deemed that 

social capital, such as a title of nobility and educational qualification, can be converted 

indirectly into economic capital and become important sources of power and influences. 

Third, considering the usefulness of social capital (e.g. membership and participation), it 

reduces the distance between sociological and economic perspectives and attracts policy 

makers to search for less costly, non-economic service provisions. In addition, studies of 

social capital have also been driven by the question of whether social capital has declined 

and why it has declined in the United States (Brehm & Rahn, 1997, p. 1001; Dekker, 

2009).  

CONCEPTUAL CLARIFICATION OF SOCIAL CAPITAL  

In Putnam’s (2000) review of the historical perspective on social capital, the term 

social capital was used for the first time by L.J. Hanifan, a state supervisor for a rural 

school in West Virginia in 1916 when he referred the concept as community involvement 

for successful schools. The term social capital was discovered again by a Canadian 

sociologist in the 1950s to refer to club memberships and by urbanist Jane Jacobs in the 

1960s to highlight neighborliness in the modern metropolis. The term then appeared in 

the1970s when economist Glenn Loury used it to analyze the social legacy of slavery.  

Pierre Bourdieu (1986), a French social theorist, used it in the 1980s along with the term 
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cultural capital5. Bourdieu highlighted social capital as resources possessed by an 

individual as a result of group membership. In the late 1980s, James Coleman was 

recognized as one of the first social capital theorists to use the term from a sociological 

perspective, viewing social capital as social structures and how those structures could 

facilitate actions. Even though the term was introduced by the above scholars, this idea 

has roots in classical sociology since Durkheim coined the idea of sociability or 

involvement in a group (Portes, 1998) and in old debates about community, individualism 

and collective efforts (Putnam, 2000). Robert Putnam popularized the concept of social 

capital in the 1990s and 2000 when he wrote “When Democracy Works” and “Bowling 

Alone”. Putnam is a well-known social capital scholar who brought the term into the 

current resurgence of social capital research. 

Before defining social capital, it is helpful to understand the term “capital” in 

social capital. Nan Lin (2009) noted that capital is an economic term that can be traced 

back to Karl Marx’s (1849) theory of capital. The term capital referred to the 

accumulation of profits by the bourgeois (capitalist, producer). To gain the profits, the 

bourgeois invested their land, tools, materials and money to pay the laborers who 

contribute labor to the production process. Marx’s critique of the bourgeois class was that 

while they accumulate much higher profits through the production process, it will be hard 

for the laborers to reach the capitalist position since laborers do not own the resources 

(land, materials, technology). In addition, the laborers were paid for their labor only 

enough to buy necessary commodities for survivals (clothing, food, shelter). Lin further 

                                                   
5 Bourdieu (1986) differentiated cultural capital from social capital. While social capital 
(resources) can be obtained through possession of social networks, cultural capital can be 
obtained because of one’s status and class. For instance, those who have more wealth, power, and 
those who come from high class status have cultural capital that can be tapped to further 
capitalize their influence or to achieve their goals/interests.   
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stated that this classic theory of capital had been criticized by economists and the term 

“human capital” was coined. This term refers to the concept that laborers could also 

become capitalists if they have the necessary tools (knowledge, skills) to increase 

production and commodity (quantity, quality) and thus increase the profits. Therefore, 

laborers could gain more profits (wage) far beyond their ability to purchase basic needs. 

Thus, obtaining human capital through education and training was seen as an investment 

on the part of a laborer to gain more benefits. This is different from the classic theory of 

capital that put emphasis on the accumulation of profits by the producers through land, 

materials, money and tools investment. 

BOURDIEU ’S THEORY OF SOCIAL CAPITAL  

Bourdieu defined social capital as “the aggregate of the actual or potential 

resources which are linked to possession of a durable network” (1986, p. 21). Using 

Bourdieu’s (1986) concept, social capital has a function similar to economic capital. 

Social capital is viewed as resources available when a member invests in a network or a 

group. Thus, engaging in the community and initiating social relations are investments to 

gain profits (resources or social capital). This is similar to storing money in the bank to 

gain more profits (money or economic capital) and is similar to spending money for 

education to gain knowledge and skills (human capital). Lin (2009) provided an example 

of how social capital as resources available in social relations when he referred to how 

social relations could lead someone to get a job. He stated that this is a simple and 

straightforward premise behind social capital: “an investment in social relations with an 

expected return in the marketplace” (p. 19).  
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Bourdieu (1986) provided further explanations on how social capital works and 

how to access and mobilize it. Bourdieu defined social capital as resources that can be 

used by someone because of his or her membership in a group. However, whether each 

member of the group could gain the same benefits from the networks really depends on 

her/his ability to use and mobilize the group’s resources. The amount of benefits depends 

on the size of her or his networks and the strength of the relations to that network. Getting 

such benefits from the group, including material profits such as the types of services 

provided by a group and symbolic profits such as prestige gained from joining a 

prestigious group or association, would create solidarity between members.  

Moreover, Bourdieu (1986) explained how one can sustain networks and even 

become involved in larger groups or more groups. The networks are nourished by each 

member through his/her investment of times, money, power or influence. The networks 

are also maintained by the exchanges of certain things (gifts, tools, information or 

knowledge, and skills). These kinds of relations would transform a contingent 

relationship into “relationships that are at once necessary and elective, implying durable 

obligations subjectively felt (e.g. feelings of gratitude, respect, friendship) or 

institutionally guaranteed (rights)” (Bourdieu, p. 1986, p. 22).  

Since social capital relies on individual’s possession of group memberships and 

her/his ability to use and mobilize it, one would expect some people might be able to 

better mobilize social capital than others. Having said that, while some people could have 

lots of social capital stocks and get more benefits, others might have little or none 

(Bourdieu, 1986; Lin, 2009).  
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COLEMAN AND PUTNAM ’S THEORY OF SOCIAL CAPITAL  

Similar to Bourdieu, who equated social capital to economic and cultural capital, 

Coleman (1988) equated social capital to physical and human capitals that facilitate 

production. While physical capital facilitates production through tools and machines and 

human capital facilitates production through knowledge and skills, social capital 

facilitates production (e.g. collective action) through mutual relationships and exchanges 

that benefit all members. Therefore, if physical capital is created through changes in 

materials to form tools and human capital is created through changes in persons that bring 

skills and capacities, social capital is created through changes in the relations among 

persons that facilitate actions. If physical capital is wholly tangible, human and social 

capital are less tangible (Coleman, 1988).   

Coleman (1988) defined social capital as “a variety of different entities, with two 

elements in common: they all consist of some aspect of social structures, and they 

facilitate certain actions of actors –whether persons or corporate actors—within the 

structure” (p. S98). This definition is rather “vague” as noted by Portes (1998) because 

Coleman viewed social structures and social relations as both resources and sources of 

social capital. As resources, social capital could be both tangible and intangible social 

supports ranging from emotional supports, information, channels to child care and 

financial supports. As sources, social capital is manifested in social structures that range 

from groups, circles, clubs, associations, and nonprofit organizations. To explain social 

capital, Coleman (1988) used terms such as obligation and expectation, trustworthiness, 

norms of reciprocity, and closure of social networks. Later, Robert Putnam (1995; 2000) 

utilized these terms to elaborate the meaning and measurement of social capital.  
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Putnam (1995) defined social capital as “features of social life –networks, norms, 

and trust—that enable participants to act together more effectively to pursue shared 

objectives” (p. 664). In his well-read book, “Bowling Alone: The Collapse and Revival of 

American Community”, Putnam (2000) emphasized social capital as connections or 

networks to form social trust and reciprocity: “Social capital refers to connections among 

individuals –social networks and the norms of reciprocity and trustworthiness that arise 

from them” (p. 19). Putnam’s concept of social capital is heavily driven from Coleman’s 

(1988) social capital concept that includes the closure of networks, trustworthiness and 

norms of reciprocity. Even though Putnam (2000) highlighted social capital as a 

community property, he clarified that social capital can be either community or 

individual property (Putnam, 2000). It is the private and public faces of social capital. As 

an individual property, social capital helps someone to connect with people, gain trust, 

and social supports needed. As a community property, social capital helps communities 

to cooperate and work together to enhance community well-being.  

Moreover, Putnam (2000) clarified that while social capital has many positive 

impacts for individuals and communities, like any other capital (physical and human 

capital), social capital can be used for negative and destructive purposes. Social capital 

might be used by individuals or groups such as terrorist and urban gangs to create 

destructive actions.  

After clarifying the concept of social capital, it is worth mentioning that all social 

capital theorists value possession in networks and its benefits. Bourdieu mentioned that 

social capital is “linked to possession of durable network” (1986, p. 21). Coleman stated 

that “… they all consist of some aspect of social structures, and they facilitate certain 

actions of actors” (1988, p. S98) and Putnam (2000) wrote “connections among 
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individuals – social networks” (p. 19). This review of social networks and its values for 

having the networks lead us to the discussion of the three dimensions of social capital: 

participation in the networks (community participation), social trust and social resources.     

SOCIAL CAPITAL AS MEMBERSHIP AND PARTICIPATION  

When discussing membership and participation, it is inevitable to discuss the 

structures where these activities take place. These structures are organizations, well-

known as civil society or nonprofit organization that was discussed earlier in this chapter. 

The United States has been known by the global community as a country with strong 

civil society associations (Anheier, 2005). Indonesia has a similar tradition where 

individuals help one another to enhance community well-being through social and 

voluntary activities (Nobles & Frankenberg, 2009). Religious circles, women 

associations, neighborhood meetings, and youth organizations are popular in Indonesia 

like the United States. Voluntary activities between the two countries are distinct because 

the variety of causes and missions they support are different. In less-wealthy countries, 

the bulk of nonprofit work is devoted to supporting education and religious purposes; 

while in developed countries, nonprofit supports more varied causes and missions. Either 

in developed or developing countries, membership, participation, and volunteering could 

benefit not only those who are involved, but also all members of the community. 

However, active members and individuals could get more benefits if they mobilize their 

social capital by having more connections, trust, and more tangible and non-tangible 

supports compare to non-members (Bourdieu, 1986; Helliwell & Putnam, 2004; Onyx & 

Leonard, 2002).  
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Bonding and Bridging Social Capital  

Putnam (2000) differentiated bonding social capital that typically exists among 

homogenous groups from bridging social capital which typically exist among diverse or 

heterogeneous groups. Bonding networks can consist of people who have connections 

due to collegial or friendship, religious, family or neighborhood ties. These individuals 

are one’s close networks and are more likely to provide us with emotional and social 

supports when needed (Edin & Lein, 1997). People who bond with us typically have 

homogenous backgrounds, sharing the same social class, race, and ethnicity. Thus, 

bonding networks are more exclusive and inward looking while bridging networks are 

more inclusive and reflect more outward looking. Bridging social networks reflects 

people you know from group memberships, from your neighborhood and community, but 

can also include people you meet at a school, workplace, in a coffee shop, a gym, or a 

restaurant that cut across class, race, and ethnicity. While bonding networks generally 

provide tight and reciprocal relationships, bridging networks facilitate broad, unrequited 

reciprocity. Bonding networks could boost narrower perspectives and in contrast, 

bridging networks could generate broader identities and perspectives. As Putnam (2000) 

emphasized, it is not an either-or option; both bonding and bridging can have positive 

external effects. People bond with friends and bridge with others. People are getting by 

through their bonding networks and getting ahead through their bridging networks. 

While Putnam (2000) argued that the functions of bonding (close) and bridging 

(loose) networks are different, even though it is not an either-or option, other authors 

(Briggs, 1998; Dominguez & Watkinz, 2003) do not differentiate the functions of the two 

networks. They argue that one’s bonding social capital, as well as one’s bridging 

networks, could facilitate a member with broader perspectives and provide social 
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leverage as long as they cut across class, race, and ethnicity. For instance, it can be either 

your uncle or your boss (which is your close networks) or someone you know from a 

labor union that might provide you with broader perspectives, information, and channels 

to enhance your career. 

Membership, Participation, and Volunteering  

Membership, participation, and volunteering are related concepts. A member of 

an organization can also be a participant or a volunteer, and vice versa (Musick & 

Wilson, 2008). Having more friends and networks through group memberships could 

lead to more participation and volunteering (Jones, 2006; Musick & Wilson, 1997; 

Putnam, 2000; Taniguchi, 2010; Wilson, 2000; Wymer, Riecken, and Yava; 1996). At the 

same time, volunteering increases friends, networks, and more volunteering (Isham, 

Kolodinsky, & Kimberly, 2006; Putnam, 2000; Wollebaek & Selle, 2002). 

In formal organizations such as in social and human service agencies there are 

stricter rules that differentiate members/clients (service users) and service providers. 

Service providers are encouraged not to cross the client-service provider boundaries or 

pursue dual or multiple relationships with clients since it could be harmful to the clients 

(Reamer, 2003). In less formal organizations such as membership in neighborhood 

associations, such as Parent Teacher Associations, sport and recreation clubs, 

neighborhood watch groups, resident councils, block clubs, religious organizations, and 

park foundations, the distinctions between service users and providers are sometimes 

vague or overlap. For example, parents can be service users as well as service providers 

in a parent-teacher association. Parents whose children receive services through an 
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afterschool program are service users; but at the same time parents can also be 

volunteers/providers who run the programs. 

A more general term used in the literature to describe involvement in the 

community is social participation. It is “the essential community function that allows and 

requires its citizens to participate in the life and governance of the community if they and 

their community are to be socially healthy and competent” (Hardcastle, Powers, & 

Wenocur, 2004, p. 105). Social participation ranges from participating in informal 

neighborhood meetings, to participating in civic activities such as protesting and 

lobbying. Most of these activities are uncoerced, occurring on a voluntary basis. While 

the aforementioned terms are related, volunteering has a different meaning from 

membership and participation. Volunteering is popularly defined as unpaid labor (Musick 

& Wilson, 2008), a more formal and organized activity through or for organizations that 

benefit others (Cnaan, Handy, & Wadsworth, 1996; Musick & Wilson, 2008).  

Volunteering is different from membership or participation since people can be 

included as members or active participants even if they only attend the meetings, but not 

necessarily spend time to do work linked to the meetings. To be called volunteers, people 

must spend time not only attending meetings but also doing activities related to the 

planning and implementation of the meetings. However, even with this distinction, it is 

not uncommon that scholars use the terms interchangeably and connote volunteering to 

social or civic participation (See for example, Arai, 2000; Dekker & van den Broek, 

1998; Isham, Kolodinsky, & Kimberly, 2004; Jones, 2006; Pickert, 2003; Veenstra, 2002; 

Wollenback & Selle, 2002). 

These three terms are related to the concept of social capital. Slightly different in 

meaning and usage, interestingly the terms have generally been used as either the proxy 
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or determinants of social capital in a variety of disciplines: economics, sociology, 

political science, and public health (Dekker & Broek, 2005; Helliwell, 2002; Miller, et 

al., 2006; Nobles & Frakenberg, 2009; Putnam, 2000; ; Wollebaek & Selle, 2002; Yip, et 

al., 2007). Scholars have used these terms as proxy of social capital when they examine 

how social capital influences other subjects including economic development, political 

participations, health, and well-being. On the other hand, some scholars have used these 

terms as determinants of social capital when they assess the relationships between 

membership, participation and volunteering and other indicators of social capital, such as 

social trust, reciprocity, and connections with others (Isham, Kolodinsky, & Kimberly, 

2006; Jones, 2006; Taniguchi, 2010; Wollebaek & Selle, 2002). It is worth noting that the 

former usage of the terms as a proxy of social capital is more popular than the latter use 

of memberships and participations as determinants of social capital (Isham, Kolodinsky, 

& Kimberly, 2006).  

SOCIAL CAPITAL AS SOCIAL TRUST AND RECIPROCITY  

The second dimension of social capital is trust. Trust is often seen as a result of 

being engaged in organizations and communities.  Through education and socialization of 

norms and behavior process as well as mutual interaction with members creates trust in 

other. The more you connect the more you trust others (Putnam, 2000). While members 

are exchanging resources, they also learn from each other how to be good citizens and 

good members of the community (Putnam, 2000; Dekker, 2009). They learn about norms 

including respect, equality, honesty, and solidarity to forge trust and reciprocity. As a 

result, individuals who join networks and are involved in the community are typically 

more trusting people (Putnam, 2000). Trust is a complex concept. Trust includes trust in 



 

39 
 

individuals you know closely such as friends, close neighbors, and families called “thick” 

or “particularized” trust. It also includes trust in other people whom you do not know 

personally including strangers you just know in a coffee shop, gym, restaurant, or in the 

village/community called “thin” or “generalized” trust (Putnam, 1993; 2000). While 

Putnam noted generalized trust is more important because it extends beyond people that 

we already know, both thick and thin trust are important to build cooperation and 

facilitate voluntary actions. Additionally, while generalized and particularize trust is 

intended to assess trustworthiness of other people, trust in the community in general 

(neighborhood/village levels) is included in some studies (e.g. Meltzer, Vostanis, 

Goodman, & Ford, 2007; Subramanian, Kim, & Kawachi, 2002) to reflect individuals’ 

levels of trust in the neighborhood or community that is important for building 

cooperation and provide benefits for individuals’ health and well-being.     

Trust in other people and trustworthiness developed when mutual/reciprocal 

relationships exist. Trust facilitates cooperation and voluntary activities to help one 

another. The Rotating Saving Credit Associations (ROSCAs) in Southeast Asia (such as 

in Indonesia), for example, exist because members trust each other (Coleman, 1998; 

Putnam, 1993). Activities in ROSCAs require members to help and reciprocate for one 

another. When someone receives money in a first round of loans, group members trust 

that she will continue paying the obligated amount of money until all other members get 

their turns. Coleman (1998) illustrated when A does something for B, there is an 

expectation from A and an obligation to B to do something for A in the future. This 

reciprocal relationship between A and B would take place if there is trust between A and 

B.  Therefore, according to Putnam (1993), “trust lubricates cooperation, the greater the 

levels of trust in a community, the higher the likelihood of cooperation” (p. 171). Thus, 
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trust and trustworthiness are important to building cooperation and collective actions 

including cooperation to improve economic sufficiency or to improve health and social 

well-being.  

In terms of reciprocity, Putnam (1993) highlighted two types of reciprocity. The 

first is balanced reciprocity, meaning you have to reciprocate what you get such as in an 

exchange of holiday gifts. The second type of reciprocity is diffuse reciprocity in which 

exchange between members is imbalanced or unreciprocated with the expectation that it 

can be paid in the future without any specific time and without knowing who might pay 

the same kindness. The norms of reciprocity have the ability to control undesirable 

individuals’ behavior such as taking advantage of public benefits (Putnam, 1993). Thus, 

it helps reconcile “free rider” problems, resolves the conflict between self-interest and 

solidarity. Committing to the norms of reciprocity helps sustain the relationships and 

ensure the resource exchanges take place (Putnam, 2000; Coleman, 1988). People often 

feel uncomfortable when they only take the resources without supporting others and 

giving back to the community (Messias, et al., 2005). Thus, when reciprocal relationships 

between community members become the community values, there should be a 

willingness to help one another and help those in need. Community members in a low-

income neighborhood in Greensboro, North Carolina, for instance has practiced 

reciprocal relationships to help one another as depicted in Points of Lights Foundation’s 

(2000) report “A Matter of Survival: Volunteering By, In, and With Low-Income 

Communities.”     

Social networks, memberships and participations influence social trust and 

reciprocity (Brehm & Rahn, 1997; Dekker & Van den Broek, 1998; Isham, Kolodinsky, 

& Kimberly, 2006; Wollenback & Selle, 2002). Putnam (1995) wrote, “the more we 
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connect with other people the more we trust them” (p. 665). Belonging to a group and 

participating in community activities are meant to connect us with people; therefore, it 

could increase levels of trust in others. Furthermore, memberships and community 

participations are significantly associated with trust globally. The odds ratio between 

member and non-member showed that being a member increase between 1.2 to 2.4 times 

the likelihood to have social trust (Dekker & Broek, 2005). Other studies (Bailey, Savage 

& Connel, 2003; Baum, et al., 1999) showed that volunteers reciprocate more with 

friends and neighbors to help each other by taking care for others’ family members, 

looking after their houses, and listening to other people’s problems compare to non-

volunteers. 

SOCIAL CAPITAL AS SOCIAL SUPPORTS AND SOCIAL LEVERAGE  

Being involved in the networks or being members or participants in organizations 

can provide someone with social resources. Lin (2009) defined social capital as 

“resources embedded in a social structure that are accessed and/or mobilized in purposive 

actions (p. 29).” Similar to Lin, Briggs (1998) defined social capital as “a resource for 

individual action that is stored in human relationships” (p. 178). Further, Briggs (1998) 

divided social resources into two categories: social supports (such as emotional support 

and child care) and social leverage (such as information and channels for career changes 

and development). The first form, social support helps someone to get by, to cope with 

the challenges in daily lives. This includes emotional (affective) and material 

(instrumental) supports such as having someone who can listen to your problems, provide 

child care, and a ride. The second form, social leverage helps someone to get ahead. This 

includes access to information and channels to get jobs, career changes and development. 
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Additionally, social support can also be classified into perceived and enacted support 

(Henly, et al., 2005; Streeter & Franklyn, 1992). Perceived support is one’s perception 

about support that is available when one needs the support. Enacted support, on the other 

hand, is the actual support performed by others, such as when one receives child care, 

loans, or engages with others by phone.    

Research has found bonding (close) networks have provided individuals living in 

poverty mainly with social supports, but not so much with social leverage (Dominquez & 

Watkinz, 2003; Edin & Lein, 1997; Henly, et al., 2005; Todd & Warrel, 2000). Bridging 

(loose) networks, on the other hand, have been found to help assist individuals to get 

ahead through information and channels that lead to jobs, career changes and 

development (Briggs, 1988; Zhang, et al., 2011). 

To obtain these benefits (resources), the possession of networks and group 

memberships help navigate the resources (Bourdieu, 1986; Coleman, 1988). In many 

developed countries, social workers in social service organizations help link individuals 

to community resources and provide necessary tools and life skills to improve their 

quality of lives. However, in less wealthy countries, where the social work profession has 

not been fully acknowledged and formal service delivery systems are rare, individuals 

must rely on friends, families and neighbors for informal assistance, as well as learn 

about possible assistance through government programs (Suharto, 2006). Having said 

that, the lack of resources in less wealthy countries often means informal helping systems 

are inadequate and less reliable, further stressing networks of friends and neighbors. 

In conclusion, social capital as participation, social trust, and social support has 

been used in previous research as a tool to understand individuals’ involvement in the 

community and how that involvement can benefit the well-being of individuals and 
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community. The concept of social capital has been used in many fields of study including 

public health, political science, sociology, and social work. The description of social 

capital in this chapter informs the current study that examines women’s involvement in 

civil society organizations in Indonesia and how involvement benefits health and well-

being of women. 

SOCIAL CAPITAL, HEALTH, AND WELL-BEING  

For the past 30 years, there has been a growing literature on relationships between 

social capital and health and well-being. Social capital has been shown to be positively 

associated with adult’s (Almedon, 2005; Helliwell & Putnam, 2004; Yip, et al., 2007) and 

children’s health and well-being (Ferguson, 2006; Nobles & Frankenberg, 2006). Social 

capital was also found to be associated with both social and economic indicators of well-

being (reduced adolescence pregnancy, youth delinquency, and academic failure) and 

subjective or psychological well-being (happiness and life satisfaction) (Diener, 2005; 

Coleman, 1988; Putnam, 2000; Zhang, et al., 2011). This chapter will review the 

literature on social capital (participation, social trust, and social supports) and health, then 

social capital and indicators of well-being.   

SOCIAL CAPITAL AND HEALTH  

The World Health Organization (1948) defines health as “a state of complete 

physical, mental and social well-being, and not merely the absence of disease or 

infirmity” (para. 1). This comprehensive indicator of health not only includes indicators 

of health outcomes, but also well-being. One indicator of health outcomes, self-rated 

health (SRH) has been widely used for assessing individuals’ health in many population 
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surveys (e.g. Elgar, et al., 2010; Helliwell & Putnam, 2004; Iwase, et al., 2012). SRH 

reflects the physical and functional aspects of health (Manderbacka, 1998), and has been 

shown as strong predictor of mortality (e.g. Elgar, et al., 2010; Idler & Angel, 1990).  

Social capital has been significantly associated with self-rated health (Helliwell & 

Putnam, 2004; Miller, et al., 2006; Nieminen, et al., 2010; Yamako, 2008). For instance, 

Helliwell & Putnam’s (2004) study using World Values Survey, the US Benchmark 

Survey and a comparable Canadian Survey found social capital, measured by the strength 

of family, neighborhood, religious and community ties were strongly linked to physical 

health. Higher levels of social participation, networks, trust and reciprocity were also 

associated with a good self-rated health (Nieminen, et al., 2010). Comparing participants 

to non-participants, a study from Japan also indicated that those who were involved in 

diverse groups had reduced odds of poor health (OR 0.25) in women after controlling for 

demographic factors, smoking habits, and overweight (Iwase, et al., 2012).  

Furthermore, Poortinga (2012) found that not only bonding and bridging social 

capital were significantly associated with physical health, but also linking social capital 

(political efficacy) as well as trust in others after controlling for demographic factors and 

neighborhood deprivation. Comparing the effects of three dimensions of social capital 

(participation, trust, and social supports) on physical health, Kim, Subramanian, Kawachi 

(2008) in a systematic review of social capital and physical health, reported that trust in 

others seems to be the strongest predictor of self-rated health. These findings were 

supported by another study (Eriksson, Dahlgren, Janlert, Weinehall, Emmelin, 2010) that 

showed having higher levels of trust seems to have a greater impact on self-rated health 

than group membership (bonding and bridging social capital).  
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SOCIAL CAPITAL AND MENTAL HEALTH  

Assessing 12 empirical articles on social capital and mental health related 

outcomes among youth and children, adults including mothers, and older adults, 

Almedon (2005) found that a variety of social capital indicators (social and neighborhood 

cohesion, trust, and relationships among family members) are among the determinant 

factors of lower mental health problems. Similarly to the findings from this systematic 

review of social capital and mental health research, a study from China found 

membership in voluntary organizations is significantly associated with psychological 

health, but not membership in political parties (Yip, et al., 2007, p. 43). Berry (2009) 

examined how social capital, defined as participation, positive perspective on 

participation, and social inclusion, relates to mental health through examining levels of 

distress and feelings of happiness. She found that greater social capital had a strong 

correlation to both increased happiness and lower distress. The evidence of a social 

capital-mental health relationship was also found in Miller and colleagues’ (2006) study 

in Indonesia. The researchers showed a strong correlation between community social 

capital (the number of organizations exist in the community) and mental health, but only 

found a weak significant relationship between individual social capital (participation in 

organizations) and mental health.  

Additionally, having access to social supports had a positive effect on one’s 

psychological well-being as it helps one cope with everyday life difficulties (e.g. Henly, 

et al., 2005;  Messias, et al., 2005). Greater levels of social supports such as from family 

and friends were negatively related to psychiatric symptoms (Lin, Ensel, Simeone, & 

Kuo, 1979), were linked to decreased levels of depression among Latina low-income 
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mothers (Guertin, 2011), and were associated with enhanced psychological well-being 

among African American low-income mothers (Jefferson, 2006; Sero-Lynn, 2010).  

Because these studies found a strong link between social capital and physical 

health and social capital and mental health, health researcher began asking why this 

relationship exists (e.g. Cohen & Janicki-Deverts, 2009). In their review of social capital-

health correlational studies, Cohen and Janicki-Deverts (2009) proposed that the 

mechanism might be due to two distinct processes: first it is related to the differences 

between having none to at least having one contact/membership types; and second, it is 

because an incremental increase in network diversity. Having a group membership or 

participation in an organization as well as having relationships with others in the 

neighborhood and communities indicates individuals live in a close network with others 

as opposed to live in an isolated network that could help provide individuals with 

resources and supports when needed. Thoits (2011) added that the mechanisms that link 

social capital and health and mental health include: social influence/comparison; social 

control; behavioral guidance, purpose, and meaning (mattering); self-esteem; sense of 

control or mastery; belonging and companionship; and perceived social support. Having 

social supports as noted above help ease one’s problems by talking about the problem and 

having someone who can listen to. Additionally, social influence is important as one 

might model her/his friends and neighbors that have positive health behaviors and work 

toward improving her/his own health. 
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SOCIAL CAPITAL AND WELL -BEING  

Well-being Defined  

Philosophers, policy makers, economists and social scientists are concerned with 

individual and societal well-being. Economists use indicators of well-being to know the 

positive outcomes of economic development and move beyond measuring income and 

gross domestic product (GDP). Public health experts use indicators of well-being to 

enhance their measurement of health, not only related to physical health, but also overall 

quality of life. Policy makers are interested to see if citizens’ overall well-being and 

quality of life have improved to indicate that their economic and public policies have 

increased people’s quality of life and well-being.  

For a long time, well-being was measured by income and GDP. Countries with 

higher income and GDP were deemed to have higher levels of well-being since income 

leads to consumption and higher consumption leads to higher use of utility (services) and 

leads to higher quality of life (Conceicao & Bandura, 2010). Since income does not 

represent all aspects of human life, economists and social scientists have moved beyond 

economic indices to consider social and environmental indicators of well-being such as 

life expectancy, infant mortality and homicide rates to study quality of life. McGillivray 

and Clarke (2006), for instance used adult literacy, infant mortality, and life expectancy 

as indicators of well-being. The Human Development Index (HDI), developed by the 

United Nations Development Program (UNDP) in 1975, is a well-known measure of 

human well-being in the global context. HDI combined income per capita [in Purchasing 

Power Parity (PPP) terms] and other social indicators such as life expectancy at birth, 

adult literacy, and education enrollment ratios (UNDP, 2007). Isham, Kelly, & 

Ramaswamy (2002) used reported health status, education, political and civil liberties 
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and standard of living as a measurement of well-being. And a study in Latin America 

included basic needs, satisfaction, happiness, and capabilities of their environment as the 

proxy of well-being (Graham and Lora, 2009). 

Besides being measured objectively using social and economic indicators, well-

being has also been measured by subjective indicators (Suh & Diener, 1997). Subjective 

indicators reflect people’s feelings, perceptions and experiences in life. It is individuals’ 

perceptions, not the experts or policy makers’ perceptions of well-being. Diener (2005) 

emphasized that subjective well-being (SWB) is more than mental health because it 

includes not only the absence of mental health problems but also positive affect and 

overall satisfaction with life. McGillivary & Clarke (2006) stated that “subjective well-

being involves a multidimensional evaluation of life, including cognitive judgment of life 

satisfaction and affective evaluations of emotions and moods” (p. 4). Thus, it is “an 

umbrella term for the different valuations people make regarding their lives, the events 

happening to them, their bodies and minds, and the circumstances in which they live” 

(Diener, 2005, p.2). 

Well-being as a subjective positive feeling can be traced back to the Greek and 

Roman times, as well as to the Eastern Philosophies, (McDowell, 2010) and can be 

approached using two broad perspectives: hedonistic and eudaimonistic. Hedonistic is the 

idea that the goal of living is to maximize happiness. On the other hand, eudaimonistic 

suggests that life should be more than pleasure and happiness. “Eudaimonism is an 

ethical theory that calls people to live in accord with their true self, their daimon” 

(McDowell, 2010, p. 70). This perspective can be seen for instance in Maslow’s theme of 

self-actualization and Ryff’s multidimensional scale of psychological well-being (Ryff, 

1989; 1995). Ryff’s scale includes six aspects of well-being with items such as “For me, 
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life has been a continuous process of learning, changing, and growth” (McDowell, 2010, 

p. 71). 

Another way to measure subjective well-being is to use a general measure such as 

life satisfaction or happiness. This approach uses questions like “Taken all things 

together how would you say things are these days -would you say you were very happy, 

pretty happy, or not too?” to assess subjective well-being. This type of general measure 

of well-being has been used across many disciplines (Diener, 2005) because it is a cost-

effective and easy to apply across studies (McDowell, 2010). Diener however (2005) 

pointed out that measuring more specific indicators of well-being would also be helpful 

to assess “separate facets of subjective well-being and ill-being, including moods and 

emotions, perceived mental and physical health, satisfaction with particular activities and 

domains, the subjective experience of time allocation and pressure, and other similar 

evaluations” (p. 2).  

Social Capital and Social and Economic Indicators of Well-Being 

Social capital has a robust correlation with various social and economic outcomes. 

For instance, Coleman (1988) found that greater social capital, both within and outside of 

families, can minimize the probability of dropping out among high school students. 

Higher levels of social capital has also been found positively associated with economic 

development (Putnam, 1993), educational development, and other indicators of quality of 

life (lesser crime rates, higher less infant mortality, and less teen pregnancy (Putnam, 

2000).  

Social capital has also been positively associated with higher economic well-

being. Research has found that having bridging social capital (diverse networks) is 
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positively associated with economic well-being (Henly, et al., 2005; Simmons, Braun, 

Wright, & Miller, 2007; Zhang, et al., 2011) through information and resource channels, 

and instrumental supports (e.g. child care, loan/cash assistance). In addition, higher levels 

of social supports were associated with a reduced likelihood of experiencing material 

hardship and living below the poverty line (Henly at al., 2005).  

Furthermore, social capital has a positive effect on increased welfare. A study 

from Russia (Rose, 2000) found that social capital adds to individual welfare such as 

getting enough food, income security, emotional and physical health. This study however 

advices researcher to view social capital as resources an individual can use together with 

other individual resources such as education. This finding is aligned with another study 

showed higher trust (altruism) was associated with higher standard of living (GDP) 

(Carter & Gastillo, 2009). Similarly, Grooteart’s (1998) study in Indonesia indicated 

greater levels of social capital (membership and community social capital) increased 

higher household welfare in terms of higher expenditure per capita, more assets, higher 

savings and better access to credit. Conversely, persons having low levels of social 

capital such as living in a low-resource neighborhood, having lower educational 

attainment, and being a member of a minority group were more likely to experience food 

insecurity (Dean & Sharkey, 2011). This finding is also consistent with Kirkpatrick & 

Tarasuk’s (2010) study that showed perception of low neighborhood social capital was 

associated with higher odds of food insecurity, even though this effect was not significant 

after controlling for the household socio-demographic factors. 
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Social Capital and Subjective Well-being  

Numerous studies have shown that social capital has been positively associated 

with subjective well-being (happiness and life satisfaction). Group membership and 

participation have been associated with happiness (Dekker & Broek, 2005; Sarracino, 

2009) and higher levels of life satisfaction (Bjornskov, 2003; Helliwell, 2003; Helliwell 

& Putnam, 2004). Similarly, using the 2000 World Values Survey data, Dekker & Broek 

(2005) found that group membership has a significant relationship with happiness in 9 

out of 12 countries. The odds ratio between member and non-member showed that being 

a member of a group gives between 1.3 to 1.9 times advantages to more likely to feel  

happy than non-member (Dekker & Broek, 2005, p. 54). On the other hand, it was 

reported that less social contact has a negative relationship with happiness (Dolan, 

Peasgood & White, 2008).  

 Higher memberships also indicated higher average life satisfaction. For example, 

in three waves of study across the globe using WVS (1980, 1990, &1995), it was found 

that one additional group membership increased life satisfaction by 0.05, about one-tenth 

as much as marriage (Helliwell, 2003). Membership in voluntary organization in 

community (village) levels was also associated with life satisfaction in rural China (Yip, 

et al., 2007). 

 Social trust was also associated with subjective well-being (happiness and life 

satisfaction). For instance, social trust has been found to be positively related to 

happiness (Sarracino, 2010) and life satisfaction (Yip, et al., 2007). Using World Values 

Survey data, the effects of trust on happiness found to be positively associated in 10 out 

of 11 countries (Sarracino, 2010). Another study, however, found only aggregate social 

trust (at the country-level) has a significant positive relationship with happiness (Tokuda 



 

52 
 

and Inoguchi, 2010). According to this study, individuals were more likely to be happy if 

they live in countries with higher levels of social trust. 

Both trust and trustworthiness have significant effects on life satisfaction 

(Helliwell & Putnam, 2004). Trust both in individuals and in village levels is associated 

with psychological life satisfaction irrespective of whether health was used as a control 

variable (Yip, et al., 2007). It is found that a “one standard deviation increase in the trust 

index is associated with a 0.29 and 0.36 point increase in life satisfaction at the individual 

and village levels, respectively” (Yip, et al., 2007, p. 44). Similar to Yip, Yamako (2008) 

found lower trust is associated with lower life satisfaction (p. 892). Across countries, trust 

was found to have significant and large effects on life satisfaction (Helliwell, 2003).  

Additionally, studies reported positive relationships between social supports and 

subjective well-being. One study found that higher levels of social supports were reported 

to be positively associated with increased life satisfaction (Kaufman, Kosber, Leeper, & 

Tang, 2010). Another study indicated that more social supports were also associated with 

greater life satisfaction among rural low-income mothers (Simmons, et al., 2007).   

THEORETICAL FRAMEWORK  

Based on the above reviews of theories of social capital and the relationships 

between social capital and health, and social capital and well-being, the theoretical 

framework for the current study is the following:  
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Figure 1. Theoretical Framework  

 
 

 

 

 

 

 

 

 

 

 

 

This framework shows a relationship between three dimensions of social capital 

(participation, social trust, and social supports), and health and well-being. This 

framework is based on Bourdieu’s, Coleman’s and Putnam’s theories of social capital 

and reviews of empirical works on social capital, health and well-being. The theory of 

social capital suggests that one’s possession of group membership or participation 

increases levels of social trust as well as social resources (supports) through, for instance, 

resource exchanges, access to information, channels and services. However, the current 

study is not intended to test the relationships between participation and two other 

dimensions of social capital (trust and supports) even though the correlation might exist 

between the three. The researcher instead uses the three dimensions as the proxy of social 
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capital as has been found in previous research to test their relationships with health and 

well-being. Group membership and participation, as well as values or benefits of having 

group membership has been seen as the essence of the theory of social capital (Bourdieu, 

1986; Coleman, 1988; Putnam, 2000). Thus, one can see participation as a source of 

social capital, and having social trust and exchanging resources (social support) as 

benefits of having a group membership. While the three dimensions are distinct, these 

dimensions are built from one another. Having group membership nurtures norms of trust 

and reciprocity, and thus members help one another and exchange supports. Trust and 

solidarity among each other help maintain one’s group membership and potentially help 

her engage in more group memberships (networks). These three dimensions of social 

capital as group membership or participation (e.g. Helliwell, 2003; Nobles & 

Frankenberg, 2009; Yip, et al., 2007), as social trust (Helliwell & Putnam, 2004; 

Subramanian, Kim and Kawachi, 2002; Yamako, 2008), and as social support (e.g. 

Dominguez & Watkinz, 2003; Henly, et al., 2005) have been used in previous research. 

Demographic factors (e.g. age, per capita, education, and marital status) are included in 

the framework as control variables for social capital and health, and social capital and 

well-being relationships. 
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CHAPTER THREE: METHODOLOGY 

DATA , SAMPLE AND METHODS  

The current study employs data from the fourth wave of the Indonesian Family 

Life Survey (IFLS4) to examine the relationship between social capital and health and 

well-being among women in Indonesia. This dataset was used because it covers the 

concepts of social capital with questions asking about memberships/participations, social 

trust and social supports and variables related to health and well-being.  

The IFLS4 dataset was collected by Research and Development (RAND) 

Corporation, Santa Monica, the Center for Population and Policy Studies (CPPS) Gadjah 

Mada University, Indonesia and Survey Meter, Indonesia between 2007 and 2008. In an 

overview of IFLS, Strauss, Witoelar, Sikoki, and Wattie (2009) noted that this study was 

initiated in 1993 after Indonesia had made significant progress toward improving health 

and well-being of women and children and lowering the number of women and children 

in poverty. It is a continuing longitudinal survey that addresses social, economic, and 

health indicators among children, adult individuals and older adults population, as well as 

information about community facilities. In the 1993, IFLS surveyed individuals living in 

7,224 households in 13 of the nation’s 26 provinces. The last wave, IFLS4 surveyed the 

same 1993 households, and their splitoff  households, in late 2007 and early 2008. In 

total, IFLS4 interviewed 44,103 individuals in 13,535 households. See the Appendix A 

and B for images from the IFLS field survey.  

The most significant contribution of this survey is that it is the only large-scale 

longitudinal survey available for Indonesia. With data from multiple points of time, 

researchers and analysts have the opportunity to study the changes and dynamics of 

individuals’ behavior and a variety of health outcomes (Strauss, et al., 2009).  
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To select participants, IFLS4 used stratified, random sampling to represent 

provinces, districts, and sub-districts in Indonesia before they randomly selected 

individuals at the neighborhood level. They utilized face-to-face interviews to collect data 

from around 300 neighborhoods/communities and 45,000 individuals6. The inclusion 

criteria for this study are being female, 15 years of age or older and participation in at 

least one type of community organization. After taking into account the inclusion criteria 

and excluding missing cases, the resulting sample size is 6,099. 

RESEARCH QUESTIONS AND HYPOTHESIS  

Based on the theoretical framework and the literature review presented in the 

previous chapter, the overarching research question for the current study is “whether or 

not a relationship exists between social capital (participation in community-based 

organizations, having higher social trust, and receiving social supports) and health and 

well-being of Indonesian women.” This overarching question will include the following 

four specific questions: 

1. What is the relationship between participation in community-based organizations 

and health and well-being of Indonesian women?  

2. What is the relationship between having higher social trust in others and in the 

community and health and well-being of Indonesian women? 

3. What is the relationship between receiving social supports from friends, families, 

and neighbors and from the government programs and health and well-being of 

Indonesian women? 

                                                   
6 Most of the interviews used a national language, Bahasa Indonesia. When needed, local 
languages were used by local interviewers who spoke the same language as the respondents.  
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4. Do demographic variables (age, education, per capita expenditure, marital status, 

having children under 15 at home, being head of household, being spouse, living 

in Java, and being Muslim) show associations with health and well-being?  

Hypothesis  

Based on the above specific research questions, the hypotheses of the current 

study are as follow:  

H1: Women who participate in community-based organizations will experience better 

health and increased well-being.  

H2. Women who have higher levels of social trust will experience better health and 

increased well-being.  

H3. Women who receive social supports will experience better health and increased well-

being. 

H4. Several demographic factors will have associations with health and well-being  

MEASUREMENT AND VARIABLES  

The dependent variables for this study are health and well-being and consist of the 

variables self-rated health, mental health, subjective economic status (six ladder of 

feeling rich or poor), subjective welfare status (assessment of current living standard, 

healthcare, and food consumption), and subjective well-being (happiness). The 

Independent variables include social capital (community participation, social trust, and 

received social supports) and demographic variables include age, education, per capita 

expenditure, marital status, having children under 15 years of age at home, being head of 

the households, being spouse; living in Java, and being Muslim. 
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Dependent Variables  

Self-rated health (SRH) 

SRH is a single question, respondent’s reported health status: “Generally how is 

your health?” The response set ranges from (1) very healthy; (2) somewhat healthy; (3) 

somewhat unhealthy; (4) unhealthy. The original score was reverse coded so the higher 

scores reflect greater self-rated heath. For further statistical analysis, this variable was 

dichotomized into two categories (1= indicates good health; and 0=indicates poor health) 

due to a little variation in the distribution. It is reported that self-rated health has good 

reliability (Lundberg & Manderbacka, 1996) and validity (Manderbacka, Lundberg, & 

Martikaninen, 1999) and has been used in different population and countries including 

low-income women (Hill, Ross, & Angel, 2005), adult individuals in China (Yip, et al.,) 

and in Japan (Iwase, et al., 2012).     

Mental Health   

The question of mental health comes from Center for Epidemiological Studies 

Depression Scale (CES-D) using a short version (10 items). The original version is 20 

items. This scale is used to identify current depressive symptomatology related to major 

or clinical depression in adults and adolescents (Radloff 1977). Items include depressed 

mood, feelings of guilt, worthlessness and helplessness, psychomotor retardation, loss of 

appetite and sleep difficulties. However, this study was not intended to diagnose mental 

health problem or depression as used in clinical settings, but to assess mental health 

problems with regards to positive and negative affects (emotion, feelings) experienced by 

respondents.  This scale asks respondents to report how they have felt in the last week. 

Specifically, the scale asks: “Now we would like to ask some questions about how you 
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feel in the past week”: 1) I was bothered by things that usually don’t bother me; 2) I had 

trouble concentrating in what I was doing; 3) I felt depressed; 4) I felt everything I did 

was an effort; 5) I felt hopeful about the future; 6) I felt fearful; 7) My sleep was restless; 

8) I was happy; 9) I felt lonely; and 10) I could not get going. The answer uses a 4-point 

response set: (1) Rarely or none of the time (less than 1 day); (2) Some or a little of the 

time (1-2 days); (3) Occasionally or a moderate amount of the time (3-4 days); and (4) 

Most or all of the time (5-7 days). It is reported that CES-D’s mental health scale has 

been shown to be both reliable and valid (Radloff, 1977), high reliability in different 

ethnic contexts (Roberts, 1980), and in different populations including individuals who 

are HIV positive (Zhang et al., 2012), Chinese American women (Li & Hicks, 2010), and 

adult Indonesian (Miller, et al, 2006).   

Well-being  

Subjective Economic Status 

Subjective economic status is measured with a single question intended to capture 

one’s subjective assessment of economic status using a subjective economic ladder (SEL) 

question – referred to as a Cantril-ladder (Cantril, 1965). The SEL question is “Please 

imagine a six-step ladder where on the bottom (the first step), stand the poorest people, 

and on the highest step (the sixth step), stand the richest people. On which [economic] 

step are you today?” The answer ranges from (1) poorest to (6) richest. The SEL scale is 

designed “to capture individual perception of own ‘relative’ economic position within a 

self-defined reference group” (Powdthavee, 2007, p. 6).  
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Subjective Welfare Status 

This variable was measured using three items: 1) Assessment of current living 

standard; 3) Assessment of food consumption; 4) Assessment of healthcare. The response 

set for these items are: (1) It is less than adequate for my needs; (2) It is just adequate for 

my needs; (3) It is more than adequate for my needs. These three questions will be 

examined separately and were intended to assess individuals’ welfare status relative to 

their needs with reference to specific aspects of quality of live: current standard of living, 

food consumption, and health care. For further statistical analysis, these variables were 

dichotomized into two categories (1= adequate; and 0=inadequate).    

Subjective Well-being (Happiness) 

The last dependent variable was subjective well-being (happiness). This question 

was intended to assess women’s perceptions of their overall well-being status: “Taken all 

things together, how do you feel right now?” The responses set for this question ranged 

from 1 (very happy) to 4 (very unhappy). The original score was reverse coded so the 

higher scores reflect greater happiness. This single measure of happiness has been used in 

many studies including the United States General Social Survey to capture life 

satisfaction or overall well-being. McDowell (2010) reported this single item as a general 

measure of well-being is preferable because it is cost-effective and is simple to apply 

across research and populations. For further statistical analysis, this variable was 

dichotomized into two categories (1= indicates happy; and 0=indicates unhappy) due to a 

little of variation in the variable distribution.    
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Independent Variables 

The independent variables included three elements of social capital: community 

participation, social trust, and social support. Community participation included 

participation in formal organizations and in informal organizations/groups. Social trust 

included questions about trust in others and trust in the community; and social supports 

covered questions of receiving supports from friends, neighbors, families, and 

government programs.  

Participation in Formal Organizations.  

This question is about respondents’ participation in five formal community-based 

organizations that have taken place in the respondents’ villages during the past 12 

months. Formal community-based organizations are defined as having a well identified 

structure, some levels of guidance or initiation from government and sometimes are 

guided by government employees. The question assessing participation in this type of 

organization was “ During the last 12 months did you participate in or use: Community 

meetings in Neighborhood Associations, Voluntary Labor, Village Improvement 

Program, Family Welfare Organizations, and Community Health Post. The response 

options to this question was (1) yes and (3) no. The answers were recoded to (1) yes and 

(0) no.  

Participation in Informal Organizations/Groups  

This question assessed respondents’ participation in two informal organizations: 

ROSCA and religious groups. First, the question stated, “Have you participated in 

ROSCA in the last 12 months?” The answer was (1) yes and (3) no. This variable was 

recoded to (1) yes and (0) no. This question was intended to capture individual’s levels of 
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participation in a well-known saving and credit association in Indonesia that represent the 

willingness of community members to help one another by providing financial supports 

through this association. Second, the question pertaining to participation in religious 

groups stated, “Have you participated in religious groups in the last 12 months?” The 

answer was (1) yes and (3) no. These answers were recoded to (1) yes and (0) no. This 

question was asked to capture participation in religious activities and groups that existed 

in the neighborhoods, villages and sub-districts.  

Social Trust  

Social trust consisted of six questions to assess respondents’ levels of trust in 

others and trust in the general community as noted in the conceptual section on social 

capital as social trust and reciprocity. The questions include:  “Now we want to ask you 

about trust in this village:” (1) In this village I have to be alert or someone is likely to 

take advantage of me; (2) Taking into account the diversity of ethnicities in the village, I 

trust people with the same ethnicity as mine more; (3) Wallet found by a neighbor, likely 

returned; (4) Wallet found by a stranger, likely returned; (5) How safe do you consider 

this village?; (6) In most parts of the village, is it safe for you to walk alone at night? The 

response set for these questions was (1) strongly agree to (4) strongly disagree; (1) very 

likely to (4) very unlikely; and (1) very safe to (4) very unsafe. These answers were 

reverse coded so that higher scores correspond to higher levels of social trust except for 

the first trust question that has negative meaning, being alert or someone is likely to take 

advantage of me. Similar variable of social trust and reciprocity have been used in 

previous studies in China (e.g. Yip et al., 2007) using 12 questionnaire items and it is 

reported it has positive association with health and well-being.  
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Social Supports 

The IFLS4 had rich information on social supports to capture both informal 

supports from friends, families, and neighbors as well as formal supports from 

government programs. Social supports questions include four types of social supports 

received by respondents in the last 12 months. The first two questions included, “Did you 

receive any assistance/aids (e.g. foods, money, child care, tuition assistance) in the past 

12 months?” (1) from extended family members; (2) from friends and/or neighbors. The 

next two questions included social supports received from two government programs: (1) 

“Did you receive cash from Unconditional Cash Transfer (UCT) Program?;” (2) “Did 

you participate in Rice for the Poor Program?”. The answers to these questions were (1) 

yes and (3) no. These answers were recoded to (1) yes and (0) no.  

Demographic Variables 

Several demographic variables were included: per capita expenditure; education 

(years); age (years); and marital status (married or not married); having children under 15 

years of age at home; living in Java, being head of the households; being spouse; and 

being Muslim. Per capita expenditure was used to reflect a consistent measure of 

individuals’ economic status. Respondents tend to report expenditures more frequently 

than income especially in developing countries where income often comes from informal 

jobs and a variety of sources (Nobles & Frankenberg, 2009). For the current study, these 

demographic factors are important since age, socio and economic status (education and 

per capita expenditure) and marital status affect social capital, health and well-being. Age 

has been shown to be associated with social capital, health and well-being. Generally, 

socio-economic status increases levels of participation and health and well-being. Other 

independent variables (having children, living in Java, being spouse, being household 
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head, and being Muslim) were used in this study since these variables have been used in 

studies of social capital and health in Indonesia (Nobles & Frenkenberg, 2009; Miller, et 

al., 2006). The independent and dependent variables used in this study are summarized 

below in Table 1. 

Table 1. Measurement of Social Capital, Health, and Well-being7   

Measurement Questions 
 

Social Capital  
Participation-  
Formal Organizations  

“ During the last 12 months did you participate in or use: (1) Community 
meetings in Neighborhood Associations; (2) Voluntary Labor, (3) Village 
Improvement, (4) Family Welfare Organizations, and (5) Community Health 
Post”. 
 
The answer options to these questions were (1) yes and (3) no. These responses 
were recoded to (1) yes and (0) no. 

Participation –  
Informal 
Organizations/Groups   

1. “Have you participated in ROSCA in the last 12 months?”  
2. “Have you participated in religious groups in the last 12 months?”  
 
The responses were (1) yes and (3) no. The answers were recoded to (1) yes 
and (0) no. 

Social Trust “Now we want to ask you about trust in this village:” (1) In this village I have 
to be alert or someone is likely to take advantage of me; (2) Taking into account 
the diversity of ethnicities in the village, I trust people with the same ethnicity 
as mine more. (3) Wallet find by neighbor, likely returned; (4) wallet find by a 
stranger, likely returned;  (5) How safe do you consider this village?; (6) In 
most parts of the village, is it safe for you to walk alone at night? 
 
The answers to these questions ranged from (1) strongly agree to (4) strongly 
disagree; (1) very likely to (4) very unlikely; and (1) very safe to (4) very 
unsafe. These answers were reverse coded to reflect the correct value from low 
to high. 

 
 
 
 
 

                                                   
7 Link to the questionnaire can be found in the IFLS website: 
http://www.rand.org/labor/FLS/IFLS/ifls4.html 
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Table 1 (continued) 
Social Supports 
Received 
 

“Did you receive any assistance/aids (e.g. foods, money, child care, tuition 
assistance) in the past 12 months?” (1) from extended family members; (2) 
from friends and/or neighbors. The next two questions included social supports 
received from two government programs: (1) “Did you receive cash from 
Unconditional Cash Transfer (UCT) Program?”; (2) “Did you participate in 
Rice for the Poor Program?”.  
 
The answers to these questions were (1) yes and (3) no. These responses were 
recoded to (1) yes and (0) no.   

Health 
Physical Health  “Generally how is your health?”  

 
The answer ranges from (1) very healthy to (4) unhealthy. The score was 
reversed and for further statistical analysis, this variable was dichotomized into 
two categories (1= indicates healthy; and 0=indicates unhealthy). 

 
Mental Health 
  

“Now we would like to ask some questions about how you feel in the past 
week”: 1) I was bothered by things that usually don’t bother me; 2) I had 
trouble concentrating in what I was doing; 3) I felt depressed; 4) I felt 
everything I did was an effort; 5) I felt hopeful about the future; 6) I felt fearful; 
7) My sleep was restless; 8) I was happy; 9) I felt lonely; 10) I could not get 
going.  
 
The answer uses a 4-point ordinal scale: (1) Rarely or none of the time (less 
than 1 day); (2) Some or a little of the time (1-2 days); (3) Occasionally or a 
moderate amount of the time (3-4 days); and (4) Most or all of the time (5-7 
days). 

Well-being  
 
Subjective  
Economic Status  
 

“Please imagine a six-step ladder where on the bottom (the first step), stand the 
poorest people, and on the highest step (the sixth step), stand the richest people. 
On which [economic] step are you today?” 
 
The answer ranges from (1) poorest to (6) richest. 

Subjective Welfare 
Status  
 

1) Assessment of current living standard; 2) Assessment of food consumption; 
3) Assessment of healthcare.  
 
The answers for these questions are: (1) It is less than adequate for my needs; 
(2) It is just adequate for my needs; (3) It is more than adequate for my needs. 
For further statistical analysis, these variables were dichotomized (1= 
adequate; and 0=inadequate).    

Subjective Well-being 
(Happiness)  

“Taken all things together, how do you feel right now?”  
 
The responses to this question ranged from 1 (very happy) to 4 (very unhappy). 
The score was reversed; and for further statistical analysis, these variables 
were dichotomized (1= happy; and 0=unhappy).    
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Data Analysis 

The purpose of the analysis is to assess whether social capital, in terms of 

community participation, trust, and social supports, has an impact on health and well-

being of Indonesian women. To perform this analysis, descriptive statistics were 

calculated. Additionally, bivariate correlation and two regression models (ordinary least 

square regression and logistic regression) were used. Ordinary least square regression 

was used for two dependent variables: mental health and subjective economic status. 

Logistic regression was used to analyze the other dependent variables including self-rated 

health status, standard of living, and happiness.  

Assessment of all independent variables that were significantly correlated with the 

dependent variables showed no extreme outliers. Assessment of the dependent variables 

showed the mental health variable was skewed. This was expected since the majority of 

women respondents had lower mental health problems (95%) with the average score of 

3.40 out of 27. Transforming the dependent variable solved the skewness issue in the 

mental health variable. Yet, the overall regression result before and after the log 

transformation was quite similar. Since the transformation did not change the results, the 

original dependent variable is reported in the results section.  
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CHAPTER FOUR: RESULTS 

This chapter describes the study’s results. It begins by presenting the descriptive 

findings of demographic characteristics, social capital, health and well-being. Second, 

results from correlations and regression analyses are reported.  

 

Descriptive Results 

DEMOGRAPHIC CHARACTERISTICS  

For this study, the overall sample was 6,0998 female adults who had participated 

in at least one organization in the past year. As shown in Table 2, the respondents ranged 

in age from 15 to 87 (M= 36.40 and SD= 13.52). The most typical age of respondents 

were between 25 and 34 years old (34%), followed by those who were between 35 and 44 

years of age (22%) (see Table 3).  

The majority of the sample was married (83%) while others (17%) were either 

single, widowed, separated or divorced. Sixty-seven percent of respondents reported they 

were spouses of the household head in the family and about 11 % said they were the head 

of the household.  The majority of the sample had children under 15 years of age living in 

the household.  
 

 

                                                   
8 This is the total sample size reported in Tables 2 through 5 for the entire sample. However, the 
sample size for the regression analyses is substantially lower than the total sample reported in the 
descriptive findings (N=6099) because of missing cases on both independent and dependent 
variables. Variables “Community Participation”, in particular only apply to those who answered 
“Yes” to a question that asked “whether an organization/program” exist in the village. Thus, there 
are a significant number of missing cases in the community participation questions that reduced 
the sample size significantly in the regression models.   
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Table 2. Sample Characteristics of Demographic Variables  

 Num of  
Obs. 

Mean Std. Dev. Min Max 

Demographic Var.      

Age 6099 36.40 13.52 15 87 

Years of Education 5726 8.75 3.88 0 18 

Marital status (1=married)  6099 0.83 0.38 0 1 

Children under 15 live at home 
(1=Yes) 

6099 0.67 0.47  0 1 

Religion (1=Muslim) 6098 0.89 0.31 0 1 

Head of HH (1=Yes)  6099  0.11 0.32 0 1 

Spouse of HeadHH (1=Yes) 6099 0.67 0.47 
 

0 1 

Living in Java 6099 0.60 0.49 
 

0 1 

Monthly PCE (Mean/SD)9 
Monthly PCE (Median/IQR) 
LOG Monthly PCE  

6099 
6099 
6099 

692067   
501878.6   
13.17421      

674859.4   
480575.7 
.7050936    

55630.95 
55630.95 
10.92649   

1.13e+07 
1.13e+07 
16.24344 

 
 

Education levels ranged from 0 to 18 years of education (M=8.75; SD=3.88). The 

largest proportion of respondents (see Table 3) reported they finished middle school or 

less (61%) and then those who attended or finished high school (28%). Only about 11% 

of the respondents attended or finished secondary education (some college or university) 

or above. Respondents were asked to report both their income and monthly per capita 

expenditure. Following the findings from previous research (Miller, et al., 2009; Nobles 

& Frankenberg, 2009), the current study used monthly per capita expenditure (PCE). It 

was reported that PCE was a more consistent reflection of individuals/households level of 

economic status than income. It is not uncommon in developing countries such as 

Indonesia that the majority of the population works in the informal and agricultural 

sectors and is paid on a cash basis; thus it was more difficult for the respondents to report 
                                                   
9 Both median and mean monthly expenditure reported in this table is using Indonesian Rupiah 
(Rp.) which Rp1.00 = $ 0.00010 or $1= Rp10,000.00.  
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the income than the expenditure. Respondents’ median monthly PCE was Rp. 501878.6 

(around USD $55). Since the PCE variable was not normally distributed, this variable 

was transformed using the natural logarithm available on Stata for further statistical 

analysis. Using the log transformed variable, it showed expenditure was significant in 

several correlation analyses. However, since the log transformed variable is difficult to 

interpret, the author broke down the expenditure into five percentiles.10 In regard to 

religious affiliation, 89% or the respondents were Muslim and 11% affiliated with other 

religions: Hindu, Catholic, Protestant, and Buddhism.   
 

Table 3. Sample Characteristics of Demographic Variables   

Demographic Variables Frequency % 

Age 
15-24  
25-34 
35-44 
45-54 
55-64 
65 and over   

 
1142 
2087 
1322 
872 
403 
273 

 
18.72 
34.22 
21.68 
14.30 
6.61 
4.48 

Levels of Education  
Middle school or less   
High school 
Secondary education or above 

 
3486 
1630 
628 

 
60.69 
28.38 
10.93 

Religion  
Islam    
Catholic  
Protestant  
Hindu  
Budhism  

 
5445 
115 
220 
313 
5 

 
89.2 
1.89 
3.61 
5.13 
0.08 

                                                   
10 The Rupiah amounts that correspond to the categories of expenditure percentiles are below:  
1.  1st  – 25th percentile  = Rp 55,630.95- 326,060 (USD$6 – $35);  
2. 26th  – 50th percentile = Rp 326,061-501,878.6 (USD$35– $55);  
3. 51st – 75th percentile  = Rp 501,878.7-806,635.7 (USD$55 – $89);  
4. 76th – 90th percentile = Rp 806,635.8 – 1,328,964.00 (USD$89 – $146);  
5. 91st – 100th percentile= Rp 1,328,965.00 – 1.13e+07 (USD$146 – $124,000).   
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SOCIAL CAPITAL  

Community Participation  

 Social capital, operationalized as community participation, measured whether 

women participated in a variety of organizations, groups, and community programs in 

their village. All participation variables were dichotomous with 0 means no participation 

and 1 means the respondent had participated. As shown in Table 4, the average 

community participation in formal organizations was between 0.35 and 0.53 indicating 

that between 35-53% of respondents were engaged in formal organizations. Community 

Health Post, a community program to improve children’s health and nutrition, had the 

highest average participation (53%) as compared to other community 

organizations/programs. 

When community participations in five formal organizations were combined, the 

data showed that among those who participated in the community-based organizations 

(N=6099), 62% participated in at least one organization, 23% have participated in two 

organizations, and about 15% have participated in three or more organizations.  

Among the informal organizations/groups, participation in religious groups was 

particularly high with an average of 0.66, indicating that a large proportion of women 

participated in religious groups. This is probably due to the fact that nearly 90% of the 

sample is Muslim and religious groups or religious circles exist in nearly every 

neighborhood across the country. It is also worth noting that almost half of the 

respondents (47%) were engaged in another informal organization, Rotating Saving and 

Credit Association (ROSCA, or Arisan in Indonesian language). ROSCA is very popular 



 

71 
 

among Indonesians, especially women from all socio-economic strata in both rural and 

urban areas.  

Social Trust  

While most studies used a single question of trust such as “in general people are 

trusted”, the IFLS4 examined a variety of trust questions that included trust in people in 

general (generalized trust) and trust in people who you know or have similarities with 

you (particularized trust), and trust in the community. The trust questions were also 

designed to test respondents’ belief and behaviors. Trust as a belief included questions 

such as whether a respondent trusted a stranger to return a lost wallet. Trust as a behavior 

included whether respondents are willing to ask a neighbor to watch their children or 

their houses. Trust in the community question was also included to assess whether 

respondents felt the village was safe and whether it was safe to walk alone at night. 

The current study assessed social trust as trust in other people in general, trust in 

other people who live in the same community with the respondents or people with the 

same ethnicity, and trust in the community. Trust in people in general (generalize trust) 

assessed whether respondents need to be “alert or someone is likely to take advantage of 

them” and “trust strangers to return lost wallet”. Social trust that reflects particularized 

trust used two questions: “trust people with the same ethnic” and “trust neighbors to 

return lost wallet”. Additionally, the current study covered social trust in the 

community/village in general using two questions: “how safe do you consider the 

village” and whether “it is safe to walk alone at night in the village”.  

The results (see Table 4) showed that the statement “need to be alert or someone 

is likely to take advantage” ranged from 1 (strongly disagree) to 4 (strongly agree). The 
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mean score for this type of trust question was lower (M=1.95; SD=0.44) than the 

question “trust strangers to return lost wallet” (M=2.93; SD: 0.93) and the variable 

ranged from 1 (strongly disagree) to 4 (strongly agree).  

Regarding particularized trust (trust in neighbors and people with the same 

ethnic), the findings (see Table 4) showed trusting neighbors was higher (M=3.06; 

SD=0.93) than trust people with the same ethnic (M=2.30; SD=0.57). Responses to both 

questions ranged from 1 (strongly disagree) to 4 (strongly agree).  

 With reference to the trust of the whole community, on average respondents 

reported they felt the village was safe and it was safe to walk alone at night with the mean 

score of 3.07 (SD=0.36) and 2.94 (SD=0.40) respectfully out of possible score of 4.  

Social Supports  

Social supports questions, included in this study as one of social capital 

dimensions, reflects the benefits of possessing the support networks and participating in 

the community. The IFLS4 included information on social supports with reference to 

both informal supports from friends, families, and neighbors as well as formal supports 

from government and non-government organizations. The current study used formal 

social support from the government programs as well as informal social supports from 

extended families and friends/neighbors. All social support variables were scored as 

dichotomous variable with 0 being no and 1 being yes. The average score (see Table 4) of 

receiving supports from extended families was 0.27 with standard deviation of 0.44, 

indicating that 27% of the respondents had received support from their extended family. 

The mean score for receiving supports from friends and neighbors were higher than from 

extended families (M=0.38; SD=0.48) indicating that more than one-third of respondents 
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had received support from friends and neighbors. However the two variables were 

positively correlated showing that those who receive supports from families also tend to 

receive supports from friends and neighbors.  

In terms of formal supports, the current study assessed supports from two 

government programs: Unconditional Cash Transfer (UCT) and Rice for the Poor 

program. The results (see Table 4) indicate that just over half of the respondents 

participated in the Rice for the Poor program (M=0.52; SD=0.50), which was 

considerably higher than participation in the Unconditional Cash Transfer (UCT) 

program (M=0.23; SD=0.42). This is probably because more people were eligible to buy 

the subsidized rice from the Rice for the Poor program than were eligible for the UCT 

program.     

 
Table 4: Descriptive Results of Social Capital Variables   

 Num of 
Obs. 

Mean SD Min Max 

Social Capital Variables       

Community Participation  
Formal Org./Programs 

Comm. meetings  
Voluntary labor 
Village improvement program   
Women’s Family Welfare Org.  
Community health post  

Informal Orgs./Groups 
ROSCA 
Religious groups 

 
 
 
 
4583 
3722 
3409 
4439 
5825 
 
6099 
5690 

 
 
 
 
0.36 
0.47 
0.35 
0.36 
0.53 
 
0.47 
0.66 

 
 
 
 
0.48 
0.50 
0.47 
0.48 
0.50 
 
0.50 
0.47 

 
 
 
 
0 
0 
0 
0 
0 
 
0 
0 

 
 
 
 
1 
1 
1 
1 
1 
 
1 
1 
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Table 4 (continued) 
Social Trust Variables  

     

Alert or someone is likely to take advantage 
Trust people with the same ethnic 
Trust neighbor to return lost wallet 
Trust strangers to return lost wallet 
Village safe in general 
Village safe at night  

6098 
6098 
5983 
5680 
6098 
6098 

1.95 
2.30 
3.06 
2.93 
3.07 
2.94 

0.44 
0.57 
0.93 
0.94 
0.36 
0.40 

1 
1 
1 
1 
1 
1 

4 
4 
4 
4 
4 
4 

 
Social Supports Variables  

     

Informal Social Supports  
From extended family  
From friends and neighbors 

 
6095 
6094 

 
0.27 
0.38 

 
0.44 
0.48 

 
0 
0 

 
1 
1 

Formal Social Supports( government 
program)    

Unconditional Cash Transfer   
Rice for the Poor   

 
6096 
5811 

 
0.23 
0.52 

 
0.42 
0.50 
 

 
0 
0 

 
1 
1 

HEALTH AND WELL -BEING  

Health and well-being are the dependent variables for the current study. Health 

covered self-reported health (SRH) to measure respondent’s current health status in 

general and mental health problems that include ten items using the Center for 

Epidemiologic Studies Depression (CES-D) scale to measure mental health problems. 

Table 5 shows the average of respondents’ self-reported health status was 2.94 (SD=0.50) 

on a scale of 1 to 4, where 1 is unhealthy and 4 is very healthy.  The majority of 

respondents reported having good health status (75%), with 10% reporting very healthy. 

Only about 14% reported having somewhat unhealthy or unhealthy. Assessment of the 

rated health status variable showed the kurtosis was high and there was not much 

variability (SD=0.50) because about two-third of respondents scored 3 on a scale of 1 to 

4.  

The mental health scale ranged from 0 to 27, with 11 being the cutoff point to 

indicate having mild depressive symptoms. However, this study was not intended to 
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diagnose mental health problem or depression as used in a clinical setting, but to assess 

mental health problems with regards to positive and negative affects (emotion, feelings) 

experienced by respondents. Table 5 shows that the average score of mental health 

problems was 3.40 and the standard deviation was 3.32. Examining the cutoff point of 11 

as having mild depressive symptoms, there were only about 4.4% women scored 11 or 

higher. Since the majority of respondents fell into a lower score with half of them scored 

3 out of the possible score of 27, this variable was positively skewed and had a large 

kurtosis score indicating a peaked distribution. To solve the skewness and kurtosis issue, 

a log transformation was performed. Further analysis using both the log and the original 

variable of mental health problem showed the log transformation variable was not 

different from the original variable. Thus, the original variable of mental health problems 

was used in subsequent analysis.  

 
Table 5: Descriptive Results of Health and Well-being  

 

 Num of 
Obs. 

Mean SD Skewness  Kurtosis* Min  Max 

Health 
Reported health status  

 
6099 

 
2.95 

 
0.50 

 
-.20 

 
4.34 

 
1 

 
4 

Mental Health Problems  6022 3.40 3.32 1.80 7.68 0 27 

Well-being  
Subj. economic status  
Standard of living adequacy  
Food consumption adequacy  
Health status adequacy 
General happiness  

 

 
6084 
6096 
6096 
6091 
6099 

 
2.88 
1.95 
2.01 
1.97 
2.98 

 
0.80 
0.55 
0.53 
0.54 
0.38 

 
-.12 
-.02 
 .01 
-.01 
-.39 

 
3.39 
3.26 
3.54 
3.40 
8.14 

 
1 
1 
1 
1 
1 

 
6 
3 
3 
3 
4 

*  A normal distribution has a kurtosis of 3 using Stata computation 

The well-being question, which was intended to assess women’s perceptions of 

well-being, included questions of subjective economic status, subjective welfare status 
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(standard of living, food consumption, healthcare), and subjective well-being (happiness). 

The responses to the perception of subjective economic status ranged from 1 (very poor) 

to 6 (very rich) and had a mean of 2.88 and a standard deviation of 0.80.  

The variables to assess subjective welfare status (assessment of current standard 

of living, food consumption and healthcare) ranged from less than adequate (1) to more 

than adequate (3). Mean scores for these three variables were very similar. The mean for 

standard of living was 1.95 and for food consumption was 2.01. The mean for health 

status was 1.97. 

The last measurement of overall well-being was general happiness, which was 

measured with the question “Taken all things together, how do you feel right now?” 

Responses to this question ranged from 1 (very unhappy) to 4 (very happy). Examining 

the distribution for this variable showed it was not skewed but it was peaked (Kurtosis= 

8.14) with the mean score of 2.98 and the standard deviation of 0.38.  

 
Correlation and Regression Results 

The main research question of this study was to what extent does social capital, as 

indicated by community participation, social trust, and social supports, influence levels of 

health and well-being taking into account the effect of demographic factors (such as 

education, expenditure and age). To examine this question, bivariate correlation and two 

models of regression analyses were performed. Table 6 summarizes the independent and 

dependent variables included in these models. The independent variables included nine 

variables of demographic factors, community participation in formal and informal 

organizations, social trust, and social supports. The dependent variable of health and 

well-being included the following outcomes: self-rated health status, mental health, 
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subjective economic status (the feeling of poor or rich), standard of living, food 

consumption, healthcare, and subjective well-being (happiness).  

 

Table 6.Variables included in the Correlation and Regression Analysis  

 
Variables Included in the Analyses 

 
IVs DV: Health and Well-being 

Demographic Variable  
per capita expenditure (PCE) 
years of education 
age 
marital status 
having children under 15 at home 
living in Java 
being head of HH  
being spouse of HH  
being Muslim 
  
Community Participation  
Community meetings  
Voluntary Labor 
Village Improvement 
Family Welfare Organization  
Community Health Post 
Religious groups 
Rotating Saving and Credit Association (ROSCA)  
 
Social Trust 
being alert or someone will take advantage   
trust people from the same ethnic  
trust strangers to return lost wallet  
trust neighbor to return lost wallet 
the village is safe 
feel safe to walk at night 
 
Social supports  
receiving cash from the UCT program 
participating in the Rice for the Poor program 
receiving supports from extended family 
receiving supports from friends and neighbors  
 

 
 
 
 
 
 
 
Self-rated health  
Mental health  
Subjective economic status  
Standard of Living  
Food Consumption 
Healthcare  
Subjective well-being 
(Happiness)  
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Multiple regression using ordinary least square (OLS) method was performed to 

examine the mental health and subjective economic status variables. These two variables 

satisfied the levels of measurement for the linear regression model. Mental health 

problems ranged from 0 to 27 and feeling poor or rich ranged from 1 to 6. Other 

dependent variables (self-reported health status, standard of living, food consumption, 

healthcare, and happiness) were ordinal variables with 3 and 4 rank-ordered responses 

(such as inadequate, adequate and more than adequate). Because there was not much 

variability in these five dependent variables, they were recoded as dichotomous variables 

and logistic regression analyses were used to test the model.  

Assumptions for standard multiple regression were examined before analysis, 

including, normality, linearity, and multicollinearity. Initial assessment of the variable 

monthly per capita expenditure (PCE) and mental health problems showed both variables 

have problems with their distribution. The log transformation was used to try to correct 

the distribution problems in the variable mental health. Subsequent analysis, however, 

showed there was no difference between  the original variable and the log transformation 

so the original variable was used in the regression analysis. Additionally, a log 

transformation was used for per capita expenditure and it predicted several dependent 

variables. However, it was difficult to interpret so the per capita expenditures variable 

was recoded into five categories based on percentile rank. This method fixed the 

distribution problems and made interpretation of the variable easier. 

The correlation and regression results section will cover two main outcomes: 

health and well-being. Health consists of two components: self-rated health (SRH) and 

mental health problems. Well-being is comprises of three components: subjective 
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economic status (feeling rich or poor), subjective welfare status (standard of living, food 

consumption, healthcare), and subjective well-being (happiness).    

HEALTH   

Two outcomes of health were used to measure respondent’s health and mental 

health status. The health variable was measured using a single item self-report of health 

status (SRH). Mental health was a 10-item variable using the CES-D scale to measure 

mental health problems (depression).  

Self-rated Health  

Table 7 shows the correlation between the independent and dependent variables. 

Five demographic variables (years of education, age, having children under 15 live at 

home, being head of households, and living in Java) were correlated with SRH. 

Participating in Voluntary Labor and Village Improvement programs, feeling safe to walk 

alone at night, receiving cash from the UCT program and receiving supports from 

extended families were also correlated with respondents’ reported health status. These 10 

variables were then included in the logistic regression analysis.  

 
Table 7. Correlation between Independent Variables and Self-reported health status 

IVs 
 
 

DVs 
Self reported health status (r) 

Demographic Variables   
per capita expenditure  .018 
years of education  .110*** 
age -.121*** 
marital status  .038 
having children under 15 live at home  .120*** 
being head of HH -.058* 
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Table 7 (continued) 

being spouse of HH   .013 
living in Java  .076* 
being Muslim  -.017 
  
Community Participation/ 
Participating in:  

 

Community meetings   .005 
Voluntary Labor -.057* 
Village Improvement -.071* 
Family Welfare Organization -.021 
Community Health Post  .032 
Religious groups -.004  
ROSCA  .003 
  
Social Trust  
being alert or someone will take advantage    .013 
trust people from the same ethnic   .013 
trust strangers to return lost wallet   .037 
trust neighbor to return lost wallet  .039 
the village is safe  .023 
feel safe walking alone at night  .073* 
  
Social supports   
receiving cash from UCT  -.058* 
participating  in Rice for the Poor program  
receiving supports from extended family -.088* 
receiving supports from friends and neighbors  -.013 
* p <.05; ** p <.01; *** p< .001     

Logistic regression was used to analyze the relationship between the set of 

independent variables and the dependent variable self-rated health. Multicollinearity was 

assessed and was determined not to be a problem in this analysis. After running the 

logistic diagnostic analyses to check goodness of fit, model specifications, and model 

comparison between the full model and the reduced models with smaller predictors, no 

issues were found. Once all variables that were correlated to self-report health status were 

entered, the final analysis included 2,441 respondents.   
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Results  

The results suggest that an overall significant relationship exists between the set 

of independent variables and health status, X² (10, 2441) = 61.96, p<0.001. Five 

independent variables had a significant independent relationship with reported health 

status: education, age, living in Java, feeling safe to walk alone at night, and receiving 

aids and supports from extended families. These findings are summarized in Table 8.  

 Being older predicted an increased tendency to be unhealthy. For every one year 

increase in age, there existed a corresponding 2.2% decrease in the odds of reporting 

healthy (Exp(B)=.978, p<.001). This is not surprising because individuals’ health status 

begins to decrease as they become older.  

Having higher levels of education had a positive impact on the odds of being in a 

good health. For every one year increase in years of schooling, the odds of reporting a 

good health status increased by 4.1%, Exp(B)=1.042, p=.017. Education is often 

considered an investment that could broaden one’s knowledge and lead to having more 

networks and higher income. Women with more education may learn more about 

maintaining their health and have more access to health services thus improve women’s 

health.  

   Living in the Java islands, home to 5 of Indonesia’s 32 provinces, versus living 

outside Java islands (Sumatera, West Papua, Sulawesi, and Kalimantan) did have an 

impact on women’s rated health status. For those who live in Java the odds of reporting 

good health increased by 38%, (Exp(B)=1.380, p=.019). Java is also home to 60 percent 

of Indonesian population and is where Jakarta, the capital of Indonesia, is located. 

Women who live in Java may benefit from greater social and economic developments 
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than those who reside outside Java. The benefits might include having greater access to 

doctors and healthcare facilities, thus increasing one’s perception of health status. 

Among the social capital variables, while none of community participation 

variables significantly predict women’s health, one variable of social trust, “feeling safe 

walking alone at night”, increased the odds of being healthy by 53%, (Exp(B)=1.452, 

p=.017). This finding is consistent with previous research which has found that social 

trust was associated with having a good health. One way to understand this association is 

by viewing the variable feeling safe walking alone at night as perception about 

neighborhood safety. Perceiving a neighborhood as safe was associated with more 

physical activity (Carver, Timperio, and Crawford, 2008; Young, Russell, and Powers, 

2004) that could affect positive health outcomes. Those who feel safe may also live in a 

more affluent neighborhood and have less exposure to neighborhood disorders such as 

crime and harassment, leading to better health and mental health (Hill, Ross, & Angel, 

2005).  

Finally, women receiving social supports, including cash and food, from extended 

families were less likely to report being in a good health. The odds of reporting a good 

health status for women who received supports from their extended families were 31% 

(Exp(B)=.691, p=.006) lower than women without supports from families. This finding 

differs from researcher’s hypothesis that receiving more supports would be more inclined 

to have a better health status. However further crosstabulation analysis revealed that 

respondents who were receiving supports fell into lower economic category ( X²(4) = 

408.85, p<0.001; thus they may have fewer resources to spend for health services. 

Additionally, non-married women received more support than married women and both 

young (age 15-24) and older (age 65 or above) women received support at a higher rate 
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than women in other age categories. Therefore, lower health status among women who 

received social support could also be a result of a reverse causation in which women with 

poorer health (especially older women) are unable to support themselves, and thus 

receive more supports from their extended families.  

Table 8: Factors contributing to the Respondents’ Self Rated Health 
 
 

IVs Self-rated Health 

 B S.E. Exp(B) 

Years of Education  .041 .017 1.042* 

Age  -.021 .005 .978*** 

Child in household  .159 .148 1.172 

Being head of 
household  

.045 .197 1.046 

Living in Java .322 .137 1.380* 

Voluntary Labor  -.025 .142 .974 

Village Improvement  -.091 .147 .912 

Feeling safe walking 
alone at night  

.373 .156 1.452* 

Receiving cash 
from Gov. Program 

-.167 .154 .845 

Receiving supports 
from ext. family 

-.369 .133 .691** 

* p <.05; ** p <.01; *** p< .001    
X2 (10, N = 2441) = 61.96, p<.001      

 These findings provide evidence on factors contributed to women’s self-rated 

health. For older women, the odds of having poorer health are higher than younger 

women. Higher level of education for women does impact the odds of reporting good 

health status than women with less education. Similarly, living in the Java islands 

increases the odds of being healthy. After controlling for these demographic variables, 

only levels of social trust in the general community (feeling safe walking alone at night) 

influences women’s odds of being in a good health status.  
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MENTAL HEALTH   

Table 9 reports the correlations among the independent variables and the mental 

health dependent variable. It shows that 13 variables were significantly correlated with 

the dependent variable and were subsequently included in the regression model for 

mental health problems. These variables consist of four demographic variables (years of 

education, marital status, being head of the households, and living in Java) and four 

variables of community participation (in the community meetings, voluntary labor, 

Family Welfare Organization, and ROSCA). Three variables of social trust (trust people 

with the same ethnic, trust neighbors to return lost wallet, and feeling safe walking at 

night) and two variables of social supports (receiving cash and participating in the Rice 

for the Poor programs) were also used in the regression model.  

 
Table 9. Correlation between Independent Variables and Mental Health Problems  

IVs 
 

DVs 
Mental Health Problems (r) 

Demog. Variable   
per capita expenditure (quartile)  -.014 
years of education  -.116*** 
age -.027 
marital status -.061* 
having children under 15 at home -.031 
being head of HH  .063* 
being spouse of HH  -.041 
living in Java -.084** 
being Muslim  -.032 
  
Community Participation/ 
Participating in:  

 

Community meetings  -.057* 
Voluntary Labor  .100** 
Village Improvement  .034 
Family Welfare Organization -.087*  
Community Health Post  .029 
Religious groups -.031  
ROSCA  -.117*** 
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Table 9 (continued)  
Social Trust  
being alert or someone will take 
advantage   

-.038 

trust people from the same ethnic  -.061* 
trust strangers to return lost wallet   .004 
trust neighbor to return lost wallet -.123*** 
the village is safe -.035 
feel safe walking at night -.138*** 
  
Social supports   
receiving cash from UCT  .080** 
participating in Rice for the Poor program   .072** 
receiving supports from extended family  .039 
receiving supports from friends and 
neighbors  

 .045 

*p<.05, **p<.01, ***p<.001 

Assessment of Assumptions  

Assessment of the 13 independent variables that were significantly correlated with 

mental health issues showed no extreme outliers. However, the dependent variable, 

mental health, was positively skewed, as reflected by the skewness score of 1.80, and 

peaked with a kurtosis score of 7.68. This was due to the fact that the majority of the 

respondents had lower mental health scores. The variable ranged from 0 to 27 but had a 

mean of 3.40. Less than 5% of the respondents had scores of 11 or more, indicating mild 

depressive symptoms. Assessing the overall variables in the regression model showed the 

assumptions of linearity, normality and homoscedasticity were not met. However, 

multicollinearity was not detected after running a test for collinearity. The highest 

correlation among the predictors of mental health was between marital status and being a 

spouse in a household (r=0.64, p<.001). Transforming the dependent variable solved the 

skewness issue in mental health variable. Yet, the overall regression result before and 

after the log transformation was quite similar. Since the transformation did not change the 

results, the original dependent variable was used in this analysis. 
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Because the assumptions of linearity, normality, and homoscedasticity were not 

met, a robust regression method was also used to test the model. Different from ordinary 

least square (OLS) model, which weights the observations equally, the robust regression 

option reweighted the observations “so the largest residuals are weighted less and hence 

have less influence on the results” (UCLA website, 2013). The findings from the two 

regression models (OLS versus robust regression) were consistent with several variables 

remained statistically significant. Thus, the decision was made to report the results of the 

OLS regression with comments indicating where it differed from the robust regression 

findings.  

Results  

The regression model predicting mental health problems showed that education, 

living in Java, participating in ROSCA, feeling safe walking alone at night, and trust in 

neighbors to return a lost wallet had negative significant relationships with mental health 

problems. This result means an inverse relationship between these variables and mental 

health issues. Women with higher levels of education, living in Java regions, 

participating in ROSCA, feeling safe walking alone at night, and trusting neighbors to 

return lost wallet reported fewer mental health problems.  

In contrast, participating in Voluntary Labor had a positive significant 

relationship with mental health problems suggesting that those who participated in 

Voluntary Labor programs experienced higher mental health problems. The model was 

significant F (13, 2184) = 11.61, p<.001) and explained 6 % of the variance. These 

findings were summarized in Table 10.  
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Table 10. Predictors of Mental Health Problems 

Table 10 showed the b coefficient (slope) for education and living in Java were 

negative (-.075 and -.569 respectively), indicating an inverse relationship with the 

dependent variable. These results show a one year increase in education accounted for a 

.07 decrease in mental health problems. Living in Java accounted for a .57 decrease in 

mental health issues (on a scale of 0-27). Women with more education and who live in 

Java had lower mental health problems. 

IVs Mental Health Problems 

 B SE Beta 

Years of Education  -.075 .019 -.087*** 

Marital Status  -.230 .207 -.025 

Head of Household   .082 .245  .007 

Living in Java   -.569 .163 -.075** 
 

Participation in (…)  
Community meetings  
Voluntary labor program 

  
-.037 
 .339 

 
.154 
.144 

 
 .037 
 .050* 

Family Welfare Organization -.126 .158 -.018 

ROSCA  -.458 .160 -.068** 

Trust people with the same ethnic -.111 .126 -.018 

Trust neighbors to return lost wallet -.414 .076 -.114*** 

Feeling safe walking alone at night  -.949 .183 -.108*** 

Receiving cash from UCT program   .242 .194  .024 

Participating in Rice for the Poor program  .173    .162  .022 

Constant  9.068***    

N 2184 

F-value F (13, 2170) = 11.61*** 
R Square/Adjusted R 0.065/0.059 
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Similarly, the slope for participation in ROSCA, trusting neighbors, and feeling 

safe walking alone at night were negative (-.458; -.414; and -.949 respectively). This 

result indicates an inverse relationship between these variables and mental health issues. 

Participating in ROSCA accounted for a .46 decrease in mental health issue. Trusting 

neighbors accounted for a .41 decrease in mental health score, and feeling safe walking 

alone at night accounted for a .95 decrease in mental health problems. Women who 

participated in ROSCA, trusted neighbors, and felt safe walking alone at night had fewer 

mental health concerns compared to those who did not participate, did not trust their 

neighbors and did not feel safe walking alone at night.  

When comparing the OLS regression with the robust regression analysis, four 

variables remained statistically significant including education, participating in voluntary 

labor, trust neighbors to return lost wallet, and feeling safe walking at night. However, 

living in Java and participating in ROSCA were no longer significant predictors of 

mental health problems. Additionally, participating in community meetings became 

statistically significance in the robust regression model. Unlike other predictors that had 

an inverse relationship with mental health problems, participating in Voluntary Labor has 

a positive relationship with mental health problems. The b coefficient of a .339 indicates 

that for women who participated in Voluntary Labor, their mental health problems 

increase by a .34 (on a scale of 0 to 27). Participating in Voluntary Labor was associated 

with having poorer health and higher mental health problems. Voluntary Labor program 

is a well-known program and historically it was a forced/mandatory labor program during 

President Suharto era. However, the program is still carried out today to perform many 

community projects such as building the mosque and cleaning the street and sanitation 

facilities. The pressure to volunteer in such programs might increase stress for women 
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especially those with lower resources. More affluent women might opt out and provide 

monetary donation instead. In the discussion chapter, researcher will further discuss why 

this was the case to understand women’s participation in Voluntary Labor and its’ impact 

on health and mental health.   

Two demographic factors, marital status and being head of households, as well as 

the two variables of social supports, receiving cash and rice from the government 

programs, were not significant predictors of mental health problems in the OLS or the 

robust regression model. 

To conclude, the results on factors contributing to self-rated health and mental 

health problems show education has a positive significant effect on both health status and 

mental health issues. Higher years of education predicted both a greater likelihood of 

being in a good health and having fewer mental health problems. In addition, social trust 

in the general community, feeling safe walking alone at night had a significant effect on 

both increasing self-rated health and lowering mental health problems. Living in Java 

was a significant predictor for self-rated health, but it was not a significant predictor of 

mental health problems using the robust regression analysis. Conversely, Voluntary 

Labor has an inverse relationship with both SRH and mental health problems.  

WELL -BEING  

 The correlation and regression results for well-being, which includes subjective 

economic status, subjective welfare status (standard of living, food consumption, 

healthcare), and subjective well-being (happiness) are discussed in this section.  
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Subjective Economic Status 

Again correlation analysis was first performed to identify variable that were 

correlated with the dependent variable, subjective economic status. Eleven variables were 

found to be significantly correlated to subjective economic status and were included as 

independent variable in the regression model. The model was comprised of four 

demographic variables (per capita expenditure, years of education, having children at 

home, and being head of the household), four community participations (in the 

community meetings, Family Welfare Organization, Community Health Post, and 

ROSCA) and one variable of social trust, being alert or someone will take advantage. 

Additionally, two variables of social supports (receiving cash and rice from government 

program) were included in the model. Table 11 below showed the correlates of the 

independent variables with subjective economic status.  
 

Table 11: Correlation between Independent Variables and Subjective Economic Status  

IVs DVs 
Subjective economic status (r) 

Demographic Variable   
per capita expenditure  .259*** 
years of education  .239*** 
Age  .036 
marital status  .010 
having children under 15 at home  -.058* 
being head of HH -.080** 
being spouse of HH   .029 
living in Java -.050 
being Muslim -.033 
  
Community Participation   
Community meetings   .068* 
Voluntary Labor -.000  
Village Improvement  .010 
Family Welfare Organization -.097** 
Community Health Post -.073** 
Religious groups  .034 
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Table 11 (continued)  
ROSCA .153*** 
Social Trust  
being alert or someone will take 
advantage   

-.052* 

trust people from the same ethnic  -.018 
trust strangers to return lost wallet   .033 
trust neighbor to return lost wallet  .044 
the village is safe -.021 
feel safe to walk at night -.000 
  
 
Social supports  

 

receiving cash from UCT  -.217*** 
participating in Rice for the Poor program -.295*** 
receiving supports from extended family  .003 
receiving supports from friends and 
neighbors  

 .001 

* p <.05; ** p <.01; *** p< .001    
 

Assessment of Assumptions  

The dependent variable was normal with a skewness score of -.12 and kurtosis of 

3.39. Assessment of all independent variables showed no extreme outliers. After testing 

the collinearity, it was determined that multicollinearity was not an issue. The 

independent variables with the highest correlations with the dependent variable were 

marital status and being a spouse in a household (r=0.64, p<.001). However, the 

assessment of the independent variables and the dependent variable, subjective economic 

status, showed there were violations of the regression assumptions of linearity, normality 

and homoscedasticity. To solve this issue, the researcher transformed the dependent 

variable subjective economic status. However, there was no difference in the regression 

results before and after performing the log transformation. Thus, regression analysis 

using the original variable was preferred. Since the regression assumptions were violated, 

the researcher used robust regression to test the model and compare it with the OLS 
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results. It showed the result were similar with all statistically significant predictors using 

OLS remained statistically significant using robust regression, suggesting the impact of 

linearity, normality and homoscedasticity violations were minor. Thus, the results using 

the original regression model (OLS) will be reported here.  

Results  

The regression model predicting subjective economic status showed that four 

demographic variables (education, per capita expenditure, having children under 15 at 

home, and being head of households) and participation in two organizations (Family 

Welfare Organization and ROSCA) have positive relationships with perception of feeling 

rich or poor. As one might expect, women with higher education and higher per capita 

expenditure felt they are richer than those with less education and lower per capita 

expenditure. Additionally, those who participated in Family Welfare Organizations and 

ROSCA also felt richer than those who did not participate.    

In contrast, being a female head of households, have children under 15 years of 

age living at home, receiving cash from the UCT program and participation in the Rice 

for the Poor program had negative significant effects on subjective economic well-being. 

Women household head, with young children at home, who receive cash from the UCT 

program and participate in the Rice for the Poor program felt they were poorer. It was 

expected that women who participate in government income distribution and rice 

distribution programs to report lower level of subjective economic wellbeing because 

those programs are Indonesia’s primary safety net programs. 

Participation in community meetings and Community Health Post were not 

significant predictors of subjective economic status. In addition, the only social trust 
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variable, being alert or someone will take advantage was also not a statistically 

significant predictor of subjective economic status. The model was significant F (11, 

3224) = 53.92, p<.001) and explained 15 % of the variance.  
 
 
Table 12. Predictors of Subjective Economic Well-being 
 

IVs Subjective Economic Well-being 

 B SE Beta 

Per capita expenditure (quartile)  .094 .011  .156*** 

Education   .025 .003  .128*** 

Being head of the households   -.185 . 041 -.074*** 

Having children under 15 at home -.112 .029 -.069*** 

Participation in (…)  
community meetings 

  
 .024 

 
.027 

 
  .015 

Family Welfare Organizations 
Community Health Post  

 . 060 
-.026 

.027 

.027 
  .038* 
 -.017  

ROSCA   .105 .027   .067*** 

Alert or someone will take advantage  -.032 .027 -.018 

Receiving cash from gov. program  -.178 .034 -.094*** 

Buying subsidized rice from gov. program -.172 .029 -.112*** 

Constant  2.679***    

N 3224 
F-value F (11, 3224) = 53.92*** 
R Square/Adjusted R 0.155/0.153 

 

The b coefficient for per capita expenditure and education were positive (.094 

and.025), indicating positive relationships with the dependent variable. These results 

showed that a one unit increase in per capita expenditure, accounted for a .09 increase in 

subjective economic status (1= feel poor to 6=feel rich). For education, a one-year 

increase in education accounted for a .02 increase in subjective economic status. Women 

with greater per capita expenditure and education felt richer. When comparing the 
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magnitude of the impact of per capita expenditure and education on perception of being 

poor or rich, per capita expenditure has a slightly higher impact than education. Having a 

1-standard deviation increase in expenditure accounted for a .16 (Beta=.156) increase in 

feeling rich while for education a 1-standard deviation increase in years of schooling, 

there was a .13 (Beta=.128) increase in feeling rich.  

The slope for participating in Family Welfare Organization was positive (.06), 

indicating that participation in this organization produced a .06 increase in feeling rich as 

opposed to not participating. Similarly, the slope for participating in ROSCA was 

positive and produced a .10 increase in feeling rich than those who were not participating 

in ROSCA.   

The slope for the two variables of social supports were negative (-.178 and -.172 

respectively). Receiving cash from the UCT program accounted for a .18 decrease in 

feeling rich; and participating in Rice for the Poor program accounted for a .17 decrease 

in feeling rich. Because these are safety net poverty programs it was expected that those 

who participate in these programs came from the low-income category. 

The results on factors contributing to subjective economic status (feeling rich or 

poor) provide evidence that higher per capita expenditure, higher levels of education as 

well as participation in Family Welfare Organizations and in ROSCA predict higher 

levels of women’s feelings of being rich (on a scale of 1= poor to 6= rich). On the other 

hand, being household head, receiving cash from UCT program and participating in Rice 

for the Poor program predict lower levels of women’s perception of being rich.   

 

 



 

95 
 

Standard of Living  

The correlations reported in Table 13 show a number of independent variables 

were significantly correlated to respondents’ assessment of their standard of living. 

Eleven independent variables were included in the logistic regression model. Four 

demographic variables were significant: per capita expenditure, years of education, age 

and being head of households as well as two community participation variables: 

participating in a Community Health Post and a ROSCA group. Three social trust 

variables were included: trusting ones neighbors, trusting strangers to return a lost wallet 

and feeling safe walking alone at night. Additionally, two social support variables were 

included: receiving cash from the UCT program and participating in the Rice for the Poor 

program. Looking at the correlation analyses among all the independent variables, the 

highest correlation was .448 between participating in Voluntary Labor and participating 

in Village Improvement program. These 11 variables were then included in the logistic 

regression model.  

Table 13: Correlation between Independent Variables and Assessment of Standard of 

Living   
IVs DVs 

Standard of Living (r) 
 

Demographic  Variable   
per capita expenditure  .154*** 
years of education  .182*** 
age -.079* 
marital status -.010 
having children under 15 at home -.002 
being head of HH -.089*** 
being spouse of HH   .014 
living in Java  -.008 
being Muslim  .020 
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Table 13 (continued)  
Community Participation   
Community meetings  -.037 
Voluntary Labor -.031 
Village Improvement -.051 
Family Welfare Organization  .008 
Community Health Post -.063*  
Religious groups -.033 
ROSCA  .069* 
  
Social Trust  
being alert or someone will take 
advantage   

-.037 

trust people from the same ethnic  -.028 
trust strangers to return lost wallet  .060* 
trust neighbor to return lost wallet  .054* 
the village is safe -.012 
feel safe to walk at night  .055* 
  
Social supports   
receiving cash from UCT -.203*** 
participating in Rice for the Poor program -.189*** 
receiving supports from extended family  .019 
receiving supports from friends and 
neighbors  

-.014 

* p <.05; ** p <.01; *** p< .001    

Logistic regression was used to analyze the relationship between the set of 

independent variables and the dependent variable of standard of living. Multicollinearity 

was assessed and was determined not to be a concern in this analysis. After running the 

logistic diagnostic analyses to check goodness of fit, model specifications, and model 

comparison between the full model and the reduced models with smaller predictors, no 

issues were found. Once all variables correlated to standard of living assessment were 

entered, the final analysis included 4,911 respondents. 

Results  

The results suggest that an overall significant relationship exists between the set 

of independent variables and whether or not respondents have an adequate standard of 
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living, X² (11, 4,911)= 386.06, p<0.001. Eight independent variables had a significant 

relationship with perception of standard of living: per capita expenditure, education, 

being head of the households, participating in ROSCA, trust neighbors to return lost 

wallet as well as receiving cash from UCT program and participating in Rice for the Poor 

program. These findings are summarized in Table 14.  

 As one would expect, having higher per capita expenditure predicted respondents’ 

perception of sufficient standard of living. For every one unit increase in per capita 

expenditure, there existed a corresponding 11.6% increase in the odds of having adequate 

standard of living (Exp(B)=1.116, p=.002). Individuals who have more financial 

resources spend more to purchase goods and eventually increase living standard. 

Similarly, having more years of education had a positive impact on the odds of having 

adequate standard of living. For every one year increase in years of education, the odds of 

having adequate standard of living increased by 10%, (Exp(B)=1.099, p<.001).  

For these two variables, it is useful to see the odds ratio change on standard of 

living for a 1-standard deviation change in education and expenditure using the command 

called “listcoef, percent” (Acock, 2012, p. 310). The findings showed having a 1-standard 

deviation increase in years of education increase women’s odds of being in adequate 

standard of living by 44%, and having a 1-standard deviation increase in per capita 

expenditure increased the odds by 15%. Both of these influences were statistically 

significant.    

 Being a head of household indicated a lower standard of living. The odds of 

having standard of living sufficiency for women household head were 24%, 

(Exp(B)=.690, p=.046) lower than non-household head. This finding is not surprising 

since female household heads are typically single mothers and poorer than the general 
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population. Fewer resources decrease their ability to purchase even the basic goods 

needed to increase their standard of living.  

Among the social capital variables, only participation in ROSCA significantly 

predicted women’s standard of living, (Exp(B)=1.328, p=.001). The odds of having 

adequate standard of living were 32.8% higher for women participating in ROSCA. This 

finding suggests that by participating in this association, women perhaps have more 

resources to increase their standard of living. The bivariate analysis of the independent 

variables showed there was a positive association between per capita expenditure and 

participation in ROSCA (r=.17, p<.001). 

Two social trust variables, trust neighbors and feeling safe to walk alone at night, 

were also identified as predictors of a higher standard of living. The odds of having an 

adequate standard of living increased by 14.9%, (Exp(B)=1.148, p=.001) for women who 

have higher levels of trust in neighbors. In addition, the odds of having an adequate 

standard of living were 37.7%, (Exp(B)=1.377, p<.001)  higher for women who have 

higher levels of trust in the general community. This finding is in congruence with 

previous studies that found individuals with higher levels of trust having higher standard 

of living (Carter & Castillo, 2009). Trust is often seen as a result of having more 

participation and interaction with the community, and when combining both variables, 

trust appeared to be more significant than community participation. However, we cannot 

rule out the possibilities that those who have higher standard of living trust their 

neighbors more because they live in a safer neighborhood than those who have lower 

standard of living.  

Again, as one would expect, women receiving cash from the UCT program, as 

well as participating in the Rice for the Poor program, experienced lower standard of 
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living. The odds of having adequate standard of living decreased by 37.9% 

(Exp(B)=.621, p<.001) for women who received cash from the government. Likewise, 

the odds of having adequate standard of living decreased by 40.2%, (Exp(B)=.598, 

p<.001) for Rice for the Poor program participants. This was not surprising since women 

who receive supports from government came from lower-income populations and thus 

have fewer resources to increase women’s standard of living. 

Table 14: Factors contributing to the Respondents’ Assessment of Standard of Living  
 
 

IVs Standard of Living 
 

 B S.E. Exp(B) 

Per capita expenditure   .110 .036 1.116** 
Years of education  .095 .012  1.099** 

Age -.005 .003 .994 

Being head of household  -.273 .128 .760* 
Comm. Health Post -.133 .084 .875 

Participation in ROSCA .283 .083 1.328*** 

Trust strangers to return 
lost wallet  

.082 .055 1.086 

Trust neighbors to return 
lost wallet  

.138 .042 1.148*** 

Feeling safe to walk at 
Night 

.319 .096 1.377*** 

Receiving cash from gov. 
program 

-.475 .091 .621***   

Buying rice from gov. 
 program 
 

-.513 .097 .598*** 

* p <.05; ** p <.01; *** p< .001    
X2 (11, N= 4,911) = 386.06, p<.001      

These results identify factors contributing to women’s standard of living. For 

women with higher per capita expenditures and higher levels of education, women with 

higher levels of trust in neighbors and the community, and participants of ROSCA, the 

odds of having adequate standard of living is higher than women with lower per capita 
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expenditures, less education, having lower trust in neighbors and the community and non-

participants of ROSCA. On the other hand, female household head, recipients of UCT 

and Rice for the Poor program have a lower standard of living than women non-

household head and non government assistance recipients. 

Food Consumption  

The correlations reported in Table 15 show a number of independent variables 

were significantly correlated to respondents’ assessment of their food consumption. Four 

demographic variables were significant (per capita expenditure, years of education, age, 

and being head of households). Three community participation variables, participating in 

Voluntary Labor program, Village Improvement program and ROSCA were included. 

One social trust question, trust in strangers to return lost wallet and two social supports 

variables, receiving cash from UCT program and participating in Rice for the Poor 

program were also included. All 10 variables were included in the logistic regression 

model.  
 
Table 15: Correlation between Independent Variables and Assessment of Food 
Consumption  

 
IVs DVs 

Food Consumption (r) 
Demog. Variable   
per capita expenditure  .132*** 
years of education  .179*** 
Age -.062* 
marital status -.017 
having children under 15 at home -.000 
being head of HH -.057* 
being spouse of HH  -.032 
living in Java  .006 
being Muslim  .022 
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Table 5 (Continued)  
Community Participation   
Community meetings  -.014 
Voluntary Labor -.059* 
Village Improvement -.061* 
Family Welfare Organization  .045 
Community Health Post -.040  
Religious groups  -.025 
ROSCA .076* 
  
Social Trust  
being alert or someone will take 
advantage   

-.001 

trust people from the same ethnic   .038 
trust strangers to return lost wallet   .058* 
trust neighbor to return lost wallet  .039 
the village is safe  .013 
feel safe to walk at night  .038 
  
Social supports   
receiving UCT -.177*** 
participating in Rice for the Poor program -.190*** 
receiving supports from extended family  .020 
receiving supports from friends and 
neighbors  

-.002 

* p <.05; ** p <.01; *** p< .001    

For the dependent variable of food consumption, logistic regression was used to 

analyze the relationship between the set of independent variables and this outcome. 

Multicollinearity was assessed and determined not to be a problem in this analysis. After 

running the logistic diagnostic analyses to check goodness of fit, model specifications, 

and model comparison between the full model and reduced models with smaller 

predictors, no issues were found. Once all variables correlated to food consumption were 

entered, the final analysis included 2,058 respondents.  

Results  

The result suggest that an overall significant relationship exists between the set of 

independent variables and whether or not respondents have adequate food consumption, 

X² (10, 2058)= 160.23, p<0.001. Five independent variables had a significant 
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independent relationship with perception of adequate food consumption: per capita 

expenditure, education, participating in ROSCA, receiving cash from UCT program and 

participating in Rice for the Poor program. These findings are summarized in Table 16.   

 As expected, having higher per capita expenditure predicted respondents’ 

perception of food consumption. For every one unit increase in per capita expenditure, 

there existed a corresponding 23.8% increase in the odds of having adequate food 

consumption (Exp(B)=1.238, p=.002). Individuals who have more financial resources 

spend more on food expenses. Similarly, having more years of education had a positive 

impact on the odds of having sufficient food consumption. For every one year increase in 

years of education, the odds of having adequate food consumption increased by 10.1%, 

(Exp(B)=1.101, p<.001).  

 Among the social capital variables, the odds of having adequate food 

consumption for ROSCA women participants was 34.9%, (Exp(B)=1.349, p=.046) higher 

than non-participants. This finding suggests women perhaps have more resources to 

increase their food consumption when they participate in these associations.  

Again, as one would expect, women receiving cash from the UCT program as 

well as participating in the Rice for the Poor program experienced lower food 

consumption. The odds of having enough food consumption were 44.9% (Exp(B)=.551, 

p<.001) lower for women who received UCT program. Likewise, the odds of having 

sufficient food consumption were 43.1%, (Exp(B)=. 568, p=.002) lower for women 

participants in the Rice for the Poor program. This was not surprising since women who 

receive supports from government came from lower income category; thus they might 

have fewer resources to purchase enough food. 
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Table 16: Factors contributing to the Respondents’ Assessment of Food Consumptions  
 
 

IVs Assessment of food consumption 
 

 B S.E. Exp(B) 

Per capita expenditure   .213 .067 1.238** 

Years of education  .096 .022  1.101*** 

Age .001 .006 1.001 

Being head of 
household  

-.234 .218 .790 

Voluntary Labor -.037 .158 .963 

Village Improvement .293 .162 .745 

Participation in 
ROSCA 

.299 .150 1.349*** 

Trust strangers to 
 return lost wallet  

.127 .094 1.135 

Receiving cash 
from gov. program 

-.595 .159 .579***   

 
Buying rice from gov. 
program 
 

-.564 .181 .658** 

* p <.05; ** p <.01; *** p< .001    
X2 (10, N= 2,058) = 160.23, p<.001      

These findings identify factors contributing to women’s adequate food 

consumption. For women with higher per capita expenditure and higher levels of 

education, as well as participants of ROSCA, the odds of having sufficient food 

consumption are higher than women with lower per capita expenditures, less education, 

and non-participants of ROSCA. On the other hand, recipients of the UCT and the Rice 

for the Poor program have less food consumption than those who receive no government 

assistance. 
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Healthcare  

The correlation reported in Table 17 we see that a number of independent 

variables were significantly correlated with respondents’ assessment of adequacy of 

healthcare. Four demographic variables (per capita expenditure, years of education, age, 

and being head of households) were significant. Two community participation variables, 

participating in a Village Improvement program and ROSCA and one social trust 

question, trusting neighbors to return lost wallet were also significant. Two social 

supports variables, receiving cash from the UCT program and participating in the Rice 

for the Poor program were also significant. All these 11 variables will be included in the 

logistic regression model.  

Table 17: Correlation between Independent Variables and Assessment of Healthcare  
IVs DVs 

Healthcare (r) 
 

Demographic  Variable   
per capita expenditure  .123*** 
years of education  .198*** 
Age -.075** 
marital status  .003 
having children under 15 at home  .017 
being head of HH -.109*** 
being spouse of HH   .019 
living in Java  .005 
being Muslim  .004 
  
Community Participation   
community meetings   .026 
voluntary labor -.040  
village improvement -.073** 
Family Welfare Organization  .058* 
community health post  -.005 
religious circles  .026 
ROSCA .088** 
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Table 17 (continued)  
Social Trust  
being alert or someone will take 
advantage   

-.052* 

trust people from the same ethnic  -.010 
trust strangers to return lost wallet   .051 
trust neighbor to return lost wallet  .086** 
the village is safe  .000 
feel safe to walk at night  .028 
  
Social supports   
receiving UCT -.180*** 
participating in Rice for the Poor program -.149*** 
receiving supports from extended family  .031 
receiving supports from friends and 
neighbors  

 .007 

* p <.05; ** p <.01; *** p< .001    
  

Logistic regression was used to analyze the relationship between the set of 

independent variables and the dependent variable of healthcare assessment. 

Multicollinearity was assessed and was determined not to be a concern in this analysis. 

After running the logistic diagnostic analyses to check goodness of fit, model 

specifications, and model comparison between the full model and reduced models with 

smaller predictors, no issues were found. Once all variables correlated to healthcare 

assessment were entered, the final analysis included 2,344 respondents.  

Results  

The results indicated that an overall significant relationship exists between the set 

of independent variables and whether or not respondents have adequate healthcare, X² 

(11, 2344)= 169.07, p<0.001. Eight independent variables had a significant independent 

relationship with perception of sufficient healthcare: per capita expenditure, education, 

being head of the households; participating in Village Improvement program and 
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ROSCA; trust neighbors to return lost wallet; receiving cash from UCT program and 

participating in Rice for the Poor program. These findings are summarized in Table 18.  

 Again, as one would expect, having higher per capita expenditure predicted 

respondents’ perception of healthcare adequacy. For every one unit increase in per capita 

expenditure, there existed a corresponding 11.8% increase in the odds of having adequate 

healthcare (Exp(B)=1.118, p=.051). Again, individuals who have more financial 

resources, spend more on healthcare expenses. Similarly, having more years of education 

had a positive impact on the odds of having adequate healthcare. For every one year 

increase in years of education, the odds of having adequate healthcare increased by 8.5%, 

(Exp(B)=1.085, p<.001).  

For these two variables, it is useful to see the odds ratio change on healthcare for 

a one standard deviation change in education and per capita expenditure. The findings 

showed for a one standard deviation increase in years of education women’s odds of 

having sufficient healthcare increased by 37%, and having a one standard deviation 

increase in per capita expenditures increased the odds by 15%. Both of these influences 

were statistically significant.    

 As expected, being a head of household indicated less adequate healthcare. The 

odds of having healthcare sufficiency were 31%, (Exp(B)=.690, p=.046) lower for 

women household head than non-household head. The finding is again not surprising 

since female household heads are typically single mothers and poorer than the general 

population. Fewer resources decrease women’s household head ability to spend more on 

healthcare services.    

Among the social capital variables, participation in ROSCA significantly predicts 

healthcare sufficiency. The odds of having adequate healthcare for women participants in 
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ROSCA were 60% (Exp(B)=1.598, p=.001) higher than non-participants. This finding 

suggests two things: these women perhaps have more resources to spend on healthcare 

services since women with more per capita expenditure tend to participate more in these 

associations. Secondly, women who were actively engaged in the ROSCA meetings 

typically interact with one another. These women might have received health information 

and how to access more affordable healthcare services. Conversely, participating in 

village improvement program had a negative relationship with respondents’ assessment 

of their healthcare. The odds of having sufficient healthcare for women participants in 

village improvement program were 25.6%, (Exp(B)=.743, p=.021) lower than non-

participants. Because the Village Improvement program is similar to the Voluntary Labor 

program, women who participate in a Village Improvement program was strongly 

correlated with women who also participate in the Voluntary Labor program. Like the 

relationship between Voluntary Labor program and health outcomes, this result was also 

not expected by researcher. However, further analysis showed non-married, older 

women, those with lower education levels participate more in the Village Improvement 

programs than other women. These factors presumably decrease women’s ability to 

maintain their healthcare, thus they have less adequate healthcare.    

One of social trust questions, trust neighbors to return lost wallet was also 

identified as a predictor of having more sufficient healthcare. The odds of having 

adequate healthcare were 21.4%, (Exp(B)=1.214, p=.002) higher for women who have 

higher levels of trust in neighbors. Having higher social trust is often cited as a function 

of participation and interaction with other people. Thus, women who participate more 

typically trust others more (Putnam, 2000).  
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Finally, women receiving social supports (cash from UCT program and rice from 

the Rice for the Poor program) were less likely to report having sufficient healthcare. The 

odds of reporting adequate healthcare were 42.1% (Exp(B)=.579, p<.001) lower for 

women who received cash assistance program. Likewise, the odds of reporting adequate 

healthcare were 34.2%, (Exp(B)=.658, p=.006) lower for women participants in the Rice 

for the Poor program. This was not surprising since women who receive government 

assistance programs are typically from lower income population; thus they have fewer 

resources to spend on healthcare services.  

Table 18: Factors contributing to the Respondents’ Assessment of their Healthcare  
 
 

IVs Assessment of healthcare 
 

 B S.E. Exp(B) 
Per capita expenditure   .111 .057 1.118* 

Years of education  .081 .019 1.085*** 

Age  -.002 .005 .997 
Being head of household  -.370 .185 . 690* 

Village improvement  -.296 .128 .743* 

Family Welfare 
 Organization  

.063 .144 1.065 

Participation in ROSCA .469 .135 1.598** 

Being alert or someone 
will take advantage 

-.126 .133 .880 

Trust neighbors to return 
lost wallet  

.193 .063 .1.214** 

Receiving cash from gov. 
Program 

-.545 .142 .579***   

Buying rice from gov. 
program 

-.417 .151 .658** 

* p <.05; ** p <.01; *** p< .001    
X2 (11, N= 2,344) = 169.07, p<.001      

These results provide evidence on factors contributing to the adequacy of 

women’s healthcare. For women with higher expenditure and higher levels of education, 

higher levels of trust in neighbors, and participants of ROSCA, the odds of reporting 
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sufficient healthcare are higher than women with lower expenditure, less education, 

lower trust in neighbors and non-participants of ROSCA. On the other hand, for female 

household head, participants of village improvement program and recipients of the UCT 

and the Rice for the Poor program, the odds of having adequate healthcare were lower 

than women who are not household head, non-participants of Village Improvement 

program and non-recipients of government assistance programs. 

Subjective Well-being (Happiness) 

The correlations reported in Table 19 show that a number of independent 

variables were significantly correlated to respondents’ assessment of subjective 

wellbeing. Four demographic variables (years of education, marital status, being spouse 

as well as head of households) were correlated with happiness. Additionally, participating 

in Village Improvement programs and receiving cash from UCT program were also 

correlated with respondents’ assessment of happiness. All these 6 variables will be 

included in the logistic regression model.  

 
Table 19: Correlation between Independent Variables and Subjective well-being 
(Happiness)   
 

IVs DVs 
Happiness (r) 

 
Demog. Variable   
per capita expenditure  .023 
years of education  .088** 
Age  -.043 
marital status  .123*** 
having children under 15 at home  .029 
being head of HH -.157*** 
being spouse of HH   .132*** 
living in Java  .007 
being Muslim  .029 
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Table 19 (Continued)  
Community Participation   
Community meetings  -.044 
Voluntary Labor -.021 
Village Improvement -.057*** 
Family Welfare Organization  .046 
Community Health Post  .031 
Religious groups/organizations -.022 
ROSCA  .048 
  
Social Trust  
being alert or someone will take 
advantage   

 .001 

trust people from the same ethnic  -.012  
trust strangers to return lost wallet   .016 
trust neighbor to return lost wallet  .015 
the village is safe  .000 
feel safe to walk at night  .017 
  
Social supports   
receiving UCT -.115*** 
participating in Rice for the Poor program -.039 
receiving supports from extended family -.015 
receiving supports from friends and 
neighbors  

-.035 

 
* p <.05; ** p <.01; *** p< .001    

Logistic regression was used to analyze the relationship between the set of 

independent variables and the dependent variable of subjective wellbeing (happiness). 

Multicollinearity was assessed and was determined not to be a problem in this analysis. 

After running the logistic diagnostic analyses test, there was a problem with model 

specifications. Further analysis, however, using the model comparison between the full 

model and reduced models with smaller predictors showed all variables should be 

retained, thus the full model was preferred. Lastly, no issues were found when testing the 

goodness of fit. Once all variables correlated with subjective well-being (happiness) were 

entered, the final analysis included 3,177 respondents.  
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Results  

The results indicate that an overall significant relationship exists between the set 

of independent variables and whether or not respondents were happy, X² (7, 3177)= 

91.13, p<0.001. Four independent variables had a significant independent relationship 

with assessment of happiness: education, marital status, being head of the households, 

and receiving cash from UCT program. These findings are summarized in Table 20.  

 Having higher levels of education had a positive effect on the odds of subjective 

well-being. For every one year increase in years of education, the odds of being happy 

increased by 9.5%, (Exp(B)=1.095, p<.001). Being married also positively predicted 

respondents’ happiness. The odds of happiness were 60% (Exp(B)=1.598, p<.001) higher 

for married women than non-married (single, widow, separated and divorced women). It 

was expected that those who were married would feel happier than those who were not 

married.   

Interestingly, both being a spouse and head of household were correlated with 

happiness. However while being spouse had positive significant correlation, being head 

of household had negative correlations with happiness. In the logistic regression model, 

being a spouse was no longer statistically significant. Conversely, the odds of being 

happy were 37.8%, (Exp(B)=.621, p=.023) lower for women household head, and it was 

statistically significant. This result was expected since women who are head of the 

households which typically are single mothers perhaps have responsibility to be 

breadwinner and have more burdens to raise children on their own.  

One variable of community participation (participating in Village Improvement 

program) that was negatively correlated with happiness was not a statistical significant in 

the regression model. None of social trust questions was correlated with happiness. 
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Among social supports variables, receiving cash from the UCT program was the only 

variable that had statistically significant negative relationship with happiness in the 

model. The odds of being happy were 36.9%, (Exp(B)=.631, p=.002) lower for women 

who participated in the UCT program. Living in poverty and having the responsibility to 

make end meets probably increase the pressures on these women, making them less 

happy than those who do not receive government assistance.  

Table 20: Factors contributing to the Respondents Subjective Well-being (Happiness)  
 
 

IVs Assessment of Happiness 
 

 B S.E. Exp(B) 

Years of education  .090 .019  1.095*** 

Marital status   .469 .238 1.598* 

Having children at home -.157 .170 .854 

Being head of household  -.475 .209 .621* 

Being Spouse of the household .270 .207  1.310 

Village Improvement -.245 .141 .782 

Receiving cash from gov. 
 program 

-.460 .151 
.631**   
 

  * p <.05.  ** p <.01. *** p< .001  
  X2 (7, N= 3,177) = 91.13, p<.001      

 

Summary 

These results identify two important demographic factors (per capita expenditure 

and education) that were statistically significant across the well-being variables. Having 

higher per capita expenditure and higher years of education predict women’s feeling of 

being rich and predicts the odds of reporting an adequate standard of living, sufficient 

food consumption, and adequate healthcare. 
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The results also indicate that after controlling for several demographic variables, 

participation in Rotating Saving and Credit Association (ROSCA) was a significant 

predictor across the well-being variables. Participation in ROSCA predicts higher feeling 

of being rich and predicts the odds of having adequate standard of living, enough food 

consumption, and sufficient healthcare. Among social trust questions, only trust in 

neighbors predicts the odds of having adequate standard of living and sufficient 

healthcare.  

Several variables have an inverse relationship with well-being. Female household 

head and female recipients of two government programs to alleviate poverty (the UCT 

and the Rice for the Poor program) felt unhealthy and have less adequate standard of 

living, food consumption, and healthcare. 

Lastly, general well-being (happiness) is different from the other well-being 

variables that reflect women’s subjective welfare status (food consumption, standard of 

living, and healthcare). Happiness was a question that says “taken all things together, 

how do you feel today”. While the responses ranged from 1=very unhappy to 4= very 

happy; the majority of respondents said they were happy (Mean= 2.98) with little 

variability (SD=.38). Looking at the results on happiness, it showed that only 

demographic factors that have a positive relationship with the odds of feeling happy. For 

women with higher education and being married, their odds of feeling happy were higher 

than women with less education and non-married.  

The only community participation question that was negatively correlated with 

happiness is participants of Village Improvement program. However, it was not a 

statistically significant predictor in the regression model. None of social trust questions 

was correlated with happiness in the model. On the other hand, women household head 
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and recipients of the UCT program were less happy than female non household head and 

females who did not receive government assistance.    



 

115 
 

CHAPTER FIVE: DISCUSSION AND CONCLUSIONS 

This chapter summarizes the major findings of this study in light of current 

literature and organizes the discussion of findings according to the research aims that 

assess social capital and health, then social capital and well-being. The chapter also 

discusses the limitations of this study, recommendations for future research and 

implications for social work practice, education, and policy.  

This study sought to identify demographic characteristics and social capital 

factors impacting Indonesian women’s health and well-being. The results of this study 

provide greater understanding of the types of participations and trust that are associated 

with the health and well-being of women in Indonesia. The discriminations and 

challenges faced by women, especially from a less developed country (e.g., poverty, 

education, employment, and health), underscore the importance of increasing knowledge 

of this population to inform both social work interventions and policy. This study’s focus 

on the relationship between types of social capital (participation, social trust, and social 

support) and women’s health and well-being has significant implications for policy and 

practice as an understanding these variables can be used to develop community-based 

programming and interventions related to health and well-being of Indonesian women. 

This study has implications for policy development since it demonstrates the potential of 

social capital to improve health and well-being, and thus provide insights for the 

integration of social work and health programs. Furthermore, this research has 

implications for social work education since more attention is now being given to 

international social work programs and working with individuals from developing 

countries. Lastly, this study has implications for future research to enhance our 

understanding of social capital and health and well-being. 
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Like previous studies (e.g. Helliwell & Putnam, 2004; Poortinga, 2012), this study 

found the correlation between social capital and health and well-being are generally 

small. However, even with small correlations and after controlling for demographic 

variables including socio-economic status and being recipients of the government 

assistance programs, several social capital dimensions found to be statistically significant 

predictors of health and well-being outcomes. Among these dimensions of social capital, 

two indicators, social trust and participation in ROSCA are robust predictors across the 

health and well-being outcomes. Trust in the community in terms of safety (feeling safe 

walking alone at night in most areas of the village) has robust effect on both health and 

mental health. Participation in ROSCA has robust effect on four out of five well-being 

indicators: subjective economic status, standard of living, food consumption, and 

healthcare.  

In addition, the study findings showed that along with per capita expenditure, 

human capital (education) has positive impact on both health and well-being variables. 

Higher years of education predict good health status and lower mental health problems. It 

also predicts feeling of being rich and predicts the odds of reporting adequate standard of 

living, sufficient food consumption, adequate healthcare, and happiness. These findings 

are congruent with previous research (e.g. Helliwell & Putnam, 2004; Rose, 2000) that 

place an important note to the role of human capital (education) when assessing social 

capital and health/well-being relationships. As an important individual characteristic, 

higher levels of education has been reported to be positively associated with well-being 

including life satisfaction and happiness (Helliwell & Putnam, 2004; Yip, et al., 2007), 

and with lower mental health problems (Miller, et al, 2006). 
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SOCIAL CAPITAL AND HEALTH OUTCOMES  

This study revealed that after controlling for several demographic variables, one 

trust question, trust in the community assessed by individuals’ perception of the 

neighborhood/village safety (feeling safe walking alone at night in most areas of the 

village) was significantly associated with good health status and lower mental health 

problems. This variable reflects one’s perception of village/neighborhood trustworthiness 

and safety, thus it has an impact on health and mental health. Trusting a neighborhood by 

perceiving it as safe was associated with more physical activity among children and 

youth (Carver, Timperio, and Crawford, 2008) and older adults (Young, Russel, and 

Powers, 2004) and reduced stress levels (Jen, Sund, Johnston, & Jones, 2010). On the 

other hand, perceiving one’s neighborhood as unsafe lead to doing less physical activity, 

especially among women (Benett, et al., 2007) and lead to having anxiety (Middleton, 

1998) and poorer self-rated health (Chandola, 2001; Hill, Ross, & Angel, 2005 ). A study 

among women in disadvantaged neighborhood in three cities in the United States showed 

than women living in a poor neighborhood were more likely to be exposed to 

neighborhood disorder such as crime, trouble, and harassment which can influence both 

psychological and physiological stress (such as anxiety, dizziness, stomach upset, and 

weakness) that ultimately leads to poorer health outcomes (Hill, Ross, & Angel, 2005).  

Another way to understand this relationship is by viewing social trust as a 

facilitator of social cooperation. The more you participate in the life of the community, 

the more you trust those around you; but at the same time there is a virtuous cycle which 

show those who are trusting more tend to participate more in the community (Brahm & 

Rahn, 1997; Putnam, 2000). The positive association between social trust and health can 

be seen as a result of one’s trust in one another that could lead to engagement in a 
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healthier behavior and involvement in organizations and community programs that 

enhance individual and community health and well-being (Subramanian, Kim & 

Kawachi, 2002).     

The current study also revealed that participation in Neighborhood Associations’ 

community meetings was associated with lower mental health problems. This finding is 

consistent with Berry’s (2009) study that found greater social capital was associated with 

lower levels of distress and increased happiness. Similar to Yip, et al.’s (2007) study in 

China, only membership in certain types of community-based organizations (e.g. 

voluntary organizations) were associated with psychological health. This finding is also 

consistent with Miller and colleagues’ (2006) study that found a significant but weak 

relationship between social capital and mental health among adult individuals in 

Indonesia.  

To understand the relationship between social capital as membership/participation 

and health, Cohen & Janicki-Deverts (2009) suggest it might be due to two distinct 

processes. First, it is related to having no membership/participation to at least having one 

membership/participation. Second, it is related to possession of more diverse networks 

over time. Cohen & Janicki-Deverts (2009) noted that having a diverse good relationship 

with friends, families, and neighbors, as well as belonging to neighborhood associations 

and communities lead to several positive health outcomes (live longer, have less 

cognitive decline with aging, and have better prognosis for those with chronic illness) 

even though the mechanism is still obscure.  

Using a psychological perspective, Thoits (2011) identified the mechanisms that 

link social capital and better health outcomes include such things as social 

influence/comparison and perceived social support. In a mixed method study, it was 
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found that greater social networks among Latino day laborers help them cope with their 

day to day struggles through social supports they received (emotional nurturance, 

communication with others, access to resources and information), thus the networks help 

improve their psychological health (Negi, 2008).  

In Indonesia, one’s involvement in community organizations has direct benefits 

including social supports (talking to others and having someone who can listen to), 

information (including health information), financial gain, as well as the joy of being 

involved in the community. As reported by Imelda’s (2011) study on women’s 

organization in Indonesia and HIV prevention program, a respondent stated:  

I think it’s enough [financial support she got from participating in the 

program]…for people like us…better than if we don’t join…as long as we enjoy. 

I’ve got a lot of advantages, giving the society information about women’s health. 

I’m also grateful that the society gets involved, so those are the advantages. I am 

known by the people. (p. 66)  

Thus, for this woman and other women in this study while benefitting themselves from 

their volunteering activities, they feel better because they provide benefits for the 

communities.  

Participation in Voluntary Labor Programs and the Negative Effects of Social 

Capital  

Different from participation in Neighborhood Associations’ community meetings, 

participation in Voluntary Labor and Village Improvement program was associated with 

having poorer health and higher mental health problems. The Voluntary Labor program 

was historically a mandatory labor program during President Suharto’s era, but this 
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program as well as Village Improvement program (known as Kerja Bakti) is still carried 

out today by most communities in Indonesia (Bowen, 1989) to perform community 

projects such as building and cleaning mosques, streets and sanitation facilities. The 

pressure to volunteer in such programs might increase stress for women especially those 

with lower resources since they have to deal with making ends meet as well as providing 

for the communities. Further analysis showed that women who are not married and who 

have lower education tend to participate in Volunteer Labor and Village Improvement 

programs at a higher rate than other. Age is also a factor in participation rates as young 

(age 15-24) and elderly (65 or above) women volunteer more in both programs. Thus, 

women with fewer resources tend to participate at higher rates in both programs, whereas 

more affluent women can opt out by providing monetary donation instead of 

volunteering.  

Additionally, the inverse relationship between participation in Voluntary Labor 

programs and health outcomes might be viewed as a negative effect of social capital. 

Studies that investigate bonding social capital among low-income populations have found 

that social capital can be burdensome for those who are involved in social relationships 

because of the expectation of reciprocity, which adds to the already high stress levels 

associated with poverty and the lack of resources (Dominguez & Watkinz, 2003; Mitchel 

& LaGory, 2002). One study of women’s participation in community organizations found 

a negative impact on their mental health because women had difficulties in combining 

family’s responsibility and voluntary works. These women also raised issues of 

negotiating their relationships within the community organizations thus adding to their 

stress levels (Osborne, Baum, & Ziersch, 2008).  
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Moreover, a study on women’s social capital in Indonesia found that women’s 

(mothers) involvement in voluntary activities is expected, but that it should not interfere 

with their main roles as family caretakers, companions of their husbands, mothers of their 

children. Such expectations can place considerable stress on women, particularly those 

who have children to care for. The PKK (Family Welfare Organization), for instance, has 

identified one of the primary roles of women as nurturing their family members (Imelda, 

2011). Having said that, for these women, juggling between two responsibilities (the 

family and community) may have negative effect for their health especially mental 

health.  

SOCIAL CAPITAL AND WELL -BEING  

The study findings revealed that after controlling for several demographic 

variables, participation in ROSCA was significantly associated with most of the well-

being variables (subjective economic status, standard of living, food consumption, and 

healthcare). Participation in ROSCA predicts higher feelings of being rich and predicts 

the odds of having adequate standard of living, enough food consumption, and sufficient 

healthcare.  

Participation in ROSCA is ubiquitous in Indonesia and requires an in-depth 

discussion about why and how involvement in this type of organization has a positive 

impact across the well-being indicators. ROSCA is a very popular organization/group in 

which the descriptive results of this study show one in two Indonesian women has 

participated in ROSCA in the last 12 months. Women’s participation in ROSCA is 

generally much higher compare to the general population that reached around 32% in the 

IFLS4 survey and about 26.8% in the IFLS3 survey (Lasagni & Lollo, 2011). 
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ROSCA or Arisan in Indonesia refers to group-lending activities11  that can also 

be found in many different cultures and countries. Assadi & Hudson (2011) noted that 

ROSCA is called the “susus” (Ghana), “xitique” (Mozambique), “tontines, djanggis 

(Cameroun) in Africa; “tandas” (Mexico), “pasanaku (Bolivia) in Latin America; “chit 

funds” in India; “Gharse-ol-hasaneh” in Iran, “whichin gye” in Korea; and “cheetu” in Sri 

Lanka12.  

ROSCA is defined as lending programs that are “based on solidarity group 

lending in which member of a group guaranteed the repayment of all members” (Assadi 

& Hudson, 2011, p. 186). Thus, ROSCA is an informal financial sector available for 

members of the community, but it is neither a complement nor a substitute of formal 

financial sector such as banks or microfinance institutions (Lasagni & Lollo, 2011).  

Early anthropological studies on ROSCA in Indonesia theorized that ROSCA is 

the intermediate institution that would ultimately be replaced by a more formal financial 

institution (Geertz, 1962). Current studies, however refute this theory and find ROSCA is 

an efficient financial solution outside the formal financial sector (Klonner, 2003) and 

participation in ROSCA can help increase a women’s welfare and households’ access to 

credit (Anderson & Baland, 2002).  

                                                   
11 ROSCA is an informal, grassroots lending program that is different from formal financial 
institutions such as banks or microfinance institutions where individuals who receive loans will 
pay the loans and interests in certain installment. For the definition, structure, types, and purpose 
of ROSCA, see the following paragraphs. 
12 Assadi & Hudson (2011) mentioned that these group lending programs were more popular and 
successful in developing countries, but not so much in a developed country like the US. A similar 
program in the US called The Good Faith Fund run in a rural community in Arkansas was not a 
success mainly because the US has a different socio-economic context where in rural areas 
individuals live far away from one another and it is hard to form groups to regularly meet. In 
addition, in the US, jobs are more available than in developing countries. 
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To understand how ROSCA operates, van den Brink and Chavas (1997) provided 

an illustration of ROSCA:  

The ROSCA is an association of men and women who meet at regular intervals, 

for instance, once a month, and distributes a lump sum of money to one of its 

members. The fund is made up of the variable or fixed contributions of each 

member of the association. It is, in turn given as a whole to each member of the 

association. For instance, in the case of a fixed-contribution ROSCA, 10 

individuals could meet every month and each pays $10 into a pool. Thus, each 

month there is $100 in the pool. This is then handed over to one of the members. 

In the next month they again pay $10 each and a different member of the group 

receives the money, and so on until every member has had his or her turn. (pp. 

746-7).  

The types of ROSCA groups include groups based on kinship, office or co-workers, 

traditional market, neighborhoods, friends, and it can be in the form of money or goods 

(Amar, 2010). Regular meetings held by ROSCA members allow the members to pay 

their shares and receive their portion of money if it is their turn to get the pot of money. 

The ROSCA members usually randomly select a member who will win the pot of money 

at a meeting. The pot of money received typically used by ROSCA members for various 

needs including to buy goods, to increase personal savings, to buy jewelry, to pay school 

tuitions or healthcare costs, or to fund their economic activities (Lasagni & Lollo, 2011). 

The practice of ROSCA in Indonesia has received an extensive attention including a 

study by an anthropologist, Clifford Geertz in the 1960s and it was noted in Robert 

Putnam’s (1993) book, “Making Democracy Works”.  
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The key to ROSCA’s success is because this organization was built on a mutual 

trust and a cohesive network, which makes it possible for its members to form a ROSCA 

group and cooperate with the group’s members. Through ROSCA, participants also learn 

mutual exchanges and reciprocal relationships that help sustain a group. Social sanctions 

instead of economic sanctions that will punish the default also solve the free-rider 

problem and help ROSCA select its member through self-selection or recommendation 

from group members (Ardener, 1964).   

The current study found that participation in ROSCA not only increases a 

women’s subjective economic status, it also increases her subjective welfare (standard of 

living, enough food consumption, and adequate healthcare).  This finding is aligned to 

other studies that found higher social capital adds to one’s individual welfare, including 

getting enough food and income security (Rose, 2000), and increases one’s standard of 

living (Carter & Castillo, 2009). Additionally, studies from the United States and Canada 

showed that those with low social capital, such as living in low-resource neighborhood, 

lower educational attainment, and being minority groups, were more likely to experience 

food insecurity (Dean & Sharkey, 2011; Kirkpatrick & Tarasuk, 2010).  

Similar to Derose & Varda’s (2009) systematic review of 21 articles on social 

capital and access to healthcare, the current study found engagement in ROSCA was 

associated with having adequate healthcare. Having adequate healthcare can be seen as 

having a better access to health services or having a more regular source of care and 

preventive checkup. Another positive impact of social capital on access to healthcare 

services was also reported by Hendryx, Ahern, Lourich, & McCurdy (2002) when 

assessing the effect of community social capital on access to health services across 
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twenty two major US cities. This study found greater social capital was associated with 

lower access problems.  

In addition to participation in ROSCA, participation in Family Welfare 

Organization or PKK was also associated with subjective economic status (feeling rich). 

This is congruent with Putnam’s study that found social capital was positively associated 

with economic development (Putnam, 1993) and created healthier, happier and richer 

individuals (Putnam, 2000). Previous research also reported that engagement in diverse 

networks can lead people to have access to economic resources through information and 

channels (Zhang, et al., 2011). However, it is possible that the reverse is true where 

women who have more resources are more engaged in the PKK activity, and thus feel 

richer. Looking closely at who are these women revealed that those who engaged in this 

organization were in their middle age, married, have education more than elementary 

school, and were spouses in the households. The characteristic of PKK participants found 

in this study is similar to what has been reported in earlier studies (Beard, 2005; Imelda, 

2011).   

SOCIAL CAPITAL AND SUBJECTIVE WELL -BEING  

The last indicator of well-being is happiness. It is different from other well-being 

indicators, which reflect women’s subjective welfare status related to food consumption, 

standard of living, and healthcare. The question of happiness reflects a general measure 

of well-being to assess respondent’s perception of their current status whether they feel 

happy. The findings revealed that only demographic factors have a positive relationship 

with feeling happy. Women with higher education levels and who were married reported 

feeling happier than women with less education and who were not married. While none 
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of the community participation and social trust variables were associated with happiness 

in the regression model, being a female household head and recipients of the UCT 

program were negatively related to feeling happy. Female household heads and recipients 

of government assistance felt less happy than women who were not household head and 

did not receive government assistance.  

This finding is similar to previous studies that found marriage and education as 

predictors of subjective well-being (happiness). For instance, using the data from 29 

Asian countries, it was reported that higher education and being married has shown to be 

positively associated with feeling of happiness (Tokuda & Inoguchi, 2010). In a study on 

happiness among adult population in Indonesia, it was also reported that individuals with 

higher education who were  married felt happier (Landiyanto, Ling, Puspitasari, Irianti, 

2010). This study reported that respondents who attended more than basic education were 

more likely to be happy than respondent who only achieve the 9-year compulsory 

education or lower (Odd Ratio: 1.6 with 95% confidence interval). When assessing 

happiness, Diener (2000) noted that social and cultural factors should be considered as 

factors that influence feeling of happiness in addition to demographic factors. Therefore, 

in a low-middle income country like Indonesia, feeling happiness is perhaps related to 

fulfilling basic needs while that was not the case in a more developed country. This 

finding clearly showed that poor women who receive government assistance feel 

unhappy compare to those who are non-recipients. This fact is consistent with research 

across countries that found economic growth is linear with happiness globally (Graham, 

2011; Helliwell & Putnam, 2004; Stevenson & Wolfers, 2008).     
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FEMALE HOUSEHOLD HEAD AND RECIPIENTS OF GOVERNMENT ASSISTANCE 

PROGRAMS  

While education, per capita expenditure and certain dimensions of social capital 

were found to be positively associated with health and well-being, there are inverse 

relationships between health and well-being and being female household head and 

recipients of two government assistance programs: UCT and the Rice for the Poor. These 

women felt poorer, had inadequate standard of living, insufficient food consumption, 

inadequate healthcare, and felt unhappy. The result was not unexpected in that women 

household head and recipients of assistance programs tend to have fewer resources than 

women in general. Demographic characteristics of female household head and 

participants of the UCT and Rice for the Poor programs showed that they had lower 

education and per capita expenditure, were older and less likely to be married. The theory 

of social capital indicated that to maximize resources embedded in social capital one 

should be able to mobilize it (Bourdieu, 1986). Since female household head and 

participants of government assistance programs are typically marginalized individuals, 

they may find it difficult to access resources due to lower education, less information and 

limited channels. This was the case with participation in ROSCA since women in poverty 

have very little access to ROSCA due to limited economic resources (Lasagni & Lollo, 

2011). If women in general face inequalities in terms of education, employment and 

decision making process, one could imagine that being women in the lowest socio-

economic class would face much greater challenges, thus negatively affecting their health 

and well-being. This is consistent with previous studies that showed women living in 

poverty face a unique set of complex issues such as transportation, child care, inadequate 

housing, and high rates of joblessness and underemployment (Edin & Lein, 1997; Henly, 
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et.al., 2005). These women live with a lower standard of living, little access to healthcare, 

and experience higher depression rates compare to the general population (Hildebrandt & 

Kelber, 2005; Samuels-Dennis, 2007).  

STUDY L IMITATIONS AND RECOMMENDATIONS FOR FUTURE RESEARCH  

This study contributes to our understanding of Indonesian women’s health and 

well-being as they are associated to several demographic variables and certain social 

capital dimensions. Nevertheless, certain limitations should be acknowledged and 

considered when interpreting the findings and their implications. Some recommendations 

for future research may address these limitations. 

First, regarding generalizability, the finding of this study can only be generalized 

to adult women who have participated in at least one community-based organization in 

Indonesia. Additionally since this study utilized a cross-sectional study, it is more 

difficult to see changes over times in women’s engagement behavior and its effect on 

their health and well-being. Future studies might benefit from using longitudinal data and 

using a more complex statistical method such as a hierarchical linear modeling (HLM) or 

a structural equation modeling (SEM).  

Second, this study utilized subjective indicators of health and well-being except 

for mental health scale. Even though it has been shown in previous studies that these 

variables have sufficient reliability and validity, more objective measures of health and 

well-being might provide a more accurate assessment of these variables. Future studies 

could benefit from using actual indicators of health status such as the number of doctor’s 

visitation or a number of health problems experienced by women. Similarly, the well-
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being questions might benefit from using actual indicators such as kilogram of rice and 

other staple foods consumed instead of perception of adequate food consumption. 

Third, regarding the measurement of social capital, the current study utilized 

community participation as a proxy of social capital. Previous research summed the total 

number of participations or compare between having no membership to at least having 

one or more memberships. Since this study treated community participation as an 

individual variable using a dichotomous variable whether one participate in an 

organization or not, a replication of this variable as a proxy of social capital in future 

studies might be useful to provide evidence the robustness of participation in certain 

types of community-based organizations. Additionally, the community participation 

questions used in this study have a significant number of missing cases. Future research 

using IFLS data may be benefitted from combining two questions regarding community 

participations: a question whether an organization exists in a village; and whether 

respondents participate in that organization. Those who answered “No” to the first 

question were eliminated from answering the second question, resulting in substantial 

missing cases. Finding a way to deal with these community participation questions would 

be useful for future studies.  

Fourth, since the purpose of this study was to gain insights into the relationship 

between social capital, health and well-being, based on the study findings, future research 

may study specific indicators of health and well-being. Future studies may be benefitted 

from using a more advanced statistics method such as structural equation modeling to 

understand the mechanisms of why for instance, participation in ROSCA improves 

women’s subjective welfare. Using a qualitative approach might also be beneficial since 
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researcher will obtain a more in-depth understanding of why certain aspects of social 

capital help improve health and well-being.  

IMPLICATIONS FOR INTERNATIONAL SOCIAL WORK PRACTICE AND EDUCATION  

This study’s focus on the impact of three types of social capital (participation, 

social trust, and social support) on women’s health and well-being has significant 

implications for social work practice. Greater understanding of these variables can be 

used to develop community-based programming and interventions related to health and 

well-being of Indonesian women. Increasingly, social work is being practiced in a global 

context. For instance, many School of Social Work offer final international field 

placement, international social work conferences and social work practice with migrant 

population are becoming more common. Population migration means that client 

populations are becoming more diverse in the US and abroad, and many contemporary 

social problems cut across traditional geo-political boundaries, i.e. human trafficking, 

refugee services. Understanding what works when working with women in this kind of 

international context is beneficial since social workers will increasingly encounter clients 

from different experiences and cultures. To be more culturally competent, studies from a 

less developed nation will provide insights for international social workers, researchers, 

and educators.   

Moreover, as the field of social work continues encouraging practitioners and 

researchers to utilize evidence-based practice, the study findings could provide a venue to 

focus on what works when working with communities in international context. The 

current study, for instance, provide insights on the robustness of a specific variable of 

social trust (feeling safe walking alone at night) for health and participation in ROSCA 



 

131 
 

for well-being (welfare) variable. Individuals living in developing nations to some extent 

experience similar challenges and live in a comparable context and cultures. ROSCA, for 

instance, is a common practice that can be found in different cultures and countries from 

Africa and Central America to Asia and the Middle East (Assadi & Hudson, 2011). 

Furthermore, the study results can be tapped by international development project 

directors or policy makers to guide their development programs in developing nations. 

Many community-development projects need to be culturally adaptable with local 

communities to be accepted by communities and create more impacts for the 

beneficiaries. The findings of this study could guide types of community-based 

organizations that can be used for various projects in the area of health, human services, 

and other emerging international issues such as human rights and environment.  

IMPLICATIONS FOR POLICY AND PRACTICE IN INDONESIA  

Regarding the study’s implications for policy, the potential of social capital to 

improve health and well-being provide insights for an integrated social work-healthcare 

program particularly in Indonesia. Different from the United States, which combined 

human and health services, in Indonesia the two fields belong to two different 

departments: the Ministry of Health and the Ministry of Social Affairs. In fact, even 

though community-based interventions have been used for a long time to improve health 

and well-being in Indonesia, the roles of social workers are minimal. The primary reason 

is presumably due to a low status of social work as a profession. In Indonesia, like many 

developing nations, social workers are considered volunteers. Thus, the Ministry of 

Health relies solely on midwives and community cadres/volunteers to organize women 

and other community members. Social workers would actually fit well with the roles of 
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community organizing in Indonesia, especially in urban communities where community 

cohesiveness is diminishing and the needs for human and health services are high. 

Nevertheless, even in rural areas, social workers could play an important role in 

providing social services and making referrals since one cannot always rely on friends, 

families and neighbors. 

Another implication for policy includes the importance of acknowledging a 

variety of grassroots, community-based organizations and groups that has been working 

to improve health and well-being of individuals and communities in health and social 

welfare laws including in the implementation of the current Health (No. 36 2009) and 

Social Welfare Law (No. 11 2009). Additionally, the study’s findings that showed the 

importance of certain types of community-based organizations particularly ROSCA 

provide insights for health workers and social service providers in Indonesia to utilize the 

ROSCA or Arisan groups to promote and enhance health and well-being efforts.             

To conclude, this study on social capital as determinants of health and well-being 

of Indonesian women provides insights on types of social capital dimensions that predict 

women’s health, subjective welfare and happiness as identified in the results chapter. The 

findings advance our knowledge of social capital and health and social capital and well-

being research especially among Indonesian women and provide implications for practice 

and policy.         
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APPENDIX A 

ILFS Survey Locations 

 

 
 
The map of Indonesia and the locations/provinces covered by IFLS survey 
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APPENDIX B 
 

IFLS Survey: Photos from the Field  
 
 
Field Team Photos of the IFLS.  
 

 
 
The staff selected to conduct the IFLSs were recruited from the geographic regions in which the 
fieldwork took place. Population center officials, affiliated with universities throughout 
Indonesia, were instrumental in the recruitment of field staff. Due to the complex nature of the 
survey, field personnel were required to have completed some college; most, in fact, were young, 
bright, recent college graduates who were embarking on the first jobs of their careers. (Note: 
Caption and Photo is a courtesy of IFLS: Retrieved on July 8, 2013 from:  
http://www.rand.org/labor/FLS/IFLS/photos/fieldpix.html 
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Household Questionnaires: Photos from pilot tests of the survey instrument 
 

 

Caption and Photo is courtesy of IFLS. Retrieved on July 8, 2013 from: 
http://www.rand.org/labor/FLS/IFLS/photos/hhpix.html 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

136 
 

Physical Health Assessments: Photos from pilot tests of the collection of measures by 
the health worker. 
 

 
 
Lung Capacity: We used a peak flow meter to measure the lung capacity of an individual 
in IFLS2 and IFLS2+. Lung capacity was assessed for all household members age 5 and 
above. (Note: Caption and Photo is a courtesy of IFLS). Retrieved on July 8, 2013 from: 
http://www.rand.org/labor/FLS/IFLS/photos/measpix.html  
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Community Health Post (Posyandu) Activities  
 

 
 

 
The Posyandu, or the Integrated Health Post, is a monthly activity, oriented towards mothers and 
children under five, and attended by mothers, children, community volunteers, staff from the 
health centers, and/or family planning fieldworkers. In the photos above, we see registration and 
growth monitoring at the Posyandu. (Note: Caption and Photo is a courtesy of IFLS: Retrieved on 
July 8, 2013 from:  http://www.rand.org/labor/FLS/IFLS/photos/facpix.html  
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APPENDIX C 

Community Participation Activities  
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Posyandu (Community Health Post) Activities.  
Left:  A worker weigh a child  
Right: A mother and her child learn  about health information  Photo: Courtesy of  
Brenggolo village, Indonesia. Retrieved on July 8, 2013 from: 
http://brenggolo.blogspot.com/2010/12/posyandu.html 
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GLOSSARY AND ABBREVIATIONS 

Arisan  An Indonesian term for Rotating Saving and Credit Association 
(ROSCA)  

BLT  Bantuan Langsung Tunai (Unconditional Cash Transfer (UCT) 
program), a government poverty alleviation program   

Gotong Royong  Mutual cooperation performed by community members in Indonesia 
to build and maintain public facilities such as cleaning mosques, 
streets, and schools 

Posyandu  Pos Pelayanan Terpadu (Community Health Post)  

PKK   Pemberdayaan Kesejahteraan Keluarga (Female Welfare 
Organization)  

Karang Taruna  Youth Organizations  

LKC  Layanan Kesehatan Cuma-Cuma (Free clinics / hospitals) 

LSM Lembaga Swadaya Masyarakat (A term used for civil society 
organization, similar to nonprofit organization) 

Maulud  An event to celebrate the birth of the Prophet Muhammad 

Muhammadiyah The second largest religious organization in Indonesia with 7 million 
members 

Nahdhatul Ulama  The largest religious organization in Indonesian with about 40 million 
members  

Raskin Beras untuk Orang Miskin (Rice for the Poor program), a government 
poverty alleviation program 

RT/RW  Rukun Tetangga / Rukun Warga (Neighborhood Associations)  

ROSCA Rotating Saving and Credit Associations  

Tolong Menolong  Helping one another, a motto used to encourage mutual help among 
community members 
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