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Governments are often urged to take steps to improve the health of their citizens. But there is
controversy about how best to achieve that goal." Popular opinion calls for more investment in
medical care and the promotion of behaviors associated with good health. But, across the
developed countries on which we focus here, variations in the health of the population do not
correspond closely to national levels of spending on medical care, and there remain many
uncertainties about how governments can best promote healthy behavior.” Expanding access to
health care offers greater promise but, as many chapters in this book note, health care is only the
tip of the iceberg of population health.

The objective of this chapter is to explore how governments affect the health of their
populations. We develop a distinctive perspective on this topic that suggests governments often
do so by creating or eroding social resources when they make public policy. Our analysis turns
on a contention at the heart of this volume, namely, that the structure of social relations in which
people are embedded conditions their health. In social epidemiology, there is substantial
evidence to back up this claim, but continuing controversy about which aspects of social relations
impinge on health and through what causal mechanisms.” We shed light on these issues by
proposing a model that links social relations to some kinds of health outcomes and then using it to
identify dimensions of social relations likely to impinge on health. Our approach goes beyond
many current formulations to incorporate a fuller appreciation for how components of culture,
such as collective imaginaries, matter to variations in population health.

We then employ this model to identify a set of pathways through which public policies
condition population health, including some that have not received enough attention. The wider
significance of our argument lies in the portrait it draws of public policy-making. In
contemporary accounts, policy is often said to have effects on collective well-being by virtue of
how it redistributes economic resources or alters the material sanctions and incentives embodied
in regulatory regimes. Many policies work this way. However, we argue that public policy also

conditions the structure of social relations, and we see those relations as social resources on
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promote healthy behavior, see the chapter by Swidler in this book as well as Taylor (1982).
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which individuals draw to advance their well-being. In short, we see public policy-making as a

process of social resource creation.

Linking Population Health to Economic and Social Relations

We begin by developing a specific perspective on the problem of how the structures of economic
and social relations feed into health. Our analysis speaks to two explanatory problems of wide
interest to scholars in social epidemiology. One is the problem of explaining the basic gradient
that links health to socioeconomic status, measured by income, occupation or educational level.
In all of these countries, people with lower levels of socioeconomic status tend to have poorer
levels of health. The other problem is one of explaining differences in the shape of this gradient
across countries. In some places, this gradient is much flatter than in others. That is to say, the
differences in health that correspond to socioeconomic status are not as large in some countries or
communities as they are in others, for most or all of the population. These cross-national
differences in the shape of the gradient are large enough to represent millions of years of healthy
lives foregone.

There is a vast literature in epidemiology devoted to explaining the basic gradient and a
smaller but significant literature devoted to explaining differences in its shape across nations or
regions. Many analysts attribute the gradient to differences in the material resources available to
people at different income levels. Some attribute it to social factors, such as differences in status
or membership in social networks among different segments of the population.” However, this
literature is not always clear about precisely how social factors impinge on population health.
One of the objectives of this chapter is to explore how they do so.

Moreover, epidemiology has had difficulty disentangling social factors from economic
factors. Link and Phelan argue that the ‘fundamental cause’ of the gradient lies in
‘socioeconomic status’, but whether there is an operative social force adequately captured by that
term remains an open question.” Many analysts treat cross-national differences in social factors

as if they are largely rooted in material factors.” Of course, social factors often do have economic

* For discussion of these gradients, see the chapters by Hertzman and Keating in this volume. For an
especially powerful illustration of them, see Banks et al. (2006).

> For recent overviews, see Kawachi et al. (1999); Berkman and Kawachi (2000); and Heymann et al.
(2006).

® Link and Phelan (1995, 2000). For a recent effort to identify some of the mechanisms through which
‘socioeconomic status’ might work, see Carpiano et al. (2006). Within wider literatures, this engages
issues of how ‘social classes’ are constituted.

" Cf. Wilkinson 2005; Link and Phelan 1995.



roots. But we try to delineate the dimensions of social relations relevant to population health in
terms that are conceptually separate from economic relations, so that their own impact can be
appreciated and subsequent work can investigate, rather than assume, how much they depend on
economic relations. One advantage of this approach is that it reveals that governments affect the
provision of social resources in ways that do not depend entirely on how they distribute material
resources.

Seen from a broad perspective, the health of a population turns on many factors,
including the incidence of infectious as well as chronic diseases, and it is affected by many kinds
of policies, such as efforts to contain inter-group violence, to provide housing or sanitation, and to
limit environmental risks. Our objective is not to review every way in which social relations
impinge on health, but to concentrate on a specific, and important, set of causal chains. Our focus
is on the affluent democracies, where population health is not closely correlated with political
stability or gross domestic product per capita. We also concentrate on the impact that the ‘wear
and tear of daily life’ takes on a person’s health.® This is an appropriate focus for the affluent
democracies. Chronic diseases that have been linked to such wear and tear make an especially
large contribution to life expectancy in these countries, and national differences in rates of
mortality there turn primarily on differences in mortality in the working age population, namely,
among people exposed to many pressures in their working lives.”

Our perspective emphasizes the impact on health of experiences of stress and the
emotional states often associated with them, such as anxiety, resentment and frustration.'
Although these are not the only causes of ill health, a substantial body of research shows that they
are closely associated with a person’s health. Daniel Keating’s chapter for this volume reviews
some of this research and traces the biological pathways whereby such experiences produce
negative physiological effects.'" Considerable evidence suggests that experiences in daily life
that consistently evoke feelings of, anxiety, anger or frustration adversely affect health.

Therefore, in order to consider how the structure of social relations conditions health, we

deploy a simple, but relatively general, model designed to explain how much stress and

¥ This model influences many of the essays in this book. See McEwen (1998, 2005); Taylor ef al. (1999).
? See the chapter in this volume by Clyde Hertzman.

' We follow a substantial literature in conceptualizing stress as an experience associated with systematic
physiological responses. Its level depends on the magnitude of the stressors one encounters and on
attributes of personality that affect how much stress one feels in the face of such experiences. A person’s
physiology, conditioned by past experience, also affects his physiological reactions to subsequent stressors.
See Haslam ef al. (2005). As we construe them here, a person’s capabilities condition both the degree to
which any particular task constitutes a stressor and the degree to which a stressor of given magnitude
results in feelings of stress.

' See also Brunner (2000); Chrousos (1995); Lovallo (1997); Brunner, (1997); Sapolsky et al. (1997);
Taylor et al. (1999).



accompanying negative feelings a person is likely to experience in daily life. There are two main
components to it. The first is the magnitude of the /ife challenges facing individuals, namely of
the tasks associated with reaching goals they consider important, such as finding a companion,
raising a family, or securing a livelihood. We assume that the happiness of people depends
heavily on the effectiveness with which they accomplish these tasks, and we identify two ways of
doing so, through individual and collective action, defining the latter as group-based endeavor to
secure changes in public policy or to improve the community in ways that also serve the goals of
the actors.

The second component of this model is the set of capabilities a person has for taking
effective action to cope with these life challenges.'” These are constituted, first, by the quality of
key attributes of personality, including emotional resilience, reflective consciousness, and self-
esteem. These attributes are established initially in childhood but refined in later life. Evidence
shows that they condition a person’s ability to complete many kinds of tasks successfully and to
control behaviors associated with ill-health, such as smoking, exercise and diet.> The second
important element of a person’s capabilities rests in her capacity to elicit the cooperation of
others. Performing many of the tasks of daily life, associated with child care, work or housing,
requires the cooperation of other people. Where it is difficult to secure, those tasks become more
onerous. Finally, some challenges can be addressed only or best by collective action. In such
cases, people need the capability to act in concert, whether to pressure governments to provide
better access to health care and a safer environment or to clean up the neighborhood.

Our core contention is that the amount of ‘wear and tear’ a person suffers in daily life
turns on the balance between these life challenges and capabilities. Those who experience more
difficult life challenges or do so with fewer capabilities will consistently experience higher levels
of stress and feelings of anxiety, anger and frustration that tend to lead to poorer levels of
physical or mental health. Everyone experiences some challenging moments, but we are referring
to life challenges and capabilities that tend to be relatively durable over time. Thus, they
condition many experiences in a person’s life and do so relatively consistently over time. It is the
consistent quality of such experiences that works its way most perniciously ‘under the skin’."*

Social and economic relations enter this model as factors that condition the balance
between challenges and capabilities found at typical positions in a given society. Of course, life

challenges and capabilities vary considerably across individuals. However, we are interested in

12 Our concept of ‘capabilities’ is narrower than the influential formulation of Sen (1999). For analogous
formulations inspired by his, see also Bartley (2006).

1 Grembowski et al. (1993); Berkman ez al. (2000).

" Taylor et al. (1999).



systematic variation in population health across societies and in how it might be affected by the
structure of economic or social relations. In the following sections, we use this model to derive
propositions about the dimensions of economic and social relations likely to affect population
health and consider evidence for whether they do so, before turning to the effects governments

can have on social relations.

The Impact of Economic Relations

We begin by discussing the impact of economic relations in order to situate the analysis of social
relations that follows. As many analysts have noted, the economy can be seen as a collection of
individual and collective actors endowed with particular sets of material resources (in the form of
wealth, income or skills) and politically-established rights (extending from property rights
through civil, and political rights), who are linked together in relations structured by markets,
hierarchies, and institutions supporting specific kinds of cooperation.”” These views of the
economy draw attention to a range of material resources that are important to the health of the
population from the perspective of our model because their supply and distribution conditions the
magnitude of the life challenges facing people and their capabilities for meeting those challenges.
Access to material resources makes it easier for people to cope with the challenges associated
with finding a good job, securing a decent residence, taking care of children, and the like.

In short, our model accepts that the distribution of material resources provides at least
part of the explanation for the familiar gradient, namely for why the poor are likely to suffer more
health problems than the wealthy. The implication is that governments can mitigate the effects of
inequalities of wealth and income on the health of the poor by redistributing income, providing
public services, such as daycare, social insurance and healthcare, or promoting education to
enhance marketable skills."® Considerable evidence supports these propositions. Up to some
point of diminishing marginal returns, income certainly conditions the health of individuals.
There is more contestation about whether distributing income more equally improves the health
of most or all of the population, but there is evidence to support that contention.'” The public

provision of services is also associated with better population health and may sometimes be a

' Williamson (1985), Greif (2006), Hall and Soskice (2001). In these models, political, as well as
economic, relations are often construed in market terms. For alternative views of the economy, see Smelser
and Swedberg (1994).

' The public provision of daycare has special importance. If it is not merely custodial but stimulating and
supportive, daycare can have durable effects on children’s health that last through adulthood, as well as
relieving parents. See Keating and Hertzman (1999).

' For recent overviews, see Wilkinson (2005), ch. 4, Lynch et al. (2004). Cf. Beckfield (2004). At issue in
this debate is not only whether income distribution conditions population health but why it does so.



substitute for income redistribution."® A number of analysts have argued that wider access to
education can improve the health of the population.'’

Another dimension of the structure of economic relations that might affect the health of
the population is the intensity of competition, especially in labor markets, and the corresponding
insecurity it introduces into the employment relationship. Relatively little is know about how the
intensity or scope of market competition affects population health. On the one hand, it may
improve the opportunities available to some people.”’ On the other hand, by increasing
insecurity, it may generate more stressful experiences, which, according to our model, could lead
to poorer health, especially among segments of the population endowed with few marketable
assets.  The precipitous declines in health in Eastern Europe following the transition to
capitalism, to which Clyde Hertzman draws attention, indicate such risks are real. But the impact
on health of increasing market competition may be mediated by other features of the context,
such as overall levels of unemployment, the character of social benefits provided to the
unemployed and the like. This issue deserves more study based on comparisons across time as

well as space.

Social Relations as Social Resources

One of the strengths of economics since Adam Smith has been its inclination to construe the
economy as a set of relations structured by markets, hierarchies and institutions. As a result, when
governments make economic policy, they usually consider not only whether policy will secure a
specific set of goals but also how it will affect the overall structure of market relations. Tax
policy is designed, not only with an eye to the revenues it will raise, but with a view to how it will
alter incentives for actors in the economy more generally.

A core contention of this chapter is that societies should be seen in analogous terms,
namely, as a structured set of social relations. Another is that this structure of social relations
impinges directly on population health. In subsequent sections, we will ask whether governments
can affect these social relations. For the moment, our task is threefold. We begin by trying to
identify the dimensions of social relations that impinge on population health, with an emphasis on

those that are comparable across societies. Second, we deploy the model developed in this

'8 Ross et al. (2006).

' See the chapter by Peter Evans in this volume and Keating and Hertzman (1999).

2 Increasing market competition might also lead to higher levels of GDP per capita but, across the
developed democracies, population health is not closely related to those levels. Some perspectives suggest
that economies with high levels of strategic coordination as well as those with high levels of market
competition can perform well in economic terms; see Hall and Soskice (2001).



chapter to identify a set of causal paths whereby these dimensions of social relations affect the
health of the population.” Third, we adduce some evidence drawn from the existing literature in
support of the contention that these dimensions affect population health.

Notwithstanding the value of its structural approach, the drawback of economics is its
restricted view of how relations among people are structured. Alongside market relations and
cooperative equilibria are other sets of social relationships important to health. We are trying to
draw out the importance of these quintessentially social relations.

Most views of them follow one of two traditions in the study of society.”> The first has
roots in the conceptions of Emile Durkheim, who saw societies as interconnected wholes joined
by personal relations and a collective consciousness. This perspective emphasizes the importance
of social connectedness. From their connections with others, people are said to derive not only
logistical support but emotional sustenance and a sense of self. A second approach to society is
reflected in the formulations of Max Weber, who put more emphasis on relations of domination.
On this view, individuals are deeply affected by asymmetries in their relations with others,
construed in terms of class, status or power.

From a Weberian perspective, if differences based on class, rooted in economic relations,
are aligned in many societies with distinctions of status rooted in cultural frameworks, they are
not so aligned in all. Thus, Weber directs our attention to the importance of understanding the
impact of status, relative to material factors, on well-being and of analyzing its roots. He notes
that the shape of status hierarchies can vary across societies. Accordingly, our analysis explores
the impact on population health, first, of social connectedness and, then, of social hierarchy.
Together, these constitute key features of social structure.

At the foundation of our causal analysis is the contention that many of these features of
social relations constitute social resources, analogous to the economic resources, on which people
draw to cope with life challenges. Social resources condition people’s capabilities in several
ways. In many cases, social relations provide multipurpose instruments used by ordinary people
to cope with the challenges confronting them. When required to care for children or sick
relatives, for instance, people call upon the social networks in which they are embedded and the
sense of moral obligation fostered by such networks. To secure the cooperation of others, they
draw on their social status and on levels of social trust in the community. To mobilize support for

collective action to improve their community, they tap the collective purposes and ideals defined

2! As noted, we are not claiming these are the only paths through which social relations condition health.
22 See Berkman (1995); Berkman et al. (2000).
 Link and Phelan (2000) imply this as well when they use the term ‘social resources’.



by prevailing social imaginaries. Like economic resources, social resources can often be put to
multiple uses. However, what people attempt to do and the confidence or competence they bring
to various tasks is also conditioned by the stercotypes and templates for feasible or socially
appropriate actions present in prevailing cultural frameworks.”* The institutional practices and
cultural frameworks that structure social relations can affect the capabilities of people and of
communities in fundamental ways.

In short, compared to economic views that associate a person’s capabilities with a set of
endowments, seen as possessions or attributes of the individual, we contend that capabilities are
intrinsically relational, i.e., constituted by the quality of a people’s relations with others.”
Although a person can influence some aspects of such relationships, others are determined by
institutional practices and cultural frameworks that are collective features of a society. Moreover,
while some of these relations can be understood in the rationalist terms of strategic interaction
and cooperative behavior, we will argue that social relations are also constitutive of social

resources in ways that such perspectives do not capture.*®

The Impact of Social Connectedness

We use the term ‘social connectedness’ to refer to the character of the ties that individuals have to
others in society. It is reflected in people’s contacts with others, whether frequent and familiar or
more distant, and in the images people have of the community to which they belong, whether or
not they have personal contact with each other. The social cohesion of a society turns on the
quality of these attachments. However, several different dimensions of social relations bear on
social connectedness, and many analysts put more emphasis on some than others. We will
consider a number of dimensions in turn.

One of the most prominent contemporary perspectives construes social connectedness in
terms of ‘social capital’, seen in Robert Putnam’s influential formulation as generalized capacities
for cooperation that are said to arise from repeated face-to-face interaction in social encounters or

secondary associations. These capacities for cooperation turn on relations of mutual reciprocity

* These characteristics are sometimes described as a person’s ‘self-efficacy’; see Grembowski ef al.

(1993); Steele (1988, 1999); Steele et al. (1998). See also Swidler (1986); Oyserman and Markus (1990);
Oyserman et al. (2006).

> This formulation parallels contemporary understandings of the firm. At one point, a firm’s competencies
were thought to depend on its assets, namely, on the capital, technology and skills it possessed. But recent
analyses suggest that the competencies (and success) of a firm depend even more heavily on the quality of
the relationships it is able to form with other actors, including its clients, employees, and suppliers of goods
or finance. See Dosi and Teece (1998).

%6 See also Hall and Taylor (1996).



that are built on relatively rationalist exchanges and the social trust that is said to accompany

them.?”’

The account views ‘social capital’ as a multipurpose social resource of such singular
generality that even those who do not participate in this associational life are said to benefit from
it.

From the perspective of our model, social capital contributes to population health through
two causal pathways. Higher levels of social trust make it easier for everyone to secure the
cooperation of others, thereby enhancing their capabilities for coping with life challenges. The
networks of reciprocity encouraged by personal contact in civic associations or social networks
also facilitate collective action either to address the challenges facing the community directly or
to pressure governments to do so. Accordingly, the health of a community can be improved by
building secondary associations and social networks, especially across racial or ethnic boundaries
that might otherwise limit social trust. There is some evidence for these propositions. On a
variety of measures, average levels of health across communities are correlated with the levels of
social trust and numbers of secondary associations found there.”® The concept of social capital
provides one way of understanding how the structure of social relations generates resources that
underpin population health.

As many analysts have observed, however, the effects that social networks and civic
associations have on population health may not flow entirely through the generalized mechanisms
of social capital. Analysts have identified a number of more direct ways in which membership in
social networks or associations enhances people’s capabilities for coping with life challenges,
thereby contributing to population health.” Networks can provide logistical support for
important life tasks, such as child rearing, securing employment, and managing illness,
information about how to cope with such challenges, and social influence useful for securing the
cooperation of others in life tasks or collective action. As a source of emotional support, some

kinds of networks condition the psychological resilience of individual in the face of challenges.

*7 Putnam (1993; 2000). Social trust refers to the general willingness of people to trust others in the
community. For a critical discussion, see Cook et al. (2005).

¥ Kawachi ez al. (1997; 1998); Kawachi ez al. (1999), chs. 22 and 23. Of course, these correlations may
reflect mechanisms other than those posited by this general conception of social capital, including the
support provided directly to individuals by social networks, as noted in subsequent paragraphs; and levels
of social trust are not always closely correlated with the density of associational membership.

¥ We use the term ‘social networks’ to refer to the contacts people have with other people. These
formulations are influenced by the analysis of Berkman et al. (2000), which covers such pathways in more
detail. There is a large literature based on various psychological models about how social networks
impinge on physical and mental health.
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Of course, networks vary along several dimensions, and the contribution a network
makes to the resolution of particular kinds of challenge depends on its character.”” Social
networks may be dense, linking people to many others, or relatively thin. They can be based on
frequent or infrequent contact, on face-to-face or more distant relations. They can embody strong
ties that reflect intimacy or weak ties based on passing acquaintance. Networks may be deeply
intertwined or segmented by social group. These dimensions are consequential. People seeking
work, for instance, may benefit more from weak ties to many others, while people recovering
from illnesses may benefit more from deep attachments to a few individuals.’'

How the dimensions of a network affect its value for meeting particular kinds of
challenges is a matter deserving of even more research. However, convincing evidence now links
a person’s health to the overall density of the social networks in which s/he is embedded. Studies
show that the level and intensity of a person’s contacts with others are related to all-cause
mortality, self-rated health, and rates of recovery from a variety of illnesses, such as myocardial
infarction. The emotional attachments provided by close relationships seem to improve resilience
against depression, illness and addiction.”

Membership in associations underpins people’s capabilities in analogous ways, thereby
reducing the stress and anxiety that is associated with meeting important challenges. Day care
cooperatives help parents cope with the demands of a family. Sports clubs provide
companionship and opportunities for exercise. Self-help groups oriented to the control of risky
behaviors constitute one of the fastest-growing segments of the non-profit sector. Not
surprisingly, studies find that those who belong to such associations are likely to be healthier,
even when factors such as age, income and social class are controlled.*

Because membership in social networks and associations varies across social groups,
however, these dimensions of social connectedness can affect the distribution of health across the
populace as well overall health in a society. As Putnam posits, some of the effects of social
networks and civic associations may be society-wide. The benefits of social trust, for instance,

4 . . .
However, social connections of this sort are

may be available to all on relatively equal terms.’
rarely distributed evenly across the population. Some studies suggest that people with lower

incomes and lower-status occupations tend to belong to fewer associations and have smaller

3% See Erickson (1996, 2002).

3! Granovetter 1974; Case et al. (1992).

32 Syme and Berkman (1979); For broad reviews, see Berkman (1995 )and Berkman e al. (2000).

33 Kawachi et al. (1999): chs. 22 and 23.

3 If so, the health of most of the populace should be better in societies with higher levels of social trust.
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social networks based on closer attachments to a smaller number of friends.”> Therefore,
discrepancies in social connections may be one of the factors contributing to the gradient
observed between income or occupational status and health. The poor may have worse health
because they lack the social resources such connections provide. If the relationship between
income (or occupational status) and membership in social networks (or associations) varies
systematically across countries (or communities), it may also help to explain cross-national
variation in the shape of this health gradient.

However, the social connectedness of a society is not specified simply by the density or
character of its social networks but by the content of the messages about meaningfulness and
morality that those networks convey.’® The concept of social trust is too thin to capture such
dimensions fully. Social relations are structured by a set of collective representations that
contribute to the social cohesion of a society, not only by fostering social trust, but by specifying
a meaningful set of purposes individuals can use to guide their actions, a vision of what it means
to belong to the community as a whole, and a sense of what can reasonably be expected in moral
terms from others. As a short form, we refer to these dimensions of social relations as features of
a society’s collective imaginary.”’

The key point here is one anthropologists have argued for some time.”® Social relations
are central to the meanings people assign to their lives and actions, and that meaningfulness is
often important to a person’s health. People have more psychological resilience, against
depression, anxiety and other adverse emotional states, when their lives appear to them as
purposeful, and for this sense of purpose, people draw on the collective imaginary of the
community. Within it, they find collective representations of the community and of their place
within it, one that allows them to define individual purposes for themselves and to link their
actions to collective purposes assigned to the community as a whole. As such, collective
imaginaries are also constitutive of feelings of belonging.

Moreover, at this level, the social order is also a moral order — marked by customary
attitudes with normative force. Those attitudes are important for specifying what individuals can

expect of one another. They go well beyond the relations of mutual reciprocity founded on

3 For the British case, see Allan (1990); Oakley and Rajan (1991); Goldthorpe (1987). See also Carpiano
et al. (2006).

3% Emirbayer and Goodwin (1994).

37 For related formulations, see Bouchard (2000, 2003) and Castoriadis (1987) whose concept of the social
imaginary differs in some ways from ours.

¥ See Geertz (1978); Kleinman (1981). Although this perspective is appreciated by social epidemiology it
is less well-represented there because it references variables that are difficult to measure systematically
across communities.
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reciprocal exchange on which conceptions of ‘social capital’ focus to approach what Thompson
called the ‘moral economy’ of a community.”” They define the informal obligations people in a
community feel towards others and the standards of behavior to which individuals believe they
can hold each other.*

From the perspective of our model, there are a variety of ways in which these dimensions
of the social imaginary feed into people’s capabilities and hence into the health of the population.
On the one hand, they affect our willingness to turn to others for help and the likelihood they will
supply it. When individuals call on others for help with life tasks, they do not simply engage in
exchange relations; they also call upon moral conceptions of the forms of respect and aid people
are believed to owe others. This also applies to collective action. In order to motivate others to
join with them in such endeavors, individuals call upon collective representations of the purposes
and standards of the community. They make moral as well as material appeals.

On the other hand, as Durkheim noted, collective representations of society also
condition the emotional resilience of individuals in the face of challenges. By virtue of how they
define the community, these visions can enhance or erode a person’s feelings of social isolation.
They contribute to feelings of belonging that are important to human beings and the level of
optimism people feel about the fate of their community and their own future. These feelings are
generally seen as important to health.

Collective imaginaries also specify the range of behaviors that will be seen as appropriate
in a variety of contexts. As Gatens notes, for instance, they usually define a specific set of gender
roles.*' Social imaginaries help to define what Swidler calls the ‘strategies for action’ on which
individuals in various social positions draw to cope with life challenges. As she notes, when
confronted with a challenge, one tends to ask ‘what can someone like me do about that?’
Although any one person’s answer will be conditioned by personal experience, it will also be
influenced by how ‘someone like me’ is construed in the collective imaginary.** In such respects,
collective imaginaries are both enabling and constraining. They are constitutive of people’s
capabilities, and they encourage or discourage a range of behaviors relevant to health. When
social imaginaries shift, they can affect the health of large numbers of people.

Evidence about the impact of social imaginaries on population health is obviously
difficult to gather. It exists for some links in the causal chain. At the individual level, there is

statistical evidence that the attitudes and emotions we have just referenced affect mental and

3% Thompson (1971).

* See Ann Swidler’s chapter in this volume, also (Taylor, 2004 ).
I Gatens (2004).

2 Swidler (1986).
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physical health. At the communal level, most evidence is based on case studies. Erikson’s
careful investigation of the traumatic symptoms that followed a flood in Buffalo Creek found that
many were a reaction, not to the physical disaster itself, but to loss of the sense of communality
that had characterized the tight-knit community swept away by the flood.”> Eberstadt associates
some part of the decline in the population health of the Soviet Union just prior to perestroika with
the demoralization that set in as the values once promoted by the Soviet leadership lost resonance
for ordinary people, leaving them uncertain about what their nation promised or what the future
would hold.*

However, Gérard Bouchard’s chapter for this volume shows that there may not always be
a one-to-one correspondence between the collective imaginary and the overall health of the
population. His cautionary tale reminds us that a society’s imaginary is made up of many
different images, myths, and collective representations on which individuals can draw differently.
It constitutes a repertoire, whose overall contours may be constraining, but which enables many
types of actions. Some groups create counter-cultures that are conditioned by a mainstream
imagery, and individuals can adopt a variety of strategies to offset some of the effects of that

imagery.*

Social Hierarchy

As Weber has emphasized, there are also asymmetries in the structure of social relations
associated with social hierarchy. Some arise from formal hierarchies that assign a delimited
range of power and autonomy to each position in them. Others are the informal hierarchies that
assign people different levels of social status or prestige. All societies have such hierarchies, and
they are usually considered a defining feature of the social structure. The concept of status also
figures prominently in studies of population health.*®

Although some argue that, as a basic phenomenon, social hierarchy is biologically
embedded, we view the shape such hierarchies take in any society as an artifact of its collective

imaginary. To whom status is assigned, in what measure, and by what criteria are ultimately

* Erikson (1976).

* Eberstadt (1981). This is a controversial claim since there is debate about the timing and sources of
declining health in the former Soviet Union, but it highlights the contribution a collective imaginary makes
to community capabilities and individual resilience. See also Garrett (2000) and Field (1986).

* Willis (1977); Crocker and Major (1989). See also Lamont’s chapter in this volume.

* For synoptic works, see Wilkinson (2005); Marmot (2004). We use the terms ‘status hierarchies’ and
‘social hierarchies’ as synonyms to denote these informal hierarchies. By social status, we mean the level
of general social prestige a person enjoys.
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features of a cultural framework.”’ Social hierarchies vary substantially across societies. Here,
we are interested in understanding how they affect population health and how to characterize
variations in them that are relevant to health.

As others have observed, formal hierarchies can affect health by restricting a person’s
autonomy or control at work, and social hierarchies may do so by engendering feelings of relative
deprivation.*® From the perspective of our model, however, two other causal channels are more
important. Both operate through the effects of status on a person’s capabilities for coping with
life challenges. One turns on the problem of securing cooperation, the other on the problem of
self-recognition. To meet life challenges, a person requires the cooperation of others, and people
of lower social status are likely to have more difficulty securing it. Status is an all-purpose social
lubricant conditioning the respect and cooperation one receives from others. As a result, people
with low status tend to experience more wear and tear as they attempt to meet the challenges of
daily life.*

As we have noted, the levels of stress or anxiety experienced by a person depend, not
only on the magnitude of the tasks confronting her, but on the level of confidence or self-esteem
she brings to them. People with low levels of self-esteem are less likely to attempt challenging
tasks, less likely to succeed at them, and more likely to find them stressful.”® Self-esteem is
initially established in childhood, but it can be influenced by subsequent experiences.”’ Our image
of ourselves is reflected in the mirror society holds up to us. Where that image is more negative,
our self-esteem is likely to suffer. In short, social recognition is crucial to self-recognition, and
higher social status is likely to confer more favorable social recognition. As a result, higher status
individuals should have higher levels of self-esteem or self-efficacy that reduce the amount of
stress and anxiety they experience in daily life, promoting better health.

If this perspective is correct, societies that deprive larger numbers of people of social
status should have worse levels of population health than those that assign status more evenly.
Variations in population health should follow variations in the social hierarchy. But what are the
relevant dimensions along which a society’s social hierarchy can vary? This problem has not
received sufficient attention. Many analysts seem to assume that a person’s status corresponds to

his occupation or that this is the only dimension of social status that matters to health. However,

7 Bourdieu (1983).

*8 Marmot et al. (1997); Wilkinson (1996).

* For more general discussion of this point, see Marmot (2004).

3. Steele (1988); MacLeod (1987).

> A similar analysis applies to ‘self-efficacy’, a concept associated with the confidence an individual brings
to a specific set of tasks, rather than self-esteem understood as a variable with more general application.

See Grembowski ef al. (1993).
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sociological research reveals that there are multiple sources of status or social recognition and
that the precise shape of the status hierarchy is likely to vary across societies.”> We need ways of
characterizing that variation.

We suggest that three dimensions of social hierarchy are likely to be consequential for
population health. The first is the steepness of the status hierarchy associated with income or
occupational position, understood as the size of the status differentials between typical positions.
That might be reflected, for instance, in the levels of social prestige enjoyed by those at each
decile in the income distribution. But the shape of this curve is also important. If, as Runciman
notes, feelings of relative deprivation are usually based on comparisons made with others in
proximate social positions, the poor may be more affected by the shape of the curve for the
bottom half of the income distribution than for its top.”

Equally important is the multidimensionality of status attribution, reflected in the number
and variety of social roles that confer prestige in any given society. People live in social settings
defined by the overlapping circles of family, workplace, neighborhood, and nation, each
associated with distinctive components of the collective imaginary. In principle, a person may
secure status from his role or performance in any of these settings. In societies where people
derive status, not only from their occupation, but from their roles as a fathers, citizens or
consumers, the overall distribution of status may be more even, generally to the advantage of
those in lower-status occupations.” Of special significance here is the degree to which status
depends on income. Where it does, the status hierarchy will reinforce the health effects of
income. In those cases, the distribution of social resources parallels the distribution of economic
resources. However, in other societies, income and status may not be so closely coupled.

Social hierarchies also vary in the status they assign to readily identifiable groups in
society, such as men, women, racial or ethnic groups. One should not assume that such effects
are small relative to those of the status hierarchy rooted in income or occupation.” The status
accorded members of such groups is frequently based on stereotypes that are familiar features of
collective imaginaries, and evidence from psychology suggests that such stereotypes can have a
powerful influence, sometimes unconscious, on the efficacy with which people perform various

tasks. It can affect their self-esteem and capacities to secure the cooperation of others.” Status

32 Lamont (2000); Boltanski and Thévenot (1999).

33 Runciman (1964).

> See Steele (1988); Sieber (1974); Thoits (1983).

> Williams (1999, 2005); Krieger (2000).

%6 Steele (1998); Steele et al. (1998); Cf. Pyszczynski et al. (2004); Elmer (2001).
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differences are associated with the social boundaries discussed in Mich¢le Lamont’s chapter for
this volume.”’.

Empirically, it is difficult to separate the effects of status from those of income, and to
date there are relatively few measures that allow one to assess the health effects of cross-national
differences in status hierarchies. However, three streams of evidence converge to suggest that
status affects health. The studies of British civil servants conducted by Marmot and others found
that, even when other risk factors were controlled, those in lower status positions in this
occupational hierarchy suffered from more health problems than officials of higher status.’®
Studies of humans and other primates show that those with low status in their tribes display a
range of physiological effects associated with poor health, such as atherosclerosis, obesity, worse
cholesterol profiles, and behavioral depression.”” And, although the interpretation is hotly
contested, studies the finding that the health of the average person is worse in countries or regions
where the income distribution is more unequal may indicate that the distribution of status is also
less equal there and adversely affecting overall levels of health.”” Of course, none of these
studies evaluates our conception of the channels through which status affects population health
against alternative formulations but, taken together, they offer substantial support for the

proposition that social hierarchies condition population health.

The Capabilities of Communities

This discussion has emphasized how the structure of social relations affects the health of a
population by altering the balance between the capabilities of individuals and the life challenges
facing them, thereby conditioning the amount of ‘wear and tear’ they experience in daily life. We
have adopted this emphasis in order to focus the analysis and to concentrate it on a set of
pathways that connect social relations directly to physiological reactions associated with physical
and mental health. However, it is important to note that some of the aspects of social relations we
have been discussing contribute, not only to the capabilities of individuals, but to what might be
thought of as the capabilities of communities. Through other pathways, these, too, feed into

population health.

°7 See also Lamont (2000). As she points out, members of identifiable groups can use various strategies to
offset the effects the status order might otherwise have on their endeavors.

3 Marmot (2004).

%% See the chapter by Keating in this volume and Shively ef al. (1994, 1997); Sapolsky and Share (1994);
Sapolsky et al.( 1997); Brunner (1997).

5 For overviews, see Berkman and Kawachi (2000); Wilkinson (1997, 2005: ch. 4); Lynch et al. (2004).
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We have in mind two broad sets of capabilities. The first refers to the capabilities
members of the community have for helping each other in ways that advance everyone’s health.
Some of these operate by reducing the wear and tear of daily life. But others may operate
through other pathways. Members of a community can cooperate to reduce rates of violence, to
improve local housing, or to clean up the environment.®!

The second refers to the capabilities of governments, understood as instruments of the
community, to advance health. Those turn both on the capacities of governments to implement
effective policies and on the capabilities members of the community have for ensuring that
governments pursue such policies. Governments make many contributions to public health,
through policies that address infectious as well as chronic diseases, including efforts to improve
sanitation, regulate food and occupational safety, and otherwise provide a healthy environment.*

Of course, many kinds of factors condition the capabilities of governments and
communities.” Here, we are interested in how the structure of social relations affects those
capabilities. Several other essays in this volume touch on this topic, and we will address it here
only briefly. However, we want to highlight how some of the dimensions of social relations
emphasized in this essay condition such capabilities.

Central to them are the capacities members of a society have for mobilizing either to
improve the conditions affecting health or to press governments to do so. Analyses of social
capital suggest that such capacities turn on the density and activism of civic associations and on
levels of social trust, which are conditioned by how well those associations and social networks
bridge ethnic or religious divisions in society. There is evidence that this is the case. ** However,
capacities for effective mobilization may well turn on more than the relatively thin relations of
reciprocity that this type of social capital provides. As Peter Evans points out, mobilization
requires more than civil rights and the capacities for deliberation represented, for instance, by
town meetings.”> We want to emphasize that they depend not just on the presence of social
networks but on the content of the moral messages those networks convey, since the latter are

constitutive of local solidarities.® In short, capacities for mobilization are conditioned by the

%! Other examples could be given. See Sampson et al. (1997; 2002).

62 For overviews, see McKeown (1965); Adler and Newman (2002); Acheson (1998).

% These factors include the structure of the state and the rules of the political system. The factors most
important to mobilizational capacities in particular may also be different at the national level than they are
at the local level. Cf. Wilkinson (2005: 227 ff.).

% Putnam (2000); Warren (2001).

% There is a large literature on the conditions that allow for effective mobilization citing factors we do not
cover here, including different views of the resources required for mobilization. For examples, see
McAdam et al. (1996, 2001).

5 See especially the chapter by Ann Swidler in this book.
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collective imaginaries of a community, which specify what people owe one another, why they
should band together to improve their lives and, in some instances, how to improve them.®’

The capacities of governments to implement various kinds of policies effectively also
depend on social organization. Many studies have shown that, at the national level, the effective
implementation of income, industrial or agricultural policies turns on the presence of
organizations that mobilize particular segments of society.”* However, measures required to
protect vulnerable citizens or to persuade people to change behaviors that harm their health are
often depend on the peculiarities and particularities of intensely local arrangements. Ann Swidler
shows that the capacities of governments to implement policies promoting more healthy
behaviors can also depend on the character of local relations, including the social solidarities that
structure them.”” In his analysis of a devastating heat wave in Chicago, Eric Klinenberg describes
why existing social protection systems could not shield elderly, isolated residents from its effects.
One of the reasons for this failure is that they could not reach many elderly men who refused
support rather than admit dependence in a culture that idealizes self-sufficiency.”’ One
implication of this argument is that different types of social relations at the local level may make
some types of policy more effective than others.

Jane Jenson goes farther to suggest that the likelihood governments will adopt particular
kinds of policies to promote health, in the first place, will be conditioned by the shapes of
citizenship regimes that are defined both by institutional practices and the collective imaginary.
Other studies written from a variety of perspectives also indicate that governments are
predisposed toward certain approaches to policy by wider cultural frameworks that can be seen as
components of the collective imaginary.”'

In short, the organizations, social networks, social hierarchies, and collective imaginaries
that structure social relations condition the capabilities of communities, as well as those of

individuals, that can be important to the health of the population.

67 Recent declines in the capacities of socialist parties or organizations to mobilize the European working
class and of Catholic organizations to mobilize their constituencies reflect this point. In many cases, the
relevant organizations continue to exist and membership in civic associations remains relatively high in
Europe, but collective imaginaries have changed in ways that deprive the left and political Catholicism of
much of their mobilizing power. See Valle (2003); Putnam (2002).

5 For examples, see Keeler (1987); Golden (1993); Atkinson and Coleman (1989).

% See her chapter.

70 Klinenberg (2002).

I See Jenson’s chapter and Dobbin (1997).
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Social Resources and Public Policy-Making

We have argued that, over the course of a lifetime, people’s health depends on the balance
between the life challenges facing them and their capabilities. We suggest that people’s
capabilities, as well as the life challenges they confront, are affected by their positions within the
structure of social relations, and we have identified several features of this structure that
constitute social resources conditioning the capabilities of individuals and communities. Where
social resources are in short supply, people will find it more difficult to cope with life challenges.
Where they are plentiful, a variety of purposes are better served. In this respect, the social
resources available to a society are much like its economic resources. They can be put to multiple
uses. If carefully husbanded, they can be invested and grow over time. The more people use
some social networks, for instance, the stronger those networks become. Used to increase the
fruitfulness of individual endeavors, social resources also augment the well-being of society as a
whole.”

This approach to population health has important implications for governments and
policy-making. It invites the question: what are governments doing when they make policy? One
answer is that governments are redistributing material resources among social groups.”” Another
is that they are deploying legal sanctions or financial incentives to induce specific patterns of
behavior. Policy-makers often see their own actions in these terms. However, these answers do
not capture the full effects of policy on aggregate social welfare. Our analysis raises the
possibility that public policies may affect the well-being of the community by altering the
structure of social relations. Governments may be redistributing social, as well as material,
resources.

Many governments are inattentive to this dimension of policy-making. As a result, social
resources are frequently generated or eroded as an unintended consequence of policies adopted
for other purposes. When introducing an economic policy designed to achieve particular goals,
officials often consider its ancillary effects on the structure of economic competition as a whole.
More rarely do they consider the effects of policy on the structure of social relations. Several
factors may lie behind this reluctance. Although policy-makers are accustomed to thinking of the

economy as a set of relations structured by markets, recent developments have discouraged them

72 This point follows, for instance, from Putnam’s (2000) formulations about social capital.
73 The most famous definition in political science is that public policy is the ‘authoritative allocation of
resources’ and social transfer programs now consume close to half of public budgets.
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from seeing society in analogous structural terms.”* In the developed democracies, the prosperity
of the decades following the Second World War inspired a decline in class-based conflict and
organization that has shifted the political focus away from class structures.”” The neo-liberal era
that William Sewell describes in this volume has been marked by an enthusiasm for the economic
benefits of markets that emphasizes their centrality to society and downplays other dimensions of
social relations.

Of course, there is something counterintuitive about the proposition that public policy can
influence the structure of social relations. Social structure is usually seen as the immutable
product of long-term socioeconomic processes impervious to the actions of governments, and
there is some truth to this view.”® But to say that social structure is not putty in the hands of
governments does not mean they cannot mold it at all. Some types of social resources may
persist only in the presence of supportive public policies, and there is an important temporal
dimension to such matters. The effects of actions, often seemingly inconsequential at the time,
can cumulate into major changes in social structure over the long run.”” For instance, the shifts in
class structure observed in some nations over the past fifty years owe much to the expansion of
public employment.”

Whether public policy can affect the dimensions of social relations we have identified as
pertinent to health is, therefore, an open question. In the following sections, we consider that
issue and what types of policies might sustain or erode social resources. The available evidence
is limited, but we review it to consider each of the components of social resources we have

outlined.

Social Connectedness

In his influential work, Putnam associates social capital with participation in voluntary
associations and high levels of social trust. Early accounts of social capital saw it as a resource
created by long-term social developments largely independent of public policy.”” But recent

studies suggest that governments play an important role in sustaining social capital. One of its

™ By contrast, the impact of policy on class relations was often discussed in nineteenth century Europe.
See Chevalier (1973).

> See Graubard (1964); Goldthorpe et al. (1969); Dalton et al. (1984).

76 Cf. Skocpol’s (1979) contention that only a few revolutions actually change the social structure.

7 See the chapter in this volume by Clyde Hertzman and Pierson (2004).

8 Goldthorpe (1987)

7 Putnam (1993); Coleman (1990).

21



core components is the set of voluntary associations and the active participation of people in such
associations.

Comparison shows that, while levels of social capital in the U.S. have recently declined,
Britain has retained dense networks of civic associations. That success can be traced, in part, to
two sets of public policies: those expanding access to higher education and ones that rely on
voluntary labor to deliver social services. Higher education has encouraged civic engagement,
and government support for charitable associations employing volunteers has sustained them.*
Similar effects have been found in the Nordic nations, where moves to professionalize the
delivery of social services seem to have eroded social capital, while efforts to support the
organizations of civil society preserved it. In the terms of Jenson and Saint-Martin, social capital
can be sustained by a ‘social investment state.”™’

Historically, governments have helped to construct (or destroy) a wide array of civic
organizations. For many decades, for instance, most European regimes have subsidized and
orchestrated the development of trade unions, churches and agricultural associations that
developed into the basis for important social networks. Officials did so to facilitate wage
coordination, modernize agriculture, or reduce religious conflict, but these organizations became
resources used by people for many different purposes. Although mass membership organizations
with a political hue are declining, those governments now encourage associations devoted to
recreation, sports and culture. Neighborhood groups — a quintessentially American phenomenon
— are flourishing even in France, where republican ideals have traditionally been hostile to civic
association.”

Because governments often support such organizations for specific purposes, rather than
as multi-purpose resources, however, they are not always attentive to the distributive effects of
this support. In the early twentieth century, governments of various complexions, supported
organizations designed to recruit members of the working class. In recent years, as these trade
unions, fraternal societies, cooperatives, and religious organizations have declined, the civic
associations that remain, in Europe at least, are more likely to have a middle class membership.*?
As a result, rather than offsetting the distribution of economic resources, the distribution of social

resources is more likely to reinforce it. Governments interested in enhancing social welfare and

% Hall (1999). For overviews of social capital, see Warren (1999); Edwards et al. (2001); Stolle and
Hooghe (2003).

*1 Selle (1999); Torpe (2003); Jenson and Saint-Martin (2003).

%2 Worms (2002). The Communist regimes of east central Europe provide a bleak counter-case, showing
how fully governments can erode civic organization if they set out to do so (Howard 2003).

% People with lower levels of education and income tend to join fewer associations and have smaller social
networks (Hall 1999).
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population health need to be attentive to the social composition of the organizations and networks
they support

There is also evidence that the actions of governments influence levels of social trust. As
might be expected, repressive acts seem to diminish it. Booth and Richard find a significant
correlation between the repressiveness of central American regimes and levels of trust among
their citizenry, and Inglehart argues that is not because democracy creates trust but because
repression erodes it.* However, there is still a great deal of variance to be explained: the
proportion of people expressing trust in others varies from about 25 percent to 65 percent across
democracies.

There, as elsewhere, political corruption seems to affect social trust adversely. Wuthnow
argues that social trust is conditioned by political trust and declined in the U.S. as a result of the
Watergate scandal of the 1970s.*> Where officials commonly engage in petty corruption, they
encourage distrust among the citizenry.* Thus, policies reinforcing the even-handedness of
public administration may enhance levels of social trust.

The design of policy may also affect trust. Kumlin and Rothstein find that the recipients
of benefits assigned via a means test are less likely to be trusting of others than the recipients of
universal benefits going to all citizens. Since those eligible for means-tested benefits may be less
trusting in the first place, it is tempting to ascribe these effects to a selection bias, but they show
up even when for income, class and other attributes associated with the propensity to trust others
are controlled.®” The implication is that, if the design of a policy implies benefit recipients cannot
be trusted, they may become less trusting.

Social trust is also correlated with the safety and prosperity of the community and the
optimism people feel about the future.** Where governments can enhance those aspects of
communal life, they may build social capital indirectly as well. Although these studies indicate
that governments can affect their country’s social capital, however, how much they do so, relative
to other factors, remains uncertain. Given the many other factors conditioning it, few would

claim that social capital depends primarily on public policy.¥

% Booth and Richard (2001); Inglehart (1999).

% Wuthnow (2002). See also Freitag (2003).

% Sztompka (1999). See also Rothstein (2003, 2005)

%7 Kumlin and Rothstein (2004). See also Murray (2000); Svensson and Von Otter (2002); Wallis and
Dollery (2002).

% Sampson et al. (1997); Kennedy et al. (1998).

% See Putnam (1993) who argues that the causal lines run mainly the other way round — from the level of
social capital to the quality of policy, and Kawachi et al. (1998).
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As we have noted, however, civic organizations and social networks do not simply
generate social capital. They also connect people in ways that enhance their capabilities more
directly, and many policies have networks effects that may be consequential, even if they are not
themselves a central object of policy. Accordingly, governments interested in enhancing social
resources would also be well advised to consider the effects of their policies, not only on the
density of social networks, but on the character of these networks. As we have noted, the value
of a network often depends on the type of support an individual needs. As Granovetter has
famously argued, for instance, a person seeking a new job needs a large network of relatively
weak ties to others who already have jobs so as to secure references and information about
openings.”® But policies that require the recipients of unemployment benefits to appear regularly
at manpower centers tend to give the unemployed precisely the wrong sort of ties, namely ties to
other individuals who are also unemployed. By contrast, policies that provide temporary work or
training in firms put the unemployed in touch with people with jobs.

The key point here is that, by designing policies with an eye to their network effects,
governments can achieve a ‘social multiplier’ effect. Many policies have network effects that can
be leveraged to enhance the value of that policy. Day care centers, for instance, can be designed
to enhance the social networks among parents that serve as further sources of support for child
rearing. Care for the elderly can be designed to reinforce the support networks to which they
belong rather than separate them from those networks.”’ In many cases, such strategies not only

increase the impact of policy, but also augment generalized social resources.

Status and Social Recognition

Can governments mitigate the effect of status differentials, thereby shifting the shape of social
hierarchies? To the extent that status derives from income, of course, they can do so by
redistributing material resources. In some cases, there may be no substitute for that. But
governments also influence the status, or social prestige, available to people, even at the low end
of the income spectrum, by what they do, how they do it, and what they say. Although direct
evidence for such effects is scanty, we should not discount them.

Citizenship regimes are a fundamental component of such processes.”” As Marshall

observed many years ago, the provision of civil, political and social rights constitutes a form of

% Granovetter (1973, 1974).
°! Jacobstone and Jenson (2005).
%2 See Jenson’s chapter for this volume and Jenson and Phillips (2003).

24



‘class abatement’.”> He emphasized education and social benefits, but his analysis was framed to
indicate that something could be gained by establishing them as fundamental rights of citizenship.
Concepts of citizenship strike at status differentials. They provide even those with little else a
fundamental claim to equality.

However, other kinds of social recognition also matter. In the realm of the status order,
which is defined by collective imaginaries, symbolic actions have real effects, and the symbols
governments employ are especially authoritative.”* Political leaders occupy positions that give
them special social influence and, with sufficient effort and auspicious circumstances, their
rhetoric and actions can shift elements of the social imaginary.” By celebrating the sacrifices
ordinary people make in their daily lives and the multiple kinds of contributions an individual can
make to society, governments can valorize a wide range of endeavors, accord recognition to those
who might otherwise have little, and undercut the monotonicity of the status order. By
articulating national narratives that are inclusive, politicians can enhance the status of groups that
might otherwise be marginalized.

Of special importance is the recognition governments accord identifiable racial and
ethnic minorities. Of course, as Lamont observes, the images that define group stereotypes and
social boundaries are deeply embedded in imaginaries that governments influence only at the
margin. ® And governing parties are often tempted to exploit those stereotypes to enhance their
chances of securing reelection rather than take on the more difficult task of shifting them.
However, there are success stories. Kymlicka argues that Canadian governments have
successfully promoted a new national image based on multiculturalism that accords status to
many ethnic minorities. Moreover, rather than eroding the sense of national purpose or identity,
multiculturalism has become defining features of them.”’

However, there are limits to how much rhetoric and ritual can shift social recognition or
status without accompanying material and institutional support. Much is likely to depend on
whether the ideals and idioms promoted by leaders are subsequently institutionalized.”® Where
governments are concerned, this is especially important, as it would be in any large organization
represented by many agents. In such contexts, cultural frameworks and institutions are two sides

of the same coin. The respect or social recognition accorded people turns not only on what

% Marshall (1949).

% Kertzer (1989); Lukes (1975).

% On these processes, see Kingdon (1984); and Jones and Baumgartner, (1993).
% Lamont (2000).

7 See Kymlicka’s essay in this volume and the references there.

% On institutionalization, see Jepperson (1991).
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politicians say but on what ‘street-level bureaucrats’ do.” This is why ‘racial profiling’ has an

® The behavior of public officials sends important

importance that extends beyond crime.'
signals to society. If the public authorities treat individuals even-handedly, others in society are
more likely to do so as well. That, in turn, increases social resources. The respect shown a person

feeds into his self-respect, and hence into his capabilities for coping with life challenges

Communal Capabilities

The actions of governments can affect the capabilities of communities as well as those of
individuals. As we have described them, those capabilities turn partly on the ease with which
members of a community can join together to improve conditions that affect their health and
partly on their capacities as citizens to mobilize in order to pressure governments into policies
that promote population health. Therefore, public policies that support civic associations and
social networks should enhance such capabilities.

Those capabilities can also be affected by the collective narratives politicians deploy to
define the aspirations or ideals of a nation and the terms in which they characterize its national
identity. By attaching value to a set of collective aspirations, these narratives make some issues
meaningful enough to inspire social or political mobilization, and they supply rationales for
mobilization on behalf of such issues. By evoking particular sets of social boundaries, these
narratives help define who is likely to band together. Edward Miguel’s research provides
evidence that concerted rhetorical efforts to downplay the differences between race and tribe in
favor of a common national belonging can enhance the capabilities of ethnically divided
communities. Comparing closely matched communities in Tanzania and Kenya of mixed
ethnicity, he found that the communities in Tanzania were more effective at cooperating across
ethnic lines, in this case to promote education, than those in Kenya; and he traces the origins of
this cooperation to the ideology of national unity promoted for three decades in Tanzania, without
an analogue in Kenya.'"'

In these cases, governments did not simply exploit local social solidarities and the moral
meanings they comprehend to make many kinds of policies more effective, as Swidler argues
they can. They actually created new social solidarities and gave new meanings to national

identity. This is one of many ways in which politics can be a creative process.

% Lipsky (1980); Bartley (2006): ch. 10; Canvin et al. (2006).
1% Tyler and Blader (2000).
1T Miguel (2004).
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This analysis does not imply that efforts to shape the collective imaginary are costless or
without trade-offs. The ideology of national identity that Tanzania pursued in the 1960s may
have enhanced local cooperation in the 1990s, but it was achieved at the cost of repressing many
local cultures, much as the attempt to turn ‘peasants into Frenchmen’ did during the nineteenth

102
century.

The influential efforts of successive governments to promote a national view of
Sweden as ‘the people’s home’ seems to have fostered egalitarian attitudes, as intended, but it has
not equipped the nation to cope with the ethnic diversity resulting from recent waves of

immigration.'”

From the perspective of social recognition, a comparison of French and
American versions of republicanism would reveal that each has some advantages and

. . 104
corresponding disadvantages.'®

Conclusion

Building on research which suggests that the experiences of stress in daily life and associated
emotional states have a substantial impact on population health, we have explored the ways in
which the structure of social relations conditions those experiences and emotional states, using a
model that associates the latter with the balance between the life challenges facing a person and
her capabilities. We have argued that the structure of social relations conditions both these
challenges and capabilities, notably through the social resources it supplies to people in different
social positions. Based on this model we have identified some of the dimensions of social
relations most likely to contribute to social resources and thus to population health.

Nothing in this argument suggests that the structure of material relations is unimportant.
Income and access to material resources contribute to a person’s capabilities. However, we take
seriously the possibility that the distributions of material and social resources do not correspond
exactly to one another in all societies. That allows us to explore a wide range of causal
mechanisms linking socioeconomic conditions to population health and to identify some that have
not received sufficient attention to date.

We pay particular attention to the cultural dimensions of social relations embodied in
collective imaginaries, on the premise that they often structure social relations as forcefully as
institutions or organizations do. We consider social status to be dependent, in the first instance,

on cultural frameworks and only contingently on economic relations. We regard social networks

192 Weber (1976).
19 Berman (1998).
1% Higonnet (1988); Lamont (2000).
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as important for the meaningful messages they convey as well as for the informational or
logistical support they provide.

These formulations point to the value of comparing the structure of social relations across
countries or communities, rather than deducing them from the structure of economic relations,
and provide conceptual tools for doing so. Of course, this is empirically difficult and the range of
available evidence limited. However, we think there is much to be learned from devoting more
attention to such issues.

In contrast to some accounts, we contend that governments need not take the structure of
social relations as immutable, and we have examined a number of routes through which public
policies might influence it. We conclude that policy conditions social relations, just as it does
economic relations. By nurturing dimensions of social relations on which the capabilities of
many people depend, governments sustain social resources. Moreover, policies that create or
sustain social resources have unusually widespread and powerful effects. Like policies that open
up market opportunities, they create resources that many people then use for multiple purposes.'®
The result can be significant improvement in population health as well as aggregate social
welfare.

The analysis suggests governments should pay as much attention to the conservation of
social resources as they do to the protection of natural resources and look for ways to augment
them. We are not suggesting this is easy. Building networks, new collective narratives, and
neighborhood organizations can require the institutionalization of new practices and material
resources as well as inventive policy design. But we have also suggested that designing policies
or the delivery of benefits with an eye to leveraging existing social resources can enhance the
effectiveness with which those policies address their immediate objectives, while nurturing social
resources. In this respect, if they are attentive to social relations, governments can secure a social
multiplier effect.

Of course, we are not suggesting that the structure of social relations depends entirely or
even primarily on the actions of governments, simply that those actions condition the shape of
that structure sufficiently to affect population health. Further study of this subject will have to
consider the temporal dimensions of such issues.'” Like Rome, social structures are not built in a
day. In some cases, public policies may have immediate effects on the viability of a social

organization or network. However, collective representations of society or local solidarities may

195 This is a characteristic of ‘structural’ reforms, whether directed at the structure of economic or social
relations.
1% See the chapter by Hertzman; Pierson (2004); Thelen (2004); Streeck and Thelen (2005).
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shift slowly in response to a series of incremental interventions. They may become effective only
when institutionalized in a variety of ways; and, as Thelen points out, institutions themselves are
often reinterpreted over time. The structure of social relations is built up through the
accumulation of developments over long periods of time. Public policies are important in this
process but they often have effects that materialize much later.

As Clyde Hertzman’s essay for this volume notes, this means that the impact of public
policy on population health will not necessarily show up in cross-national snapshots taken at one
point in time, however well framed. More may be learned from longitudinal analyses. However,
this perspective also demands more intensive examination of the processes through which policy
works its way into social relations and from there into health. Comparative case studies can be
used to advantage in this type of inquiry.'"’

Our analysis has implications for governments as well as researchers. It provides
confirmation for the view that many types of policies can affect the health of the population and
suggests sets of mechanisms through which they may do so. Without denying that the promotion
of healthy behaviors has a role to play in policy, we suggest that governments can achieve far-
reaching effects in other ways. Our goal has been to outline some of those ways and to stimulate

further research into them.

197 See Hall (2003).
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