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        Social capital involves social relations and networks, norms of reciprocity, and trust, 
which facilitate coordination and cooperation for mutual benefi t (Coleman,  1990 ; 
Putnam,  1993 ). Traditionally, social capital has been studied in neighborhoods, com-
munities, societies, and even nations. More recently, however, researchers have also 
examined social capital at workplaces. This is justifi able because, by defi nition, social 
capital is not restricted to any particular social entity or social networks of any specifi c 
size (Stone & Hughes,  2002 ). Furthermore, at work, people are typically exposed to a 
reasonable amount of social relations and day-to-day interactions. Thus, the work-
place may constitute an important social context for social capital (Lindström,  2008 ). 

 Original studies on social capital have focused on schools, and a large body of 
research exists on residential areas. So why have workplaces suddenly become such 
a popular target for researchers in this fi eld? The intensifi cation of working life is 
probably one reason as it has made it harder for people to maintain contact with 
friends and neighbors. Long working hours have become the culture in many 
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workplaces, and more time is used commuting due to suburban sprawl. This devel-
opment appears to have displaced time otherwise spent in community and social 
involvement (Halpern,  2005 ). Putnam ( 2000 ) suggests that there has been a transfer 
from residence-based to work-based communities in terms of time spent and social 
 relations experienced. Accordingly, a potential decline in volunteer-based social 
participation and social capital in communities might be counterbalanced with the 
emergence of employment-based social cohesion and social capital at the 
workplaces. 

 This chapter introduces the recent extension of social capital research into 
workplaces. We fi rst discuss the conceptual and empirical backgrounds of workplace 
social capital research, highlighting the relations with this research in community 
settings. Then we review the ways in which social capital has been assessed at 
workplaces and look at the research on social capital at the workplace as a determi-
nant of employee health. In addition, we provide results from a comparative study 
between Finland and Japan, to highlight the extent to which this association may be 
dependent on cultural context. We close this chapter by suggesting directions for 
further social capital research in workplaces. 

2.1     Social Capital and Other Psychosocial Factors Related 
to Employee Health 

 The psychosocial environment of the workplace has received much attention over 
the last few decades. The job strain concept, a seminal theoretical model introduced 
by Karasek in the late 1970s (Karasek,  1979 ), proposes that high demands and low 
control, in conjunction with low coworker support, are conducive to work stress. 
Subsequently, Siegrist ( 1996 ) described the psychosocial features of work from the 
perspective of gaining rewards from one’s efforts. Here, the theoretical focus is on 
the norm of social reciprocity. The model posits that efforts at work should be 
balanced by rewards such as adequate salary, respect and esteem, job security, and 
status consistency; otherwise, stress is likely to emerge. While the effort–reward 
imbalance concerns distributive injustice, the view was later broadened to organiza-
tional injustice in the procedural and relational procedures of management 
(Elovainio, Kivimäki, & Vahtera,  2002 ; Kivimäki et al.,  2005 ). Justice in an organi-
zation is manifested as the quality of interpersonal treatment and accurate, correct-
able, ethical decision-making procedures (Moorman,  1991 ). 

 More recent evidence suggests that trust, social networks, and social cohesion at 
the workplace, that is factors related to social capital, might also be relevant in 
research on employee health (Kawachi,  1999 ). This evidence indicated that focus 
should also be placed on specifi c aspects of the trusting climate, participative 
approach, and interactional relationships at the workplace, and that group-level 
social cohesion should be taken into account. 

 The “old” and “new” concepts describing the psychosocial environment are 
likely to be interrelated. Indeed, evidence suggests that workplace social capital 
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may buffer the effect of job stress (Sapp, Kawachi, Sorensen, LaMontagne, & 
Subramanian,  2010 ). Conversely, a low level of integration within a social network 
and low social capital may increase vulnerability to adverse health effects of job 
stress. Supportive relationships may also encourage healthier behavior patterns in 
terms of coping with stress (Wilkinson & Marmot,  2003 ). It is also possible that job 
stress mediates the effects of low social capital on health through biological mecha-
nisms such as an activation of the hypothalamus–pituitary–adrenal (HPA) axis 
(Oksanen et al.,  2012 ). Furthermore, improved work organization may help to 
decrease less desirable consequences of social capital at the workplace, such as bul-
lying. A Swedish study reported that procedural justice concerning decision making 
within the organization is important in encountering the emergence of workplace 
bullying (Oxenstierna, Elofsson, Gjerde, Hanson, & Theorell,  2012 ). 

 Work life has changed dramatically since the fi rst models of psychosocial work 
environment were launched. Current workplaces are characterized by organiza-
tional restructuring, mergers, and the outsourcing of many functions. This requires 
fl exibility and the ability to adapt to continual change. Another driver for change is 
the proliferation of temporary employment (Gospel,  2003 ). It is estimated that 
sooner or later most organizations will have only a small core of full-time, perma-
nent employees. Short-term contracts have now replaced jobs for life, and conse-
quently, mobility between employers has become inevitable. In these circumstances, 
individual networks are valuable, because careers are increasingly in own hands 
(Cooper,  2002 ). At the same time, increasing emphasis is placed on cooperation and 
collaboration both inside and outside the workplace. According to the proverb “No 
man is an island,” employees and companies do not thrive when isolated: network-
ing is important. These changes have called for a new understanding of the psycho-
social work environment from the perspective of the whole work community; here 
the concept of workplace social capital is highly relevant. Workplace social capital 
provides a way of talking and identifying the nature and impact of relationships 
between people from diverse backgrounds who need to cooperate and exchange 
information in today’s complex working life (Hofmeyer & Marck,  2008 ).  

2.2     Why Is the Workplace an Important Context 
for Social Capital and Health Research? 

 As noted at the outset of this chapter, the vast majority of previous studies have 
focused on social capital in residential/geographical neighborhood (Kawachi,  1999 ; 
Lindström,  2008 ). However, compared to large geographic units (countries, cities, 
or even neighborhoods), workplace may capture important social interactions and 
networks appropriately (Sundquist & Yang,  2007 ) within a clearly defi ned proximal 
setting, such as the work unit. In the fi rst chapter of  Social Capital and Health , 
Kawachi, Subramanian, and Kim ( 2008 ) raised three charges against social capital 
research: (a) mapping the presence of social capital across communities raises the 
risk of “blaming the community” for its problem, (b) the concept of social capital 
could be utilized as a “cheap” alternative to Third Way politicians solving the 
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problems of poverty and health inequalities, and (c) no clear policies and interven-
tions have been needed to build up social capital. We argue that studies on work-
place setting could potentially provide a way with which to tackle these charges. 

 With regard to point (a), mapping of the level of social capital across groups may 
highlight constructive messages for the settings. For a work unit with lower social 
capital within a company, the criticism may initially be upsetting, but comparisons 
at the company rather than work unit level may be better tolerated. From the employ-
ees’ viewpoint, it is important to know whether social capital in the organization is 
likely to promote or damage well-being, since unfavorable results may motivate 
corrective actions at the workplace, or the employee may fi nd another company in 
which to pursue a better work–life balance. During a severely stagnated economic 
situation, companies may benefi t from high workplace social capital as a coping 
strategy because ideally social capital may facilitate cooperation and coordination 
without increasing costs. This also relates to point (b). 

 Regarding point (c), there are several forms of “capitals”: fi nancial, material, 
natural, human, and social. They may, in fact, be more familiar at workplaces than 
in the community. Corporate executives have already recognized that capitals are 
the targets of investment. At workplaces, human capital has been continuously 
invested in through on-the-job training that is planned, organized, and conducted at 
the employees’ worksite. Such investments in social capital are currently rarer. 
Interestingly, fi nancial and material capitals decrease as we use them. In contrast, 
social capital, as well as human capital, increases the more we use them. 

 In addition to the three points above, several other problems have been acknowl-
edged in social capital research: (d) the modifi able areal unit problem (MAUP), 
(e) the “dark side” social capital, and (f) the need to fi nd determinants (source) of 
social capital. There might be several advantages to resolving these problems in 
workplace settings as well as in community settings. 

 In relation to point (d), in community studies, researchers need to defi ne “reference 
area” in order to aggregate individual responses when creating group-level social capi-
tal indicators. The reference area can vary from large state to small neighborhood 
depending on the study hypothesis and availability of the data, but there is relatively 
little systematic research to identify the most adequate spatial unit. The defi nition of 
nonspatial groups, such as workplaces or schools, may pose fewer problems in this 
regard because questions can be raised about the defi nite boundary (Harpham,  2008 ). 

 As noted in point (e), strong bonding social capital can sometimes be seen as a 
detrimental factor to health (Portes,  1998 ). In the Hippocratic Oath, the well-known 
phrase “First, do not harm” is one of the principle precepts of medical ethics. We 
need to pay a great deal of attention to this principle when we apply the concept of 
social capital to the context of community. At the workplace, employees’ health is 
legally protected (e.g., by the Occupational Safety and Health Law) and employers 
are responsible for promoting (or, at least, not damaging) their employees’ health. 
Within this framework, trials of social capital at the workplace may be more straight-
forward than in a community, because in the case of any adverse event, a specifi c 
person is responsible for taking corrective actions. 

 At the workplace, as well as in communities, the “dark side” social capital may 
exist. In other words, social capital may be used to exclude outsiders, place excess 
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claims on group members, restrict individual freedom, or reinforce adverse health 
behaviors when they are defi ning characteristics of group (Portes,  1998 ). It is 
 noteworthy, however, that in previous community studies, the “dark side” of social 
capital has been observed in deprived settings (Mitchell & LaGory,  2002 ) rather 
than in more privileged settings (Iwase et al.,  2012 ). In terms of social hierarchy, 
employed people do not generally belong to the lowest category in respect to their 
income, education, and occupation. From this point of view, a negative effect is less 
likely at the workplace than in a community. However, there are other types of 
social interaction at work, such as workplace bullying, which can damage workers’ 
health. Therefore, it is important to try to disentangle the link between social capital 
and other related concepts in the workplace setting. 

 The last point, related to the determinants of social capital, is closely associated 
with the abovementioned intervention issue. At the time when companies are estab-
lished, there is little built social capital: only the determinants of social capital may 
be available to foster future social capital. For research, this means that, in principle, 
it is possible to observe the whole natural history of social capital at workplaces, 
from its birth to possible erosion; this opportunity is rarely available in studies of 
communities. In a community, health determinants often exist outside the control 
of the health domain, as suggested by the Commission on Social Determinants of 
Health (WHO) in their fi nal report ( 2008 ). Compared to community settings, at 
workplaces, at least at the corporate executive level, there is authority to intervene 
in some of these non-health-domain determinants of health, through income poli-
cies and the development of work conditions.  

2.3     How to Measure Social Capital at Work 

 The operationalization of workplace social capital has varied between studies. Some 
researchers have emphasized trust as a key element, as it facilitates cooperation and 
contributes to social cohesion (Coleman,  1990 ; Putnam,  1993 ). They suggest that trust 
provides an appropriate proxy of social capital, although the opponents counteract this 
by stating that trust is a source or a consequence of social capital (Ziersch,  2005 ). 

2.3.1     Measuring Trust 

 The measures of trust at the workplace have included items such as “Generally 
speaking, would you say that most people in your company can be trusted, or do you 
think that you cannot be too careful when dealing with people?” (Suzuki, Fujiwara, 
et al.,  2010 ; Suzuki, Takao, et al.,  2010 ); “I trust the people I work with” (Sapp et al., 
 2010 ); “How would you rate the level of workers’ trust in management at your 
 workplace?”; “How much do you trust the people you work with?” (Helliwell & 
Huang,  2010 ,  2011 ); and “In our organization we trust each other” (Ernstmann et al., 
 2009 ; Jung et al.,  2011 ; Kowalski, Driller, et al.,  2010 ; Kowalski, Ommen, et al.,  2010 ). 
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A problem arises when we do not know the precise attitude that trust actually refers to. 
For example, does the question “How much do you trust people you work with?” refer 
to a specifi c audience? In the school context, for instance, teachers may include school 
children’s parents as people that they work with. Or in the context of social welfare 
services, clients are sometimes included in the ratings of people one works with. 
Especially when comparing results across studies, ambiguity can be problematic. 

 Contextual and cultural differences may also play a role, as suggested by Baron- 
Epel, Weinstein, Haviv-Mesika, Garty-Sandalon, and Green ( 2008 ). They inter-
viewed Arabs and Jews in Israel about social capital including social trust. The two 
ethnic groups did not generally live in mixed communities, and the Arab commu-
nity was characterized as being more collective. Surprisingly, their perceptions of 
whether most people can be trusted were signifi cantly lower than those in the Jewish 
community (38 % vs. 63 % reported high trust). The authors concluded that Arabs 
may have perceived the question of trust as designed to probe their suspicion and 
distrust of people who are not part of their collective entity but, instead, part of the 
community outside the extended family. In the culturally diverse workplace, cross- 
cultural measurement equivalence may therefore be important. 

 Using trust as a single item to measure social capital may be theoretically prob-
lematic given that social capital is a multi- rather than unidimensional concept. 
Szreter and Woolcock ( 2004 ), for example, suggested that social capital entails a 
bonding, bridging, and linking dimension. In daily connections at the workplace, 
the bonding and bridging dimensions of social capital include relationships with 
coworkers and networking with collaborators and business partners, whereas the 
linking dimension refers to the relations across power gradients including the rela-
tions between employees and their managers or representatives of the governance. 
Alternatively, at the workplace, the horizontal component of social capital at the 
workplace includes relationships between employees at the same level of hierarchy 
(Szreter & Woolcock,  2004 ), and the vertical component refers to connections that 
span the different levels of power at the workplace. If all these components of social 
capital are always at play at workplaces, this should be refl ected in the measure-
ments of workplace social capital.  

2.3.2     Multicomponent Measures of Social Capital 

 A composite index can comprise several core aspects of social capital at the work-
place. In the German context, Jung et al. ( 2012 ,  2011 ) used the Social Capital in 
Organizations Scale (six items) to assess individual-level horizontal social capital as 
perceived common values, support, cohesion, and trust in the organization. 
Ernstmann et al. ( 2009 ) compiled six items to assess two key features of workplace 
social capital, namely, common values and perceived trust in the organization (hos-
pitals). This follows that although researchers in the fi eld now face a bewildering 
choice of measures of workplace social capital, few have been specifi cally validated 
to measure social capital at the workplace. 
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 The Finnish Public Sector Study (FPSS) developed and psychometrically tested a 
short multi-item instrument to specifi cally assess social capital at the workplace 
(Kouvonen et al.,  2006 ). As shown in Box  2.1 , the short measure of workplace social 
capital comprises eight items that indicate whether people feel that they are respected, 
valued, analyzed, and treated as equals at work rather than feeling that it is all a matter 
of seniority in their hierarchy. Furthermore, the defi nition of workplace social capital 
is in agreement with the current notions of the concept, such as the widely used defi ni-
tion offered by Kawachi, Kennedy, Lochner, and Prothrow- Stith ( 1997 ): “Those fea-
tures of social structures, such as levels of interpersonal trust and norms of reciprocity 
and mutual aid, which act as resources for individuals and facilitate collective action.” 

 This measure of workplace social capital appreciates its multidimensional nature. 
It covers some aspects of bonding social capital with issues of horizontal tight-knit 
ties and relationships with coworkers who are trusted and share similar values of 
reciprocity and mutual aid in daily interactions needed to “get by” at work (items 
#1−3), bridging social capital with issues involving cooperative relationships with 
coworkers in all occupations that needed to “get ahead” (items #4–5), and linking 
social capital with issues about relationships between people who interact across 
authority gradients at work (items #6–8).   

2.4      Workplace Social Capital and Health 

 In this section, we summarize the methods and fi ndings of previous studies on 
workplace social capital and health. First, we will summarize the fi ndings of studies 
in nonmedical settings (either in the public or private sector). Although some 
Finnish studies include public sector employees working at hospitals, the fi ndings 
of these studies are more applicable to general workers. After this, we will summa-
rize previous fi ndings in medical settings. 

   Box 2.1. A Short Measure of Social Capital at Workplace 

     1.    People keep each other informed about work-related issues in the work 
unit   

   2.    We have a ‘we are together’ attitude   
   3.    People feel understood and accepted by each other   
   4.    People in the work unit cooperate in order to help develop and apply new 

ideas   
   5.    Do members of the work unit build on each other’s ideas in order to achieve 

the best possible outcome?   
   6.    Our supervisor treats us with kindness and consideration   
   7.    Our supervisor shows concern for our rights as an employee   
   8.    We can trust our supervisor     

2 Workplace Social Capital and Health
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2.4.1     Findings Regarding Workplace Social Capital 
and Health in Nonmedical Settings 

 Table  2.1  provides details of 17 studies of workplace social capital and health in 
nonmedical settings. The studies used various indicators of social capital—ranging 
from proxy measures of social capital, such as employment security and social sup-
port (Liukkonen, Virtanen, Kivimäki, Pentti, & Vahtera,  2004 ) and social network 
(Suzuki, Takao, Subramanian, Doi, & Kawachi,  2009 ), to psychometrically vali-
dated multi-item instruments that captured both the cognitive and structural 
 dimensions of social capital at the workplace (Kouvonen et al.,  2006 ; Kouvonen, 
Oksanen, Vahtera, Stafford, et al.,  2008 ; Kouvonen, Oksanen, Vahtera, Väänänen, 
et al.,  2008 ; Oksanen et al.  2008 ,  2012 ; Oksanen, Kawachi, et al.,  2011 ; Oksanen, 
Kivimäki, et al.,  2011 ; Oksanen, Kouvonen, Vahtera, Virtanen, & Kivimäki,  2010 ; 
Väänänen et al.,  2009 ). The health outcomes examined in these studies include self-
rated health (Kouvonen et al.,  2006 ; Liukkonen et al.,  2004 ; Oksanen et al.,  2008 ; 
Suzuki et al.,  2009 ; Suzuki, Takao, et al.,  2010 ), onset of depression (Kouvonen, 
Oksanen, Vahtera, Stafford, et al.,  2008 ; Oksanen et al.,  2010 ), smoking cessation 
(Kouvonen, Oksanen, Vahtera, Väänänen, et al.,  2008 ), adverse lifestyle factors 
(including smoking status) (Sapp et al.,  2010 ; Suzuki, Fujiwara, et al.,  2010 ; 
Väänänen et al.,  2009 ), all-cause mortality (Oksanen, Kivimäki, et al.,  2011 ), inci-
dence of hypertension (Oksanen et al.,  2012 ), non-adherence to antihypertensive 
medication (Oksanen, Kawachi, et al.,  2011 ), depressive symptoms (Jung et al., 
 2012 ) or psychological distress (Liukkonen et al.,  2004 ), and life satisfaction 
(Helliwell & Huang,  2010 ,  2011 ). These studies were mainly conducted in Finland 
(ten studies) and Japan (three studies) but also in the USA, Canada, and Germany.

   As discussed in Chap.   4    , when researchers examine the relations between indi-
vidual perception of social capital and health, they are presumably interested in the 
question of whether being surrounded by, say, trusting neighbors or coworkers can 
facilitate their health. Thus, if researchers conceptualize social capital as a charac-
teristic of the group, or the target of the inference is the group itself, they need to 
capture the trustworthiness of the social environment to model the group’s stock of 
trust (or reciprocity, etc.) while controlling for individual-level trust (or reciprocity, 
etc.). As a useful statistical approach, multilevel analyses have been conducted to 
defi ne and identify the social context level correctly and thus to simultaneously 
examine the effects of individual- and contextual-level social capital on health. Of 
the 17 studies, nine conducted multilevel analyses with individual workers at level 
1 and work units or companies at level 2 (Kouvonen et al.,  2006 ; Kouvonen, 
Oksanen, Vahtera, Stafford, et al.,  2008 ; Kouvonen, Oksanen, Vahtera, Väänänen, 
et al.,  2008 ; Oksanen et al.  2008 ,  2010 ; Sapp et al.,  2010 ; Suzuki, Fujiwara, et al., 
 2010 ; Suzuki, Takao, et al.,  2010 ; Väänänen et al.,  2009 ), whereas the remaining 
studies were conducted at an individual level. 

 Some of the strongest evidence to date of workplace social capital comes from 
the FPSS cohort. This cohort consists of approximately 150,000 public sector 
employees who were working in 10 towns and 21 hospitals between 1991 and 2005 
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for at least 6 months. The FPSS was initiated in 1990s, and today it is the largest 
occupational cohort study in Finland. As of 2000, surveys have been conducted 
every 2–4 years. They have been sent to employees who have been working in the 
participating organizations at the time of the survey. Approximately 35,000−50,000 
employees have responded to each survey, and response rates have varied between 
65 % and 70 %. The strengths of this study include large sample size, longitudinal 
follow-up, the use of validated and reliable instruments that assessed both the cogni-
tive and structural dimensions of social capital, and well-documented health end 
points. In fact, of the nine multilevel studies, there were fi ve longitudinal studies, all 
of which were based on this cohort (Kouvonen, Oksanen, Vahtera, Stafford, et al., 
 2008 ; Kouvonen, Oksanen, Vahtera, Väänänen, et al.,  2008 ; Oksanen et al.  2008 , 
 2010 ; Väänänen et al.,  2009 ). For example, Kouvonen, Oksanen, Vahtera, Stafford, 
et al. ( 2008 ) examined the association between workplace social capital and the 
onset of depression by using the data of 33,577 public sector employees who had no 
recent history of antidepressant treatment and who reported no history of physician- 
diagnosed depression at baseline in 2000−2002. They assessed both individual- level 
and aggregate-level social capital at the workplace by using eight Finnish items—
individual-level social capital was the mean of response scores, whereas the aggre-
gate-level social capital of the work unit was calculated as the mean of individual 
responses of coworkers from the same unit. By using multilevel logistic regression 
analysis, they separately examined the effects of individual-level social capital and 
work unit-level social capital. Their fi ndings suggest that low individual- level social 
capital at work is associated with the onset of depression. However, when they 
examined the effect of work unit-level social capital, they found no association with 
depression. In another FPS study, Kouvonen, Oksanen, Vahtera, Väänänen, et al. 
( 2008 ) targeted a total of 4,853 employees who classed themselves as smokers in the 
baseline survey and examined whether high social capital at work is associated with 
an increased likelihood of smoking cessation. Like depression, they found that work 
unit-level social capital was not associated with smoking cessation, although indi-
vidual-level higher social capital at work was associated with smoking cessation. 
Furthermore, Väänänen et al. ( 2009 ) examined the link between workplace social 
capital and the co-occurrence of adverse lifestyle risk factors such as smoking, 
heavy drinking, physical inactivity, and overweight. Although low work unit-level 
social capital was associated with an increased risk of co-occurrence of lifestyle risk 
factors at follow-up, adjustment for co-occurrence and socioeconomic position at 
baseline considerably attenuated the association. Therefore, these studies did not 
support the contextual effects of social capital at the workplace. 

 More recently, three additional reports have been published from this cohort 
(Oksanen et al.,  2012 ; Oksanen, Kawachi, et al.,  2011 ; Oksanen, Kivimäki, et al., 
 2011 ). Although they did not utilize a multilevel analytical approach, these reports 
nonetheless sought to rigorously examine the effects of individual-level social capital 
at work by using two different types of measures, i.e., self-reported perceptions of 
workplace social capital and the mean of coworkers’ assessment of social capital in 
the same work unit. The coworkers’ assessment was used to address potential report-
ing bias, that is, the subject’s characteristics that infl uenced the assessment of social 
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capital. Oksanen, Kivimäki, et al., ( 2011 ) examined the prospective association 
between workplace social capital and all-cause mortality by using the responses of 
28,043 public sector employees to repeat surveys in 2000−2002 and 2004. They 
collected data on all-cause mortality from the Statistics Finland register for all par-
ticipants who died between January 1, 2005, and December 31, 2009. After adjust-
ing for potential confounders in Cox proportional hazard models, one-unit increase 
in the mean of repeated measurements of self-assessed social capital was associated 
with a 17 % decrease in the risk of all-cause mortality (HR 0.83, 95 % CI 0.67−1.03). 
The corresponding point estimate for the mean of coworker-assessed social capital 
was similar (HR 0.77, 95 % CI 0.49−1.21). Crucially, they leveraged the repeated 
assessment of workplace social capital in their study to conduct a fi xed effects anal-
ysis. This analytical approach offers the advantage of controlling for the stable char-
acteristics of the individuals, whether measured or not, by using within-individual 
variation only to estimate the regression coeffi cients (see Chap.   4     for a detailed 
discussion). In fi xed effects analysis, a one-unit increase in self-assessed social cap-
ital across the two time points was also associated with a lower mortality risk, which 
was not statistically signifi cant but yielded an effect estimate that was very close to 
the Cox regression estimates (OR 0.81, 95 % CI 0.55−1.19). Adjustment for changes 
in health indicators between the two time points attenuated the association (OR 
0.91, 95 % CI 0.60−1.37). 

 In a separate study, Oksanen et al. ( 2012 ) examined the association between 
workplace social capital and the incidence of chronic hypertension (determined 
from record linkage to national health registers) among 11,777 male and 49,145 
female employees who were free of hypertension at baseline. During a follow-up of 
a mean of 3.5 years, men in work units reporting the lowest workplace social capital 
were at approximately a 40 % excess risk of becoming diagnosed with hypertension 
compared to men working in units with the highest workplace social capital (HR 
1.38, 95 % CI 1.00−1.90). This association was slightly attenuated when they used 
coworkers’ assessment (HR 1.29, 95 % CI 0.90−1.85). In contrast, no association 
was found between workplace social capital and incident hypertension among 
female employees. Further, Oksanen, Kawachi, et al. ( 2011 ) examined the associa-
tion between workplace social capital and adherence to antihypertensive medication 
among 3,515 hypertensive employees in the same cohort. Survey responses to social 
capital were linked to nationwide pharmacy records. Non-adherence to antihyper-
tensive medication was determined based on the number of days-not-treated during 
the year following the survey, found from comprehensive prescription records. 
Except for the association between workplace social capital and incident hyperten-
sion among men, no relationship was found between workplace social capital and 
adherence to antihypertensive medication. 

 The authors went further to elucidate the pathways linking workplace social 
capital and hypertension among men. Although it is claimed that social capital in 
neighborhoods as well as at workplaces is causally associated with population 
health, little is known about what the etiological pathways might be. One often 
claimed notion is that behavioral health risks mediate the associations. Structural 
equation models were fi tted for self-reported and coworker-assessed workplace 
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social capital to partition the total association into direct and indirect associations. 
Among men, obesity accounted for 12 % of the association between self-reported 
social capital and hypertension. The fact that obesity also emerged as a marginally 
signifi cant mediator in the association for coworker-assessed social capital further 
supports the status of obesity as a mediator for workplace social capital to hyperten-
sion (Fig.  2.1 ). These results contribute to research on the worldwide epidemic of 
obesity and hypertension by providing new evidence of obesity as a modifi able fac-
tor mediating the association between workplace social capital and health (Siervo, 
Wells, & Stephan,  2012 ).

   Importantly, of the nine studies on workplace social capital and health using 
multilevel analyses, only two Japanese studies have examined the contextual effect 
of workplace social capital by controlling for individual perceptions of social capi-
tal at the workplace (Suzuki, Fujiwara, et al.,  2010 ; Suzuki, Takao, et al.,  2010 ). 
When researchers fi nd an association between work unit- or company-level social 
capital and employees’ health, they cannot rule out the possibility that the associa-
tion refl ects residual compositional confounding by individual characteristics if 
they do not simultaneously adjust for individual perceptions of social capital at 
work. To address this, Suzuki, Takao, et al. ( 2010 ), in a cross-sectional study, exam-
ined the association between workplace social capital and self-rated health among 
Japanese private sector employees. Through a two-stage stratifi ed random sampling 
procedure, they identifi ed 1,147 employees from 46 companies in Okayama prefec-
ture. In this study, workplace social capital was measured through two components: 
trust and reciprocity. Company-level social capital was measured by aggregating 
employee responses and calculating the proportion of workers reporting mistrust 

Social capital
(Self)

Obesity

Smoking

Alcohol

Inactivity

Job Strain

Hypertension

−0.062* (0.027)

−0.318* (0.011)

−0.040* (0.017)

0.010 (0.014)

−0.075* (0.015)

−0.051* (0.014)

−0.011 (0.026)

0.229* (0.037)
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0.035 (0.036)

−0.009 (0.004); p=0.024

−0.001 (0.001); p=0.518

−0.006 (0.003); p=0.031

−0.002 (0.002); p=0.342
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Mediation paths

Social capital
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−0.035* (0.017)

0.012 (0.015)

−0.021 (0.015)
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−0.008 (0.004); p=0.055

−0.001 (0.001); p=0.457

−0.002 (0.002); p=0.216

−0.002 (0.002); p=0.336

−0.001 (0.003); p=0.868

Mediation paths

  Fig. 2.1    Analysis of mediation pathways in the association between social capital and hyperten-
sion in men       
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and lack of reciprocity (i.e., self-included measure 1 ). The researchers used multi-
level logistic regression analysis via the Markov chain Monte Carlo methods to 
explore whether individual- and company-level mistrust and lack of reciprocity 
were associated with poor self-rated health. Workers reporting individual-level mis-
trust and lack of reciprocity were approximately twice as likely to suffer from poor 
health, even after controlling for possible confounders. Notably, they found some 
suggestion of a contextual association between company-level mistrust and poor 
health, even after taking into account the individual coworkers’ perceptions of mis-
trust. These results suggest that both individual- and company-level perceived trust 
at workplaces are signifi cant for workers’ health independently. Despite the thor-
ough examination of cross-level interaction terms between company-level social 
capital and individual characteristics, no clear patterns were observed. When 
Suzuki, Fujiwara, et al. ( 2010 ) examined the association between workplace social 
capital and smoking status, using the same data set, they found that company-level 
mistrust was associated with higher likelihood of smoking, whereas individual per-
ceptions of mistrust were not. Thus, these two studies suggest that the contextual 
effects of workplace social capital in Japan are signifi cant. Given the limitation 
resulting from their cross-sectional manner, further studies are warranted to exam-
ine the contextual effects of workplace social capital in longitudinal studies. 

 Finally, it is worthwhile mentioning that of the 17 studies, one Finnish cohort 
study examined the vertical component (i.e., respectful and trusting relationships 
across power differentials at work) and the horizontal component (i.e., trust and reci-
procity between employees at the same hierarchical level) of workplace social capi-
tal as risk factors for subsequent depression (Oksanen et al.,  2010 ). This study found 
that employees with either low vertical or horizontal social capital were 30−50 % 
more likely to be diagnosed with depression or to start antidepressant treatment than 
their counterparts with high social capital, thus suggesting that both these compo-
nents may be relevant to employee well-being. We expect, however, that further 
research will identify dimensions of workplace social capital that either positively or 
negatively affect health outcomes in different cultural or economic settings.  

2.4.2     Findings Regarding Workplace Social Capital 
and Health in Medical Settings 

 Table  2.2  provides details of seven studies of workplace social capital and health in 
medical settings, two of which used particular problems in medical settings as 

1    When using multilevel analyses in social capital research, individual variables are usually aggre-
gated into the higher level unit to defi ne group-level social capital.  Typically, the aggregated 
measure includes responses of every individual belonging to that group (i.e., it constitutes a self-
included measure).  More recently, researchers have developed an aggregate measure which 
excludes the response of the individual to whom the aggregate measure is linked (i.e., a self-
excluded measure). For details about the substantive and technical properties of these two 
 measures, see Suzuki, Yamamoto, Takao, Kawachi, and Subramanian ( 2012 ).  

T. Oksanen et al.



   Ta
bl

e 
2.

2  
  Su

m
m

ar
y 

of
 7

 s
tu

di
es

 o
f 

w
or

kp
la

ce
 s

oc
ia

l c
ap

ita
l a

nd
 h

ea
lth

 in
 m

ed
ic

al
 s

et
tin

gs
   

 A
ut

ho
r(

s)
, 

(y
ea

r)
, 

lo
ca

tio
n 

of
 

st
ud

y 
si

te
(s

) 
 St

ud
y 

de
si

gn
 

 Po
pu

la
tio

n/
se

tti
ng

 

 M
ea

n 
ag

e 
(S

D
) 

 Se
x(

M
/W

) 
 So

ci
al

 c
ap

ita
l 

m
ea

su
re

 
 O

ut
co

m
e 

 C
ov

ar
ia

te
s 

 A
na

ly
se

s 
 In

di
vi

du
al

- l
ev

el
 e

ff
ec

t e
st

im
at

es
 

 C
on

te
xt

ua
l-

le
ve

l e
ff

ec
t 

es
tim

at
es

 

 V
ir

ta
ne

n 
et

 a
l. 

( 2
00

9 )
 

Fi
nl

an
d 

 C
ro

ss
- 

se
ct

io
na

l 
st

ud
y 

(2
00

4)
 

 1,
09

2 
pa

tie
nt

s 
in

 
60

 n
on

- 
ps

yc
hi

at
ri

c 
be

d 
w

ar
ds

 in
 s

ix
 

ho
sp

ita
ls

 

 N
A

 
 N

A
 

  W
ar

d-
le

ve
l : 

 Fr
om

 1
, 1

59
 s

ta
ff

 
su

rv
ey

 
re

sp
on

se
s,

 th
e 

m
ea

n 
of

 
in

di
ca

to
rs

 o
f 

co
lla

bo
ra

tio
n 

in
 e

ac
h 

w
ar

d 
w

as
 

ca
lc

ul
at

ed
: 

 T
ru

st
 b

et
w

ee
n 

w
ar

d 
m

em
be

rs
 

co
m

m
un

ic
a-

tio
n,

 ju
st

ic
e 

in
 

th
e 

di
st

ri
bu

tio
n 

of
 

w
or

k,
 s

up
po

rt
 

fr
om

 
su

pe
rv

is
or

, 
an

d 
qu

al
ity

 o
f 

th
e 

co
lla

bo
ra

tio
n 

be
tw

ee
n 

su
pe

rv
is

or
s 

in
 

th
e 

w
ar

d 

 H
os

pi
ta

l-
 

as
so

ci
at

ed
 

in
fe

ct
io

n 
am

on
g 

pa
tie

nt
s 

 Pa
tie

nt
s 

se
x,

 a
ge

, 
su

rg
ic

al
 s

ta
tu

s,
 

ex
po

su
re

 to
 

de
vi

ce
s,

 h
os

pi
ta

l 
ty

pe
, u

ni
t t

yp
e,

 
nu

m
be

r 
of

 
pa

tie
nt

s 
at

 w
ar

d,
 

us
e 

of
 

co
rt

ic
os

te
ro

id
s,

 
an

d 
pr

ev
al

en
ce

 o
f 

an
y 

di
ag

no
si

s/
tr

ea
tm

en
t r

el
at

ed
 

to
 

im
m

un
od

efi
 -

ci
en

cy
 

 L
og

is
tic

 
an

al
y-

si
s 

(G
E

E
) 

 N
ot

 a
pp

lic
ab

le
 

 T
ru

st
 b

et
w

ee
n 

w
ar

d 
m

em
be

rs
 

  
In

te
rm

ed
ia

te
 v

s.
 

hi
gh

: O
R

: 1
.9

2 
(1

.0
2–

3.
62

) 
  

L
ow

 v
s.

 h
ig

h:
 O

R
: 

2.
67

 (
1.

42
–5

.0
2)

 
 C

om
m

un
ic

at
io

n 
  

A
ve

ra
ge

 v
s.

 g
oo

d:
 

O
R

: 1
.8

1 
(1

.0
0–

3.
27

) 
  

Po
or

 v
s.

 g
oo

d:
 O

R
: 

1.
80

 (
0.

98
–3

.3
3)

 
 Ju

st
ic

e 
in

 th
e 

di
st

ri
bu

tio
n 

of
 w

or
k 

  
In

te
rm

ed
ia

te
 v

s.
 

hi
gh

: O
R

: 1
.7

6 
(0

.9
9–

3.
14

) 
  

L
ow

 v
s.

 h
ig

h:
 O

R
: 

1.
81

 (
1.

04
–3

.1
6)

 
 Su

pp
or

t f
ro

m
 

su
pe

rv
is

or
 

  
A

ve
ra

ge
 v

s.
 g

oo
d:

 
O

R
: 0

.8
3 

(0
.3

8–
1.

83
) 

  
Po

or
 v

s.
 g

oo
d:

 O
R

: 
1.

25
 (

0.
66

–2
.3

4)
 

 C
ol

la
bo

ra
tio

n 
be

tw
ee

n 
w

ar
d 

su
pe

rv
is

or
s 

  
A

ve
ra

ge
 v

s.
 g

oo
d:

 
O

R
: 1

.6
8 

(0
.9

3–
3.

06
) 

  
Po

or
 v

s.
 g

oo
d:

 O
R

: 
2.

46
 (

1.
38

–4
.3

8)
 

(c
on

tin
ue

d)



 A
ut

ho
r(

s)
, 

(y
ea

r)
, 

lo
ca

tio
n 

of
 

st
ud

y 
si

te
(s

) 
 St

ud
y 

de
si

gn
 

 Po
pu

la
tio

n/
se

tti
ng

 

 M
ea

n 
ag

e 
(S

D
) 

 Se
x(

M
/W

) 
 So

ci
al

 c
ap

ita
l 

m
ea

su
re

 
 O

ut
co

m
e 

 C
ov

ar
ia

te
s 

 A
na

ly
se

s 
 In

di
vi

du
al

- l
ev

el
 e

ff
ec

t e
st

im
at

es
 

 C
on

te
xt

ua
l-

le
ve

l e
ff

ec
t 

es
tim

at
es

 

 C
he

n 
et

 a
l. 

( 2
00

8 )
 

Ta
iw

an
 

 C
ro

ss
- 

se
ct

io
na

l 
st

ud
y 

(2
00

5)
 

 22
9 

hi
gh

- 
an

d 
m

id
dl

e-
 le

ve
l 

fe
m

al
e 

m
an

ag
er

s 
in

 1
7 

ho
sp

ita
ls

 

 38
.6

 
 0/

22
9 

 In
di

vi
du

al
-l

ev
el

 
so

ci
al

 c
ap

ita
l 

(f
ou

r 
ite

m
s)

 
 1.

 M
en

to
r 

he
lp

 
pr

om
ot

io
n 

 2.
 N

um
be

r 
of

 
m

en
to

rs
 in

 
ca

re
er

 
 3.

 R
el

at
io

na
l t

ie
s 

w
ith

 th
e 

si
gn

ifi 
ca

nt
 

m
en

to
r 

 4.
 S

am
e 

ge
nd

er
 

of
 th

e 
m

os
t 

si
gn

ifi 
ca

nt
 

m
en

to
r 

 C
ur

re
nt

 p
oo

r 
se

lf
- r

at
ed

 
he

al
th

 
 Se

lf
-r

at
ed

 
he

al
th

 
ch

an
ge

 
fr

om
 th

e 
pr

ev
io

us
 

ye
ar

 

  In
di

vi
du

al
-l

ev
el

 : 
 A

ge
, m

ar
ita

l s
ta

tu
s,

 
ed

uc
at

io
n,

 jo
b 

te
nu

re
 d

iv
is

io
n 

ch
ai

rw
om

an
, 

w
or

k 
de

pa
rt

m
en

t, 
pe

rc
ep

tio
n-

 
in

du
ce

d 
st

re
ss

 
  H

os
pi

ta
l-

le
ve

l:
  

 H
os

pi
ta

l o
w

ne
rs

hi
p,

 
ho

sp
ita

l t
yp

es
 

 M
ul

til
ev

el
 

or
di

na
l 

re
gr

es
-

si
on

 
an

al
y-

si
s 

 Po
or

 s
el

f-
ra

te
d 

he
al

th
 

 1.
 M

en
to

r 
he

lp
 p

ro
m

ot
io

n 
 Y

es
 v

s.
 n

o:
  β

  =
 0

.7
5,

 S
E

 =
 0

.3
7,

  p
  =

 0
.0

4 
 2.

 N
um

be
r 

of
 m

en
to

rs
 in

 c
ar

ee
r 

(r
ef

: ≤
1 

m
en

to
r)

 
  

2 
m

en
to

rs
:  β

  =
 −

0.
57

, S
E

 =
 0

.4
4,

  p
  =

 0
.2

0 
  

3 
m

en
to

rs
:  β

  =
 −

0.
59

, S
E

 =
 0

.6
9,

  p
  =

 0
.3

9 
  
≥4

 m
en

to
rs

:  β
  =

 −
0.

81
, S

E
 =

 0
.4

6,
  p

  =
 0

.0
8 

 3.
 R

el
at

io
na

l t
ie

s 
w

ith
 th

e 
si

gn
ifi 

ca
nt

 m
en

to
r 

(r
ef

: c
ow

or
ke

r)
 

  
D

iv
is

io
n 

su
pe

rv
is

or
:  β

  =
 0

.1
2,

 S
E

 =
 0

.4
0,

 
 p  

=
 0

.7
6 

  
Su

pe
rv

is
or

 in
 d

if
fe

re
nt

 d
iv

is
io

n:
  β

  =
 −

0.
26

, 
SE

 =
 0

.5
8,

  p
  =

 0
.6

5 
 4.

 S
am

e 
ge

nd
er

 o
f 

th
e 

m
os

t s
ig

ni
fi c

an
t m

en
to

r 
Y

es
 v

s.
 n

o:
  β

  =
 −

0.
10

, S
E

 =
 0

.4
2,

  p
  =

 0
.8

2 
 H

ea
lth

 c
ha

ng
e 

 1.
 M

en
to

r 
he

lp
 p

ro
m

ot
io

n 
 Y

es
 v

s.
 n

o:
  β

  =
 0

.3
7,

 S
E

 =
 0

.3
7,

  p
  =

 0
.3

3 
 2.

 N
um

be
r 

of
 m

en
to

rs
 in

 c
ar

ee
r 

(r
ef

: ≤
1 

m
en

to
r)

 
  

2 
m

en
to

rs
:  β

  =
 0

.2
2,

 S
E

 =
 0

.4
5,

  p
  =

 0
.6

3 
  

3 
m

en
to

rs
:  β

  =
 0

.5
6,

 S
E

 =
 0

.7
2,

  p
  =

 0
.4

4 
  
≥4

 m
en

to
rs

:  β
  =

 0
.4

9,
 S

E
 =

 0
.4

7,
  p

  =
 0

.3
1 

 3.
 R

el
at

io
na

l t
ie

s 
w

ith
 th

e 
si

gn
ifi 

ca
nt

 m
en

to
r 

(r
ef

: c
ow

or
ke

r)
 

  
D

iv
is

io
n 

su
pe

rv
is

or
:  β

  =
 −

0.
13

, S
E

 =
 0

.4
1,

 
 p  

=
 0

.7
5 

  
Su

pe
rv

is
or

 in
 d

if
fe

re
nt

 d
iv

is
io

n:
  β

  =
 −

0.
15

, 
SE

 =
 0

.4
3,

  p
  =

 0
.7

2 
 4.

 S
am

e 
ge

nd
er

 o
f 

th
e 

m
os

t s
ig

ni
fi c

an
t m

en
to

r 
Y

es
 v

s.
 n

o 
 β  =

 −
0.

15
, S

E
 =

 0
.4

3,
  p

  =
 0

.7
2 

 N
ot

 a
pp

lic
ab

le
 

Ta
bl

e 
2.

2 
(c

on
tin

ue
d)



 A
ut

ho
r(

s)
, 

(y
ea

r)
, 

lo
ca

tio
n 

of
 

st
ud

y 
si

te
(s

) 
 St

ud
y 

de
si

gn
 

 Po
pu

la
tio

n/
se

tti
ng

 

 M
ea

n 
ag

e 
(S

D
) 

 Se
x(

M
/W

) 
 So

ci
al

 c
ap

ita
l 

m
ea

su
re

 
 O

ut
co

m
e 

 C
ov

ar
ia

te
s 

 A
na

ly
se

s 
 In

di
vi

du
al

- l
ev

el
 e

ff
ec

t e
st

im
at

es
 

 C
on

te
xt

ua
l-

le
ve

l e
ff

ec
t 

es
tim

at
es

 

 E
rn

st
m

an
n 

et
 a

l. 
( 2

00
9 )

 
G

er
m

an
y 

 C
ro

ss
- 

se
ct

io
na

l 
st

ud
y 

(2
00

2–
20

03
) 

 95
9 

nu
rs

es
 w

or
ki

ng
 

in
 f

ou
r 

ho
sp

ita
ls

 
 C

or
po

ra
te

 
G

ov
er

na
nc

e 
 U

si
ng

 
B

io
ps

yc
ho

so
ci

al
 

 In
di

ca
to

rs
 (

C
oB

I)
 

st
ud

y 

 37
.5

8 
 (9

.7
6)

 
 11

2/
84

3 
(f

ou
r 

m
is

si
ng

)  Si
x 

ite
m

s 
to

 
as

se
ss

 tw
o 

ke
y 

fe
at

ur
es

 
of

 s
oc

ia
l 

ca
pi

ta
l: 

 1.
 C

om
m

on
 

va
lu

es
 

 2.
 P

er
ce

iv
ed

 tr
us

t 
at

 th
e 

ho
sp

ita
l 

 C
lin

ic
al

 r
is

k 
m

an
ag

e-
m

en
t 

am
on

g 
nu

rs
in

g 
st

af
f 

of
 

ho
sp

ita
ls

 
(s

ix
-i

te
m

 
sc

al
e)

 

 Se
x,

 a
ge

, y
ea

rs
 o

f 
pr

of
es

si
on

al
 

ex
pe

ri
en

ce
, 

su
rg

ic
al

 c
ar

e 
un

it,
 

le
ve

l o
f 

ca
re

 o
f 

th
e 

ho
sp

ita
l 

 Pe
ar

so
n 

co
rr

el
a-

tio
n 

co
ef

-
fi c

ie
nt

 
 M

ul
tip

le
 

re
gr

es
-

si
on

 
an

al
y-

si
s 

 C
or

re
la

tio
n 

co
ef

fi c
ie

nt
 b

et
w

ee
n 

so
ci

al
 c

ap
ita

l 
an

d 
cl

in
ic

al
 r

is
k 

m
an

ag
em

en
t: 

0.
47

2 
( p

  <
 0

.0
1)

 
 So

ci
al

 c
ap

ita
l w

as
 s

ig
ni

ca
nt

ly
 a

ss
oc

ia
te

d 
w

ith
 

hi
gh

er
 c

lin
ic

al
 r

is
k 

m
an

ag
em

en
t i

n 
th

e 
fi n

al
 

m
od

el
 (

no
 e

st
im

at
es

 w
er

e 
re

po
rt

ed
).

 

 N
ot

 a
pp

lic
ab

le
 

 O
m

m
en

 e
t a

l. 
( 2

00
9 )

 
G

er
m

an
y 

 C
ro

ss
- 

se
ct

io
na

l 
st

ud
y 

(2
00

2)
 

 27
7 

cl
in

ic
ia

ns
 

w
or

ki
ng

 in
 f

ou
r 

ho
sp

ita
ls

 
 C

or
po

ra
te

 
G

ov
er

na
nc

e 
U

si
ng

 
B

io
ps

yc
ho

so
ci

al
 

In
di

ca
to

rs
 

(C
oB

I)
 

 40
.0

 
(9

.9
) 

 16
3/

11
4 

 Si
x 

ite
m

s 
to

 
as

se
ss

 tw
o 

ke
y 

fe
at

ur
es

 
of

 s
oc

ia
l 

ca
pi

ta
l: 

 1.
 C

om
m

on
 

va
lu

es
 

 2.
 P

er
ce

iv
ed

 tr
us

t 
at

 th
e 

ho
sp

ita
l 

 Jo
b sa

tis
fa

ct
io

n 
(o

ne
 it

em
) 

 Se
x,

 a
ge

, y
ea

rs
 o

f 
pr

of
es

si
on

al
 

ex
pe

ri
en

ce
, 

w
or

kl
oa

d 

 Pe
ar

so
n 

co
ef

-
fi c

ie
nt

 
 M

ul
tip

le
 

lin
ea

r 
re

gr
es

-
si

on
 

an
al

y-
si

s 

 C
or

re
la

tio
n 

co
ef

fi c
ie

nt
 b

et
w

ee
n 

so
ci

al
 c

ap
ita

l 
an

d 
jo

b 
sa

tis
fa

ct
io

n:
 0

.5
24

 (
 p  

<
 0

.0
1)

 
 So

ci
al

 c
ap

ita
l w

as
 s

ig
ni

fi c
an

tly
 a

ss
oc

ia
te

d 
w

ith
 

hi
gh

er
 jo

b 
sa

tis
fa

ct
io

n 
in

 th
e 

fi n
al

 m
od

el
 

 N
ot

 a
pp

lic
ab

le
 

 K
ow

al
sk

i, 
O

m
m

en
, 

et
 a

l. 
( 2

01
0 )

 
G

er
m

an
y 

 C
ro

ss
-

se
ct

io
na

l 
st

ud
y 

(2
00

2)
 

 95
9 

nu
rs

es
 w

or
ki

ng
 

in
 f

ou
r 

ho
sp

ita
ls

 
 C

or
po

ra
te

 
G

ov
er

na
nc

e 
U

si
ng

 
B

io
ps

yc
ho

so
ci

al
 

In
di

ca
to

rs
 

(C
oB

I)
 s

tu
dy

 

 38
.0

 
(9

.8
) 

 11
2/

84
3 

(f
ou

r 
m

is
si

ng
)  Si

x 
ite

m
s 

to
 

as
se

ss
 tw

o 
ke

y 
fe

at
ur

es
 

of
 s

oc
ia

l 
ca

pi
ta

l: 
 1.

 C
om

m
on

 
va

lu
es

 
 2.

 P
er

ce
iv

ed
 tr

us
t 

at
 th

e 
ho

sp
ita

l 

 E
m

ot
io

na
l 

ex
ha

us
tio

n 
ba

se
d 

on
 

M
as

la
ch

 
B

ur
no

ut
 

In
ve

nt
or

y 
 –G

en
er

al
 

Su
rv

ey
 

(M
B

I-
G

S)
 

(fi
 v

e 
ite

m
s)

  Se
x,

 a
ge

, y
ea

rs
 o

f 
pr

of
es

si
on

al
 

ex
pe

ri
en

ce
, j

ob
 

te
nu

re
, w

or
kl

oa
d,

 
de

ci
si

on
 la

tit
ud

e 

 L
og

is
tic

 
re

gr
es

-
si

on
 

an
al

y-
si

s 

 O
R

 p
er

 1
-u

ni
t i

nc
re

as
e:

 0
.5

49
 (

0.
40

3–
0.

74
6)

 
 N

ot
 a

pp
lic

ab
le

 

(c
on

tin
ue

d)



 A
ut

ho
r(

s)
, 

(y
ea

r)
, 

lo
ca

tio
n 

of
 

st
ud

y 
si

te
(s

) 
 St

ud
y 

de
si

gn
 

 Po
pu

la
tio

n/
se

tti
ng

 

 M
ea

n 
ag

e 
(S

D
) 

 Se
x(

M
/W

) 
 So

ci
al

 c
ap

ita
l 

m
ea

su
re

 
 O

ut
co

m
e 

 C
ov

ar
ia

te
s 

 A
na

ly
se

s 
 In

di
vi

du
al

- l
ev

el
 e

ff
ec

t e
st

im
at

es
 

 C
on

te
xt

ua
l-

le
ve

l e
ff

ec
t 

es
tim

at
es

 

 K
ow

al
sk

i, 
D

ri
lle

r, 
et

 a
l. 

( 2
01

0 )
 

G
er

m
an

y 

 C
ro

ss
-

se
ct

io
na

l 
st

ud
y 

(2
00

5–
20

06
) 

 17
5 

ca
re

gi
vi

ng
 a

nd
 

pe
da

go
gi

ca
l s

ta
ff

 
of

 G
er

m
an

 
se

rv
ic

es
 

 D
em

an
ds

 a
nd

 
So

ci
al

 
N

et
w

or
k—

O
pp

or
tu

ni
tie

s 
in

 
th

e 
C

ar
e 

fo
r 

th
e 

D
is

ab
le

d 
(I

N
A

 
St

ud
y)

 

 41
.9

 
 (9

.8
) 

 63
/1

09
 

(t
hr

ee
 

m
is

s-
in

gs
) 

 Si
x 

ite
m

s 
to

 
as

se
ss

 tw
o 

ke
y 

fe
at

ur
es

 
of

 s
oc

ia
l 

ca
pi

ta
l: 

 1.
 C

om
m

on
 

va
lu

es
 

 2.
 P

er
ce

iv
ed

 tr
us

t 
at

 th
e 

ho
sp

ita
l 

 E
m

ot
io

na
l 

ex
ha

us
tio

n 
ba

se
d 

on
 

M
as

la
ch

 
B

ur
no

ut
 

In
ve

nt
or

y 
 –G

en
er

al
 

Su
rv

ey
 

(M
B

I-
G

S)
 

(fi
 v

e 
ite

m
s)

  Se
x,

 a
ge

, y
ea

rs
 o

f 
pr

of
es

si
on

al
 

ex
pe

ri
en

ce
, j

ob
 

te
nu

re
, w

or
kl

oa
d,

 
de

ci
si

on
 la

tit
ud

e 

 L
og

is
tic

 
re

gr
es

-
si

on
 

an
al

y-
si

s 

 O
R

 p
er

 1
-u

ni
t i

nc
re

as
e:

 0
.5

59
 (

0.
29

0–
1.

07
7)

 
 N

ot
 a

pp
lic

ab
le

 

 D
ri

lle
r 

et
 a

l. 
( 2

01
1 )

 
G

er
m

an
y 

 C
ro

ss
-

se
ct

io
na

l 
st

ud
y 

(2
00

2)
 

 27
7 

cl
in

ic
ia

ns
 

w
or

ki
ng

 in
 f

ou
r 

ho
sp

ita
ls

 
 C

or
po

ra
te

 
G

ov
er

na
nc

e 
 U

si
ng

 
B

io
ps

yc
ho

so
ci

al
 

 In
di

ca
to

rs
 (

C
oB

I)
 

st
ud

y 

 40
.0

 
(9

.9
) 

 16
3/

11
4 

 Si
x 

ite
m

s 
to

 
as

se
ss

 tw
o 

ke
y 

fe
at

ur
es

 
of

 s
oc

ia
l 

ca
pi

ta
l: 

 1.
 C

om
m

on
 

va
lu

es
 

 2.
 P

er
ce

iv
ed

 tr
us

t 
at

 th
e 

ho
sp

ita
l 

 So
ci

al
 c

ap
ita

l 
w

as
 g

ro
up

ed
 

by
 p

er
fo

rm
in

g 
m

ed
ia

n 
sp

lit
 

in
 lo

gi
st

ic
 

re
gr

es
si

on
 

an
al

ys
is

. 

 E
m

ot
io

na
l 

ex
ha

us
tio

n 
ba

se
d 

on
 

M
as

la
ch

 
B

ur
no

ut
 

In
ve

nt
or

y 
 –G

en
er

al
 

Su
rv

ey
 

(M
B

I-
G

S)
 

(fi
 v

e 
ite

m
s)

  Se
x,

 a
ge

, m
ar

ita
l 

st
at

us
, y

ea
rs

 o
f 

pr
of

es
si

on
al

 
ex

pe
ri

en
ce

, 
ho

sp
ita

l, 
se

lf
-e

ffi
 c

ac
y 

 L
og

is
tic

 
re

gr
es

-
si

on
 

an
al

y-
si

s 

 L
ow

 v
s.

 h
ig

h:
 O

R
: 1

.6
2 

(1
.1

0–
2.

30
) 

 N
ot

 a
pp

lic
ab

le
 

   
 

G
E

E
  g

en
er

al
iz

ed
 e

st
im

at
in

g 
eq

ua
tio

n,
  N

A
  n

ot
 a

va
ila

bl
e,

  O
R

  o
dd

s 
ra

tio
,  S

D
  s

ta
nd

ar
d 

de
vi

at
io

n,
  S

E
  s

ta
nd

ar
d 

er
ro

r  

Ta
bl

e 
2.

2 
(c

on
tin

ue
d)



53

outcomes (Ernstmann et al.,  2009 ; Virtanen et al.,  2009 ). A Finnish study examined 
the association between ward-level collaboration among ward staff as indicated by 
trust between work unit members (horizontal social capital) and the risk of hospital- 
associated infection among patients, demonstrating a benefi cial effect even after 
adjusting for hospital factors and patient-related risk factors (Virtanen et al.,  2009 ). 
Another study from Germany suggested that higher individual-level social capital 
among nurses is benefi cial for integrating clinical risk management into their daily 
work (Ernstmann et al.,  2009 ). The remaining fi ve studies examined the effect of 
individual-level social capital on emotional exhaustion (Driller, Ommen, Kowalski, 
Ernstmann, & Pfaff,  2011 ; Kowalski, Driller, et al.,  2010 ; Kowalski, Ommen, et al., 
 2010 ), job satisfaction (Ommen et al.,  2009 ), and self-rated health (Chen, Lin, & 
Chung,  2008 ). Overall, these studies have found that individual-level social capital 
at the workplace has benefi cial effects on these health outcomes.

2.5         Cross-National Comparison of Workplace 
Social Capital: Japan and Finland 

 The short measure developed, validated, and frequently used in the Finnish Public 
Sector cohort (Kouvonen et al.,  2006 ) was translated into Japanese in 2009 at the 
University of Tokyo. Two Japanese versions were made, one from English to 
Japanese and the other from Finnish to Japanese, using a translation company and a 
native Finnish expert. The researchers compared each item of both versions and 
made a tentative Japanese version and an English back-translated questionnaire 
from the Japanese version. After several consultations with the Finnish researchers, 
the Japanese version of the short measure of social capital was fi nalized. 

 Researchers from Okayama University in Japan used the Japanese translation of 
this measure in a survey conducted in a company providing call center services in 
northeast Japan (an area not severely damaged by the earthquake and tsunami in 
Japan on March 11, 2011). This made cross-national comparison possible. By look-
ing at data from a cross-national perspective, this investigation is intended to help 
understand the extent to which this measure of workplace social capital captures the 
essence of the social relationships in workplaces in different countries and how 
much they are infl uenced by employee characteristics. 

 The Japanese data were gathered in a company which employs 1,193 operators 
who work in 53 teams; division into teams was based on client companies. The survey 
was administered to 598 randomly selected employees in May 2011, and 560 (69 % 
women, mean age 33.4 years) people from 52 teams responded (response rate 94 %). 

 Then, to allow for best possible comparativeness between the countries, the 
Finnish participants were sourced from kindergartens. Kindergartens were consid-
ered to best represent team-based work organizations in the Finnish public sector. 
A total of 4,639 members of staff in 452 kindergartens responded to a survey 
between September and November, 2008 (response rate 73 %). Of the respondents, 
we excluded those who were not involved in the caretaking of children organized as 
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teams ( n  = 369) leaving 4,270 employees (98 % women, mean age 44.0 years) in the 
fi nal sample. In both countries, the workplace social capital measure showed good 
psychometric properties concerning their reliability (Japan: Cronbach’s  α  = 0.92, 
Finland: Cronbach’s  α  = 0.86). 

2.5.1     Results from Cross-National Comparisons 

 There was a slight difference between the countries in the degree of similarity in 
perceptions of workplace social capital among members of the same work unit. The 
intraclass correlation coeffi cient (ICC) estimating the degree of resemblance in 
individual perceptions of workplace social capital was 13 % in the Japanese sample 
and 20 % in the Finnish sample. The ICC provides information on the resemblances 
of individual responses within work units (Diez Roux,  2002 ). Thus, an employee’s 
perception of social capital at work resembled that of his/her coworkers in the same 
kindergarten in Finland more strongly than in the teams in the Japanese call center. 
This indicates that either something about the work units themselves was inherently 
different or that individuals working in the same work unit or team were more simi-
lar to each other. It is, however, noteworthy that previously reported ICCs in non- 
work contexts have been substantially lower. For example, in a study of 
neighborhood-level social capital collective effi cacy and violent crime in Chicago, 
ICC was 7.5 % (Sampson, Raudenbush, & Earls,  1997 ). 

 The observed levels of workplace social capital and its components tended to be 
higher in the Finnish sample (Table  2.3 ). Specifi cally, in Finland, employees reported 
higher total social capital at work than their counterparts in Japan (observed means 
were 3.94 vs. 3.78). Although the sample sizes were different, the sample standard 
deviations (SD) were similar (SD 0.64 vs. 0.66). The means of horizontal and vertical 
workplace social capital were 3.83 and 4.13 in Finland and 3.71 and 3.90 in Japan.

   Looking at workplace social capital by item showed that in both countries the 
highest scores were observed in information sharing (“People keep each other 
informed about work-related issues in the work unit”) and in items describing rela-
tionships between the supervisor and employee (“Our supervisor treats us with 
kindness and consideration,” “Our supervisor shows concerns for our rights as an 
employee,” and “We can trust our supervisor”), whereas the lowest scores were 
related to perceptions about cooperation in the work unit.  

2.5.2     Individual-Level Correlates of Workplace 
Social Capital by Country 

 We further sought to understand the interplay between individual characteristics 
and workplace social capital and how this might vary between Finland and Japan. 
At the individual level, social capital is believed to be determined by factors such as 

T. Oksanen et al.
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education, socioeconomic status (SES), and employment status. Therefore, we 
investigated age, sex, SES, and type of job contract as correlates of workplace social 
capital. The choice of these variables was mainly determined by availability in both 
datasets. Furthermore, being healthy may be an important prerequisite for coopera-
tion at the workplace. Still, causality is likely to be bidirectional; for example, par-
ticipating in social activities at the workplace may also promote better health. 
Therefore, self-rated health was imported to the data from surveys. In the analysis, 
we used multilevel linear regression models in which individuals were at level 1 and 
work units at level    2 (Tables  2.4  and  2.5 ).

    In the Finnish kindergartens, employees in higher SES groups and over 50 years of 
age had higher workplace social capital and horizontal social capital than that reported 
by younger coworkers in lower SES groups. There were no differences between men 
and women. Better health was associated with higher workplace social capital and 
especially with higher vertical social capital in the workplace. In the Japanese call 
center, younger age was related to higher vertical social capital at work. In Japan, men 
tended to have higher social capital, in all aspects, than women. SES and type of job 
contract did not play a major role in reporting of social capital. In both countries, 
health was a signifi cant correlate of workplace social capital and its components.  

2.5.3     What Do These Comparisons Indicate? 

 The levels of workplace social capital were higher in the Finnish kindergartens, 
where employees perceived more social capital at work than the employees in the 
Japanese call center. In addition, the perceptions of individual employees in Finland 

   Table 2.3    Mean scores of individual-level workplace social capital by item in Finland and Japan   

 Finnish 
( n  = 4,270) 

 Japanese 
( n  = 560) 

 Mean (SD)  Mean (SD) 

 Workplace social capital  3.94 (0.64)  3.78 (0.66) 
  Horizontal social capital at work   3.83 (0.69)  3.71 (0.69) 
   People keep each other informed about work-related issues in 

the work unit 
 4.12 (0.73)  3.87 (0.78) 

  We have a “we are together” attitude  3.99 (0.90)  3.81 (0.82) 
  People feel understood and accepted by each other  3.74 (0.93)  3.64 (0.80) 
   People in the work unit cooperate in order to help develop and 

apply new ideas 
 3.65 (0.91)  3.60 (0.84) 

   Do members of the work unit build on each other’s ideas 
in order to achieve the best possible outcome? 

 3.64 (0.81)  3.62 (0.85) 

  Vertical social capital at work   4.13 (0.88)  3.90 (0.76) 
  Our supervisor treats us with kindness and consideration  4.17 (0.93)  3.92 (0.81) 
  Our supervisor shows concern for our rights as an employee  4.13 (0.95)  3.92 (0.79) 
  We can trust our supervisor  4.10 (1.03)  3.85 (0.89) 

    SD  standard deviation  
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   Table 2.5    Mean scores of horizontal and vertical workplace social capital by country and 
correlates   

 Finland  Japan 

 Horizontal  Vertical  Horizontal  Vertical 

 Mean (SE) a   Mean (SE) a   Mean (SE) a   Mean (SE) a  

 Age (years)   p  < 0.0001   p  = 0.69   p  = 0.15   p  = 0.03 
  <40  3.75 (0.04)  4.18 (0.05)  3.72 (0.06)  3.91 (0.06) 
  40−50  3.84 (0.04)  4.16 (0.05)  3.61 (0.08)  3.72 (0.08) 
  >50  3.92 (0.04)  4.18 (0.05)  3.54 (0.13)  3.71 (0.15) 
 Sex   p  = 0.72   p  = 0.36   p  = 0.02   p  = 0.0005 
  Men  3.85 (0.07)  4.21 (0.08)  3.77 (0.07)  4.00 (0.07) 
  Women  3.83 (0.03)  4.14 (0.03)  3.62 (0.06)  3.74 (0.06) 
 Socioeconomic status   p  < 0.0001   p  = 0.02   p  = 0.13   p  = 0.89 
  Upper  4.02 (0.05)  4.24 (0.07)  –  – 
  Middle  3.72 (0.04)  4.17 (0.05)  3.74 (0.07)  3.88 (0.07) 
  Lower  3.77 (0.04)  4.12 (0.05)  3.65 (0.05)  3.87 (0.06) 
 Job contract   p  = 0.72   p  = 0.001   p  = 0.17   p  = 0.04 
  Permanent  3.84 (0.04)  4.11 (0.05)  3.64 (0.08)  3.78 (0.08) 
  Other  3.83 (0.05)  4.24 (0.06)  3.75 (0.05)  3.96 (0.06) 
 Self-rated health   p  < 0.0001   p  < 0.0001   p  = 0.006   p  = 0.005 
  Good  3.94 (0.04)  4.28 (0.05)  3.79 (0.07)  3.98 (0.06) 
  Poor  3.73 (0.04)  4.07 (0.06)  3.59 (0.05)  3.77 (0.08) 

    SE  standard error 

  a Adjusted for age, sex, socioeconomic status, job contract, and self-rated health  

   Table 2.4    Mean scores of workplace social capital by correlates in Finland (4,270 employees 
in 425 kindergartens) and Japan (560 employees in 52 call center teams)   

 Finland  Japan 

  N   Mean (SE) a    N   Mean (SE) a  

 Age (years)   p  < 0.0001   p  = 0.09 
  <40  1,340  3.91 (0.04)  417  3.80 (0.06) 
  40−50  1,745  3.96 (0.04)  115  3.66 (0.08) 
  >50  1,185  4.02 (0.04)  28  3.64 (0.13) 
 Sex   p  = 0.48   p  = 0.003 
  Men  100  3.98 (0.06)  172  3.87 (0.06) 
  Women  4,170  3.94 (0.02)  388  3.67 (0.06) 
 Socioeconomic status   p  < 0.0001   p  = 0.30 
  Upper  267  4.10 (0.05)  0 
  Middle  1,659  3.89 (0.04)  182  3.80 (0.06) 
  Lower  2,344  3.90 (0.04)  378  3.74 (0.05) 
 Job contract   p  = 0.15   p  = 0.09 
  Permanent  3,816  3.94 (0.04)  99  3.71 (0.07) 
  Other  454  3.99 (0.04)  461  3.83 (0.05) 
 Self-rated health   p  < 0.0001   p  = 0.004 
  Good  3,459  4.07 (0.04)  431  3.87 (0.05) 
  Poor  787  3.86 (0.04)  129  3.67 (0.07) 

    SE  standard error 
  a Adjusted for age, sex, socioeconomic status, job contract, and self-rated health  
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were closer to those of their coworkers than in Japan. These fi ndings may refl ect 
differences in the organization of work, in the shared values that guide day-to-day 
work, and in the probabilities of employees interacting with each other. For exam-
ple, in the Japanese call center, division into teams is based on client companies. In 
practice, this means that social interaction between teams is rare. Of course, the 
differences may simply refl ect compositional or unmeasured differences between 
the samples and we need to be cautious in the interpretation of the fi ndings. 

 In both countries, the horizontal aspect of workplace social capital which cap-
tures the intra- and intergroup relations at the workplace was best manifested in 
items assessing shared norms of reciprocity, measured by perceptions of keeping 
each other informed about work-related issues, and social cohesion and connected-
ness, measured from perceptions of a united attitude at the workplace. Smaller dif-
ferences were observed in items measuring vertical social capital. However, in 
Japan, men perceived higher workplace social capital and especially higher vertical 
social capital than women. In Japan, prevailing traditional power structures mean 
that vertical social capital is still largely accessed by men. This means that measur-
ing female social capital at the workplace level may underestimate the total amount 
of vertical social capital in a Japanese work community. 

 There was no consistent pattern as to which correlates were associated with 
social capital in country comparisons, except for health. Those with better health 
had higher scores of both vertical and horizontal social capital at work. However, 
cross-sectional data does not permit verifi cation of the direction of the effect. 
Furthermore, although we accounted for these differences in the analyses, we were 
only able to take a limited set of potential confounders into account in the models.  

2.5.4     What Can We Learn from These Findings? 

 First, the levels of workplace social capital were reasonably high in both samples, 
indicating that social capital can provide an important resource for these work-
places. From the employee’s perspective, the workplace is a natural site for the 
accumulation of social capital. Employees feel a sense of community and enjoy 
mutual help and reciprocity in their jobs (Putnam,  2000 ). Moreover, workplace 
social capital can mean access to social connections that help the processes of get-
ting by or getting ahead (Stone & Hughes,  2002 ). From the employer’s perspective, 
social capital provides a potential resource since it encourages and motivates regu-
lar collaborative contacts among peers and between employees and their supervi-
sors. These contacts and connections are potential resources as they offer the 
employees and their organizations information and credit of various kinds. Thus, 
workplace social capital refl ects the ability of its members to participate, cooperate, 
organize, and interact. Moreover, social capital offers benefi ts to organizations by 
improving knowledge fl ow due to existing trust, cooperation, and shared values 
(Prusak & Cohen,  2001 ). Trust cannot simply materialize: it evolves through pro-
cesses that embody high levels of interaction, transparency, and foreseeable action. 
For example, high social capital means that employees can trust that things work 
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out as planned and feel that their expertise is valued. Furthermore, supervisors can 
express trust in their subordinates by ensuring that the division of labor follows fair 
opportunities to use personal skills. However, trust at the workplace may also be a 
consequence rather than a facet (Putnam,  2001 ; Woolcock,  2001 ). Finally, the the-
ory posits that social capital is productive, making it possible to achieve certain ends 
that are not attainable in its absence (Coleman,  1990 ). 

 Second, in the Finnish kindergartens, the level of workplace social capital was 
higher than that reported in prior studies comprising employees from the whole 
Finnish Public Sector cohort, for example, those working in hospitals, schools, and 
administrative offi ces (Oksanen et al.,  2012 ). This suggests that there may be some-
thing specifi c in kindergartens that is benefi cial to the development of workplace 
social capital. Much of the work in kindergartens is hands-on and done in teams 
divided according to the ages of the children. At the same time, it involves a speci-
fi ed set of joint tasks, such as eating together and taking the children outside to play, 
thereby encouraging frequent interaction between coworkers. Alternatively, the 
explanation may be that the natural aptitude of kindergarten teachers for working 
with children is refl ected in their way of interacting with the whole work community. 
Furthermore, the level of vertical social capital was relatively high. Kindergartens 
can be vertically highly organized in general: sometimes they have a strong pre-
school policy proposed by the chief manager or school board. Alternatively, the abil-
ity to enable the redistribution of resources, ideas, and information is a key function 
of vertical social capital. In kindergartens, these resources may be leveraged to cre-
ate effective educational methods thereby creating vertical social capital. 

 Third, many researchers have called for greater emphasis to be placed on attempts 
to distinguish between the different dimensions of social capital and their associa-
tion with health outcomes (Kawachi, Kim, Coutts, & Subramanian,  2004 ). Based on 
the data from these two workplaces, it is equally as important to strengthen vertical 
social capital as it is to focus on horizontal social capital. Without vertical social 
capital connecting employees to supervisors and leaders to resources, social net-
works, norms, and trust may not actually be able to improve any aspect of well- 
being in a work community. In addition, without horizontal links, important 
information channels, support channels, or other benefi ts of solidarity will be lost. 

 Finally, cross-cultural and cross-national comparisons require the use of a uni-
form measure of workplace social capital. Although it has been questioned whether 
such measures can be constructed that are locally and contextually relevant, at the 
same time allowing for cross-cultural comparability (Krishna & Shrader,  2000 ), 
there is a clear need for a tool that accounts for the different dimensions and com-
ponents of social capital among a wide range of community.   

2.6     Conclusions 

 This chapter describes the recent extension of social capital research from residen-
tial and geographical areas into workplaces. Workplaces provide a signifi cant basis 
of relational context—one of the contextual triads—among working populations 
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(Suzuki,  2012 ). However, research into workplaces is only emerging in the fi eld of 
social capital. Studies have been conducted in a handful of countries and a few set-
tings. It is therefore too early to draw any defi nite conclusion about the associations 
with health. 

 Further longitudinal studies are needed to investigate data from a larger variety 
of countries, jobs, and occupations. Many researchers have called for a greater 
emphasis being placed on attempts to distinguish between the different dimensions, 
aspects, and components of social capital and their associations with health out-
comes. This also applies to social capital at the workplace. More studies are needed 
to explore horizontal and vertical social capital at workplaces and their associations 
with mental and physical illness and recovery. 

 To date, most of social capital studies at the workplace have measured the cogni-
tive aspect of workplace social capital only. The cognitive aspect of social capital 
refers to what people “believe” and the structural component what people “do.” 
Thereby,  cognitive  social capital covers aspects related to beliefs, attitudes, and val-
ues such as trust, solidarity, and reciprocity that are shared among members of the 
same community or work unit.  Structural  social capital, in turn, represents the 
extent and intensity of associational links or activity. So far, the structural compo-
nent has included aspects related to the practices of collective action and exchanges 
of information at the workplace. Future studies might fi nd innovative ways to mea-
sure the structural component objectively, for example, by estimating time spent at 
cooperation and coordination enhancing utilization of available resources. 
Furthermore, future studies of workplace social capital may benefi t from alternative 
approaches of measurement such as social network mapping to clarify which con-
fi guration of workplace social capital is likely to affect workers’ health (Lakon, 
Godette, & Hipp,  2008 ). 

 Workplace policies increasingly let workers engage themselves in community 
work to promote collective action and social cohesion. These work–community 
interactions deserve more attention in future studies. Indeed, employers are able to 
infl uence factors that produce workplace social capital (Siervo et al.,  2012 ). 

 Ideally, social capital at the workplace may provide an avenue for health promo-
tion and for tackling increasing social and geographical inequalities in health 
among the working population (Krieger et al.,  2008 ; Mackenbach et al.,  2008 ; 
Suzuki, Kashima, Kawachi, & Subramanian,  2012 ; Thomas, Dorling, & Davey-
Smith,  2010 ). However, intervention studies are needed in order to confi rm or 
refute this hypothesis.     
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