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SOCIAL CAPITAL AS A HEALTH ASSET FOR YOUNG PEOPLE’S
HEALTH AND WELLBEING

O CAPITAL SOCIAL ENQUANTO “TRUNFO PARA A SAÚDE”
QUE CONTRIBUI PARA A SAÚDE E O BEM-ESTAR DOS JOVENS

Antony Morganª

Abstract: Investing in the health and wellbeing of children and young people is
essential for the success and sustainability of future generations. We already have much
knowledge about the many factors that can impact on their ability to deal with the
different pressures that they face from very early years to mid-adolescence. These
factors relate to their own genetic susceptibilities to achieving health, to their family, to
their environment (particularly school) and life events. Early to mid adolescence marks
a particularly difficult period when young people have to deal with considerable change
in their lives such as growing academic expectations; changing social relationships with
family and peers and physical and emotional changes associated with maturation. The
question is therefore how do we provide them with the optimum conditions to be able
to understand, make sense and deal with these situations as they arise.

The idea of ‘health assets’ has emerged recently as one way of focussing the minds
of researchers, policy makers and practitioners on the best ways of doing this. Essentially,
a health asset can be defined as any factor which enhances the ability of individuals,
communities and populations to maintain and sustain health and wellbeing. The argument
then being that the more opportunities young people have in childhood and adolescence
to experience and accumulate the positive effects of these assets that outweigh negative
risk factors, the more likely they are to achieve and sustain health and mental well-being
in later life.

The concept of social capital can be seen as a ‘health asset’ as it has already been
identified as a ‘resource for societies, contributing to a range of beneficial economic,
social and health outcomes. However there is work to be done to understand how best
to apply it to the health and wellbeing of young people. The pros and cons of the
concept have been well rehearsed in research regarding its utility for adult health and
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therefore this paper seeks to apply that learning to a young people’s wellbeing agenda.
In doing so it sets out a building block framework for policy research and practice to
refocus their energies into evidence and programmes that help build the skills and
competences required by young people so that they can seize the  opportunities for
healthy and successful lives.

Resumo: O investimento na saúde e bem-estar das crianças e dos jovens é essencial
para o sucesso e a sustentabilidade das gerações futuras. Temos muito conhecimento
sobre os diversos factores que podem ter impacto sobre sua capacidade para lidar com
as diferentes pressões que enfrentam na infância e adolescência. Estes factores estão
relacionados com as suas próprias susceptibilidades genéticas para ter uma boa saúde,
com a sua família, com o seu meio ambiente (especialmente a escola) e com os eventos
de vida. A fase inicial e intermédia da adolescência marcam um período particularmente
difícil no qual os jovens têm de lidar com mudanças consideráveis nas suas vidas, tais
como as expectativas de crescimento académico; mudanças nas relações sociais com
família e amigos e mudanças físicas e emocionais associadas à sua maturação. A questão
é, portanto, como podemos dar-lhes as condições óptimas, a capacidade de compreensão,
a competência de gestão das situações à medida que vão surgindo.

A ideia de um “trunfo” ou um recurso para a saúde surgiu recentemente como
uma forma de focar a mente dos investigadores, decisores políticos e profissionais sobre
as melhores maneiras de o fazer. Essencialmente, um “trunfo” ou um recurso para a
saúde pode ser definido como qualquer outro factor que aumente a capacidade dos
indivíduos, comunidades e populações para manter e melhorar a sua saúde e bem-estar.
Daqui se conclui que quanto mais oportunidades os jovens tiverem durante a infância
e adolescência de experimentar e acumular os efeitos positivos desse capital de saúde,
melhor superam, mais tarde, os factores de risco negativos e maior capacidade têm de
manter e melhorar a saúde e o bem-estar mental.

O conceito de capital social pode ser visto como um  “trunfo para a saúde “, visto
que já foi identificado como um “recurso para as sociedades, contribuindo para uma
série de resultados benéficos a nível de económico, social e de saúde. No entanto, há
trabalho a fazer para entender a melhor forma de o aplicar à saúde e ao bem-estar dos
jovens. Os prós e contras do conceito têm sido bem analisados na investigação sobre
a saúde do adulto e, portanto, este trabalho visa a aplicação dessa aprendizagem ao
campo do bem-estar dos jovens. Ao fazê-lo, estabelece uma estrutura para a investigação
e prática de políticas que reorientem as suas energias para o conhecimento e para
programas que ajudem a construir as competências que os jovens, precisam para que
possam aproveitar as oportunidades para uma vida saudável e bem sucedida.
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Social Capital as a Health Asset for Young People’s Health and Wellbeing

Introduction

Social capital has the potential to be a resource for societies, contributing
to a range of beneficial economic, social and health outcomes. The concept of
social capital has emerged as an idea which can help us further articulate the
relationship between health and its broader determinants. However, its successful
practical application to real life situations has been hampered by an over
indulgence in the academic literature debating it’s definition, it’s value as a
concept and it’s relative importance for health over and above a range of other
well established health determinants. Of course, all these things are important
and need to be clarified – but this paper argues that it is more important to start
with an explicit idea about why social capital might be useful for policy and
practice – then the framing of specific research investigations and theoretical
debates might be grounded in the real world. Given the importance and emphasis
of investing in early child development and life course approaches to health –
particularly in the context of addressing the social determinants of health (Irwin,
2007) – this paper focuses on the health and wellbeing of young people as a
means of articulating a better framework for social capital research in the future.

Much of the evidence accumulated on social capital over the last 10 years
and the subsequent deliberations about its usefulness as a health related concept
have occurred in the context of adult health (Kawachi, 1996; Gillies, 1997; Kawachi
et al., 1997; Cooper, 1999; Lindstrom et al., 2001; Morgan and Swann, 2004).
Disciplinary territorial wars and debating points aside, this literature points
towards social capital or at least its underlying constructs (for example social
relationships, levels of trust, group membership and civic engagement) as being
beneficial for health across different ethnic groups, generations and gender. However,
the exact relationship between different indicators of social capital and different
outcomes vary and some authors suggest that whilst the indicators of social
capital have some predictive value for health, when socio-economic status is taken
into account this relationship is considerably weakened (Mohan, 2004). There
remains a question therefore as to whether the findings from the current evidence
base are a function of our inability to properly, conceptualise, define and measure
the concept, or at least be consistent as how these things are operationalised in
research studies. Social capital research on young people’s health was later to
develop but in the main has followed a similar pattern to the adult health literature,
showing some benefits for health ( Morgan and Haglund, 2009; Zambon et al.,
2010) but with continuing lack of consistency over definition and measurement
issues, thereby making synthesis of the available evidence difficult.

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42
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The majority of studies in both the adult and young people’s literature have
been carried out using either ecological or cross sectional study designs to
investigate the associations between the indicators of social capital and a range
of mortality, health and behavioural indicators. Unfortunately therefore, despite
the vast growth in social capital related studies, there remains little empirical
evidence to advance our understanding of the exact mechanisms through which
investments in social capital can achieve improved and sustained health status.
This seems therefore to be our next task – however a further proliferation of
research that does not pay attention to the theoretical basis upon which social
capital is based will not achieve this. There is an opportunity for those interested
in the health and wellbeing of young people, to seize the moment and take the
lessons learned from the research accumulated to date, in order to build a better
framework for organising and making more explicit why and how social capital
has the potential to secure the healthy development of young people.

This paper sets out a framework for how this can be achieved. It places,
social capital as a potential’ health asset’ – that is any factor (or resource), which
enhances the ability of individuals, communities and populations to maintain
and sustain health and well-being (Morgan and Ziglio, 2007, Morgan, Davies
& Ziglio, 2010). In doing so, it embraces life course approaches to young people’s
health (Graham, 2004) and argues that the more we invest in social capital and
its related constructs early on in life, the more young people can experience its
positive effects within their families, from their friends, at school and in their
local neighbourhoods and communities. The notion also fits with the goals of
the Commission on the Social Determinants of Health (CDSH, 2008) which
highlights that finding the best ways of promoting caring and responsive
environments that protect young people and which create opportunities for them
to explore their worlds is key to minimising the risks of unequal experiences of
health in later life. In this respect it firmly places social capital in the context of
the health inequity agenda, as Marmot (2009) argues that reducing inequities
require actions that give every child the best start in life and that enable all
children and young people to maximise their capabilities and have control over
their lives. Recently, Morgan and Ziglio (2007) have argued that asset approaches
may provide one means of unlocking some of the barriers to current approaches
to tacking inequities in health by focusing on the capabilities and strengths of
individuals and communities rather than identifying problems, needs and over
reliance on health services. Given that the latest international report of the WHO
Health Behaviour in School Aged Children (HBSC) (Currie et al, 2008) summa-
rised that there are strong and consistent associations between family affluence
and the health of young people across 39 European countries, USA and Canada,
the need to think about asset approaches as an investment for young people’s

Antony Morgan
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health is currently an opportunity to contribute to alleviating these unfair diffe-
rences. Given that social capital has been identified as one means of reducing
health inequities, framing it as a health asset for the promotion of young people’s
health and wellbeing might allow us to overcome some of the conceptual,
definitional and measurement issues associated with the concept to date.

Social capital as a health asset

Happy and confident children are most likely to grow into happy and
confident adults, who in turn contribute to the health and well-being of nations
(Rao, 2001). Emotional health and well-being in young people have implications
for self esteem, behaviour, attendance at school, educational achievement, social
cohesion and future health and life chances (Olweus, 1991).

Young people with a good sense of well-being possess problem-solving
skills, social competence and a sense of purpose, which can be utilised as health
assets that can help them rebound from setbacks, thrive in the face of poor cir-
cumstances, avoid risk-taking behaviour and generally continue on to a pro-
ductive life (Scales, 1999, Morgan et al, 2008). So how do young people acquire
these skills? At one level, we have a multitude of research that has been gathered
over many years about some of the individual aspects, precursors, or determinants
of young people’s health and wellbeing. But its is the work of the Search Institute
(www.searchinstitute.org) that most reflects the idea of identifying the key health
protective and promoting factors which provide young people with the best
possibility of growing into healthy, caring and productive individuals. They
have identified 40 development assets which they see as fundamental to positive
youth development. The idea being that the more we can provide young people
with opportunities to experience and accumulate the positive effects of a range
of health assets, the more likely they are to achieve and sustain health and
wellbeing now and in later life. The development assets so far identified by the
Search Institute include: family dynamics, support from community adults, school
effectiveness, peer influence, values development, and a range of specific skills
and competencies required for young people to thrive. These assets grow out of
3 types of applied research – positive youth development, prevention and
resiliency (Resnick, et al., 1997, Lerner et al, 2003, Benson et al, 2006).. The assets
identified are derived from well known fields of knowledge about their effects
on health, however there is still a job to be done to understand: the precise
mechanisms or pathways which operate between these assets and health; whether
some assets are more important than others; how the cumulative effects of
different assets benefit young people as they grow up; and how different social
and cultural contexts impact on the benefits of thems Answering these questions
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Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010)24

certainly requires a refocusing of hypotheses to ask what creates health and
wellbeing rather than what reduces the risk of disease and may require different
methodologies and research techniques to really understand the underlying
reasons why some young people thrive and sustain health even when coming
from similar social and economic backgrounds.

Placing social capital in the context of an asset approach to public health
helps to ward of the criticism by some that social capital has its ‘dark side’
(Portes and Landolt, 1996) – i.e. the notion that strong social networks associated
with bonding social capital (Putnam, 2000) are not necessarily conducive to
community or individual health. In some cases such as the Mafia or teen gangs
– social capital can used as a resource for social control, effectively excluding
certain individuals or parts of the community. In the context of an asset model
for health, social capital provides an opportunity for young people to be seen
as active social agents, who shape the structures and processes around them
(Moore, 1999). Thisfits with the commitment made by recent policy documents
(WHO, 2005; DH 2009) to involve young people in the health development
process – social capital in this instance supports the possibilities for encouraging
positive citizenship and participation in their formative years.

Risk and Protective factors for Young People’s wellbeing

It would be naive to think that asset based approaches, could remove all
the risks that are associated with young people growing up and indeed some
risks are the very things that help to build young people’s resilience which helps
them cope with the difficulties that they may face in everyday life.

The idea of risk and protective factors can help us understand the likelihood
of young people being able to achieve their full health potential. There are many
new pressures and challenges for young people particularly in early to mid
adolescence. They need to deal with considerable change in their lives at this
time: growing academic expectations, changing social relationships with family
and peers and physical and emotional changes associated with maturation.
Many factors have an impact on children’s ability to deal with these changes:
factors specific to the child, to their family, to their environment (particularly
their school) and to life events (Currie and Todd, 2003). The protection warded
by health assets, can be offset by a range of well known risk factors, including
poverty, child abuse, early parental loss and family conflict, parental substance
misuse and living in high-crime neighbourhoods. The strength of evidence on
risk and protective factors for health and wellbeing varies, but social and economic
factors which support warm, affectionate parenting and strong child/carer
attachment are particularly significant. Strengthening protective factors in schools,
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in the home and in local communities can make an important contribution to
reducing risk for those who are vulnerable (Rutter and Smith, 1995, Fonagy and
Higgitt, 2000, Heijmens et al, 2000) and in so doing promote their chances of
leading healthy and successful lives.

Figure 1 shows how the idea of risk and protection can be articulated to
form an analytical framework which allows a more systematic approach to
research which identifies the most important assets for the health and wellbeing
of young people. It can be used to understand two main strands to the jigsaw.
Firstly, it is important to identify in isolation the most important assets for health
and wellbeing, defining them precisely and understanding the measurement
issues involved in using them to explore health processes. Then we can conduct
a range of analyses which make an assessment of their relative importance
against the range of risk factors known to influence young people’s propensity
for health and wellbeing. Secondly, we can start to explore the inter-relationships
between the health assets identified and set up studies which are able to detect
the point at which the build up of protective factors reduces the likelihood of
young people engaging in risk taking behaviours. Social capital as a potential
health asset needs to be tested against this framework.

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42
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Social capital: an analytical framework for exploring the precursors of
young people’s health and wellbeing.

As has already been mentioned, studies exploring the links between social
capital and health started to appear in the mid 1990’s, and continued to grow
in number during the first decade of the 21st Century. The vast majority of these
studies explored social capital’s importance to adult health, although youth
studies started to appear in the latter half of this first decade. Whilst the general
direction of this research suggests that social capital has a role to play in young
people’s health development (Ferguson, 2006, Boyce et al., 2008, Morgan and
Haglund, 2009, Dallago et al, 2009, Zambon et al., 2010), in the main it has
followed the path of adult focussed research with lack of due attention to
conceptual and theoretical consideration. A more systematic evidence based
approach can only be developed if these issues are resolved or at least made
explicit and more attention is paid to a consistency of approach to the definition
and measurement of the concept. More importantly, this evidence base needs to
be driven by an understanding of the endpoint – the reason why you want to
apply social capital to public health practice. Selecting social capital as a potential
health asset for young people provides an opportunity to identify the reason
‘why’ the concept is of interest and helps to build a framework which supports
the better empirically testing of possible the mechanisms through which social
capital acts to produce health and wellbeing.

There is an opportunity for young people’s research on social capital to
advance much more quickly if it takes note of the learning accumulated so far
from the adult field. This learning permits us to start the development of an
organising framework for social capital research. The first four building blocks
of this framework are: perspective, type of social capital, context and indicators
(see Figure 3). These have all been identified in the literature as important in
unravelling the complexity of social capital and in understanding the rationale
for its use.

Building Block 1 – Perspective

Firstly, as stated above we must be clear about why we are interested in the
possibilities of social capital to help us attain and sustain health and wellbeing
so that research can be more easily translated into practical application. Szreter
and Woolcock (2004) identify three perspectives: social support, inequalities and
political economy. The social support perspective focuses more on the importance
of informal networks for facilitating better access to information and services
leading to better possibilities for health; the inequalities perspective argues that
widening economic disparities have led to a breakdown in social justice and
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inclusion; and the political economy perspective sees poor outcomes as the
socially and politically mediated exclusion from material resources. Of course,
Szreter and Woolcock argue that these are not mutually exclusive but being clear
which perspective is of relevance to the context within which researchers are
working provides a better chance for us to understand the precise mechanisms
with which social capital works to produce health. From the point of view of
young people’s research into social capital, this papers argues that the ‘health
asset’ approach provides an additional perspective as one of its central principles
is to see young people as ‘social agents’ and to provide opportunities for them
to be involved in all aspects of the design, development and implementation of
programmes set up to promote health and wellbeing (Moore, 1999, Morgan and
Ziglio, 2007).

These perspectives help us make sense of the varying definitions of social
capital (Bourdieu, 1986, Coleman, 1988; Putnam, 1995) and help us move beyond
academic territorial wars towards finding ways of applying social capital in
practice. Those willing to move beyond their disciplinary traditions will then not
disagree with the notion that the common thread in all definitions relates to the
importance of positive social networks of different types, shapes and sizes in
bringing about social, economic and health development between different groups,
hierarchies and societies. Adding the first building block of ‘perspective’ may
then allow us to ask better research questions towards better explanations of
how the world of social capital works to produce health and wellbeing in
different contexts

Building Block 2 – Type

The second building block for social capital research is that of ‘social
capital type’. So far, these have been identified as bridging and bonding social
capital (Putnam, 2000) and more recently linking social capital (Szreter and
Woolcock, 2004). Bonding social capital is characterised by the internally focussed
strong bonds held by groups of similar ethnic groups, families or communities
of interest. As Putnam describes it, ‘bonding social capital links you to people
just like you, the same gender, or age, or race. These sorts of links are good for
some and not for others’. At the community level particularly in diverse multi-
cultural communities, levels of social capital may be high within groups – but
less so across groups – which can sometimes lead to tension and adverse
outcomes. Bonding social capital in some cases may not be conducive to
community health as it is used as a resource for social control – effectively
excluding certain individuals or parts of groups or communities. Bridging social
capital in contrast to bonding social capital captures a range of less strong
bonds, which are more outward looking between and across groups, friends or

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42
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businesses. In this instance, individuals may foster ties with people unlike
themselves – most likely from different races or generations. It is argued that this
type of social capital is more likely to foster diverse democratic societies. The
emergence and articulation of bridging and bonding social capital might also be
particularly relevant to thinking about young people’s health and wellbeing as
we can’t assume that they occupy the same ‘spaces’ as adults (Morrow, 2000).
The third type of social capital acknowledges that for the development of good
community health, there needs to be a range of positive connections between
members of local communities and the institutions that govern them. Linking
social capital refers to the relations between these groups and the potential to
break down the power imbalance that might exist between groups in different
social strata. ‘High linking social capital’ communities build the capacity to
involve the local people in decisions which affect their lives, facilitating the
leverage resources, ideas and information from formal institutions. This type of
social capital is more likely to be relevant to the political economy as it brings
state – society relations and power into the social capital equation (Szreter and
Woolcock, 2004). The health asset perspective argues that linking social capital
is also important for young people’s health and wellbeing as it recognises that
whilst there maybe limits as to how much they can participate in democratic
society, there is a responsibility to find ways of them being involved in formal
and informal decision making within the contexts they reside particularly at
school but also within their local communities.

Building block 3 – Context

So if we are clear on the perspective and the type of social capital we are
interested in – then we can proceed to the third level of the framework – that
is the recognition of context and the idea that young people may access stocks
of social capital within the family, at school, amongst peers and in the
neighbourhood. Again, each of these are not mutually exclusive and all are
important – some may be more or less important at different stages in young
people’s development and a lack in one context might offset the benefits from
another. From a health assets point of view the earlier young people experience
and accumulate social capital (seen in this context as a protective factor for
health) – the more likely they are to be able attain and sustain health and
wellbeing throughout their life. The emergent research on social capital and
health is clearly helping us to further understand these contexts. However, there
are 2 issues that need to be addressed if we are to move forward towards a more
systematic evidence base for social capital and its links to health and wellbeing.
Firstly, there needs to be more recognition that social capital is a dynamic
concept and levels of social capital for individual or community health may
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change and vary over time. With respect to our third building block of context,
research is required to ascertain the relative importance of family, school, peers
and neighbourhoods and the relationship between them. The second issue relates
to our fourth building block – indicators – this has been specified in the framework
as it is one of the most fundamental pre-requisites of our ability to produce a
good evidence base – precise and valid measurement of the concept is crucial
to making social capital a practical reality.

Building Block 4 -Indicators

Our ability to build an evidence base that establishes the importance of
social capital as a health asset for the promotion of health and wellbeing relies
on good measurement of the concept and its associated constructs. Measurement
of social capital to date has relied on the use of social surveys, measuring
individual perceptions of the quantity and quality of social networks, feelings
of safety and trust in neighbourhoods and the willingness to engage in a range
of informal and formal activities. There are now numerous guides which support
researchers and practitioners carry out surveys with reliable measures of social
capital (Coulthard et, 1999, Inkles, 2000, Harpham, et al, 2002). They describe
a series of principles which help to guide the measurement of social capital
through surveys and show that it is possible a to develop meaningful set of
standard indicators of social capital through surveys. Most studies on young
people’s social capital have used and adapted these guides – all but all few
(Morgan and Haglund, 2009) have made any attempts to provide any theoretical
background to the rationale for the selection of various social capital indicators.
A lack of theoretical underpinning is the main reason for the lack of progress
in the better development of valid measurement and importantly a framework
for our further understanding of how social capital works to produce health
outcomes. That said, there is enough literature around to establish a detailed
taxonomy and framework, that seeks to categorise a series of indicators which
when mapped together can be recognised as predetermining factors associated
with social capital – proxy indicators of social capital or events which occur as
a result or consequence of social capital development. This will allow us to
avoid confusion in future research as to the most appropriate measures to be
used in testing different hypotheses

Building block four encourages us to deal with both the development of
valid measures to isolate the underlying constructs of social capital (including
the different types – building block 2); and to understand how they operate
together in different contexts (building block 3), depending on the particular
perspective (building block 1) that is being taken to achieve young people’s
health and wellbeing. Indicators of social capital that relate to young people may
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or may not be the same as those already identified for adults but a better
categorisation of them before any research is undertaken to examine their links
to health and wellbeing will go some way towards producing a more consistent
and comparable evidence base as researchers investigate the idea in different
country and population contexts.

Morrow’s (1999, 2000) early conceptualisation of social capital as it relates
to young people remains a valid starting point for this categorisation – although
a more thorough review of the research on young people and social capital
would help us develop this further. In the meantime she suggested the following
areas for further investigation:

• Social networks: what is the composition, durability, ease of access to
and frequency of use of young people’s social networks? How are these
networks defined and what do these networks provide, and how does
this differ according to age and gender? What does friendship mean to
this age group?

• Local identity: Do young people have a sense of belonging and identity
with their neighbourhoods / communities / schools and do they feel
safe in neighbourhoods?

Antony Morgan
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• Attitudes to institutions and facilities in the communities: what physical
spaces, such as parks, streets, leisure centres, clubs used for social
interactions, are available to use and used by young people?

• Community and civic engagement: to what extent do young people engage
in local community activities? To what extent do they feel they have a say
in community and institutional decision making?

Essentially, these questions are useful in testing our assumptions about the
context of young people’s lives and importantly the relevance and interpretation
of the definitions of social capital put forward by various authors. For example,
she found that young people put great importance on their interpersonal networks
based on friendship and family to secure their sense of belonging and well-
-being. In contrast membership of formal community networks and associations
appeared to be very limited and therefore immediately less important. Similarly,
experiences of their neighbourhoods differed according to gender, in that girls
did not feel safe in their neighbourhoods; ethnic background (e.g. unpleasant
episodes of racial harassment were reported by boys and girls from minority
ethnic groups), and age (e.g. younger children reported a lack of suitable places
to ‘play’, older children reported a lack of satisfactory places to socialise). Morrow
also found that from the perspective of young people, school is an important
‘community’ in its own right, although there seemed to be a feeling of limited
efficacy and participation in decision-making in their schools and even more so
in their communities.

Developing appropriate indicators to examine the influence of social capital
on young people’s health and wellbeing does not require us to start from a blank
sheet of paper. We need only in the first instance to re-examine and review the
literature that has already been accumulated and to reassemble into a more
systematic framework using the building blocks suggested in this paper. If we
can do this then we have more chance of being certain about the true relationship
between social capital, health and wellbeing and how it can operate as a protective
factor mitigating the harms associated with well know risks (see figure 3).

Two major sources of knowledge to help with the identification and
measurement of indicators of social capital are worthy of note. Firstly, the work
of the Search Institute (www.searchinstitute.org.uk) and the development of their
40 development assets illustrate the types of indicators that need to be considered
in thinking about the health and wellbeing of young people. The external assets
they identify relate to the family and community factors that are protective of
young people’s health and wellbeing and are closely related to the concept of
social capital. The internal assets including such phenomenon as social
competence, adaptability and problem solving skills may help to understand
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some of the intermediate outcomes that link social capital to health. The work
completed by the Search Institute helps us to start the process of building the
taxonomy of indicators required for investigating social capital from a positive
perspective – closely related to the health assets perspectives in the building
block framework.

The second major source of knowledge is the WHO collaborative cross-
national Health Behaviour in School-aged Children (HBSC) study which over
the last 25 years has accumulated evidence that provides insights into how to
promote the health and well-being of young people, particularly by looking at
the social contexts in which they live, learn and play. The study has put forward
a set of indicators (not necessarily labelled as social capital) that can help us
assemble a set of valid measures that can be used to test the links between social
capital and health and the refinement required if future studies are to adhere to
the building block framework highlighted in Figure 2.

Here we provide a few examples, of how these measures have been
articulated and the evidence of their links to health.
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At home

It is well known that positive parenting can act as a buffer against adversity,
such as poverty or peer pressure, and as a mediator of damage in child abuse
(Stewart-Brown, 2002). Parents have a key role and an opportunity to do this at
a very early age to provide young people with the social support they need to
develop the confidence and self-esteem to manage the world they live in. So what
does he HBSC study tell us about the most important family factors to the health
and wellbeing of young people?

Firstly, HBSC consistently confirms that good communication at home is an
important predictor of young people’s health and wellbeing. Better communication
with both mothers and fathers is associated with higher self-rated health for
both boys and girls, and this pattern is consistent across many countries (Pederson
et al., 2004). In Italy, Zambon et al (2006)) found this association declines with
age as young people begin to rely more on friends for social support. They also
found some evidence to suggest that young people from wealthier families are
more likely to find it easy to talk to their fathers, although there was no difference
in relation to mothers. In all age groups and across all countries, young people
find it easier to talk to their mothers rather than to their fathers.

Good communication in the home is likely to foster a sense of family
belonging, a key facet of social capital and shown by Morgan (2006) to be an
important in securing health and wellbeing of young people.

Data from Ireland confirm the associations with good parental commu-
nication and high levels of life satisfaction, happiness and infrequent subjective
complaints. Molcho et al. (2007) found that the accumulation of support from
parents, siblings and peers leads to an even stronger predictor of positive health:
the higher the number of sources of support, the more likely it is that the children
experience positive health.

Pederson et al. (2004) found that young people who live with both parents
are more likely to perceive their health as good or excellent than those who live
with a single parent or step family. There is, however, wide variation in family
structures among countries and regions participating in HBSC. Less than 70%
of young people live with both parents in the United Kingdom and some
Scandinavian countries, but in countries such as Italy, Greece and Malta, the
figure is over 90%. Different cultural and societal norms and economic factors
account for many of these differences.

Maggi et al. (2005) argues that the definition of family is less critical than
defining the characteristics of optimal early childhood environments that support
child development and transcend any particular definition of the family.
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At school

There is evidence from HBSC to demonstrate that young people who have
a positive experience at school (in terms of how they get on with their class
mates, whether they feel pressured by school work and their perceptions of
performing well in relation to others) are more likely to report good health and
life satisfaction and suffer fewer health complaints. More positive experiences of
school related to fewer subjective health complaints and self-rated health and
life satisfaction for all, with especially strong gradients for girls (Ravens-Sieberer
et al, 2004).

In a study of Italian adolescents, Vieno et al. (2004) found that social
support from teachers, parents and peers within the school setting were important
factors in improving student motivation and school satisfaction, which in turn
led to positive health and well-being outcomes, although there were some gender
differences.

Due et al. (2003) found in a sample of Danish adolescents that poorer
relations with parents, peers and teachers in the context of school were all
associated with more subjective health complaints. Patterns of parent–child
relations with the school were the greatest contributors to socioeconomic
differences in physical and psychological symptoms.

Results from the United Kingdom (England) 2001/2002 HBSC study lend
further evidence to the theory that levels of support from parents and teachers
at school and a sense of belonging at school have an important impact on young
people’s well-being. School factors such as being involved in decision making,
getting help from other classmates and feeling safe were all significantly related
to being bullied in the English study. Young people with a low sense of
“belonging” in school were over 2.5 times more likely to have been bullied than
classmates with high perceptions of belonging, independent of age, sex and
socioeconomic circumstances (Morgan el al, 2006).

Peer and friendship networks

Being liked and accepted by peers is crucial to young people’s health
development and those who are not socially integrated are far more likely to
exhibit difficulties with their emotional health (Settertobulte et al., 2004). Interactions
with friends tend to improve social skills and strengthen the ability to cope with
stressful events. Gaspar et al. (2003), for example, used HBSC data from Portugal
to study the effects of peer social support on levels of anxiety and depression. They
found that levels increased with increasing ages, but those with better-quality peer
relationships were less likely to suffer from anxiety and depression across all ages.
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Having a number of close friends marks the ability to engage in close
relations with others. Although peer contact is strongly associated with a number
of risk-taking behaviours, it also has the potential to improve interpersonal
communication, problem solving and emotional awareness and can be important
for the development of protective factors.

Neighbourhood safety and belonging

Runyan et al. (1998) found that the presence of neighbourhood social
capital acted as a buffer against the negative effects of unfavourable (abusive
and/or neglectful) environments. Their longitudinal analysis of deprived children
found that those with support from their neighbourhoods were more likely to
“do well” and thrive developmentally.

Some data from HBSC allow us to investigate the links between supportive
and inclusive neighbourhoods and young people’s mental well-being. Specifically,
data explore young people’s sense of local identity, belonging and safety and
how much they are allowed to participate in local decision making. Most of the
evidence to date comes from national analyses. For example, an analysis of the
United Kingdom (England) 2001/2002 HBSC study (Morgan et al, 2006) found
factors associated with neighbourhood social capital to be highly predictive of
health and well-being, even after controlling for age, sex and family affluence.
For example, young people who had no involvement in the local community
were twice as likely to report poorer health; those who rarely felt safe in the
neighbourhood were almost four times as likely to report being unhappy and
twice as likely to feel low at least once a week.

Maes et al. (2005) found that perceived neighbourhood social capital had
a significant effect on self-rated health independent of the socioeconomic status
of parents, family affluence and health-related behaviours.

These illustrations from the WHO HBSC study highlight that much work
has already been done to develop indicators of social capital that are valid
across a range of country contexts, however further work is required how in
develop a consistency of approach to how these measurements are used against
the social capital framework outlined in figure 2.

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010)36

Conclusions

Given the strong and complex inequalities that exist in adolescent health
at both the national and international levels (Currie et al, 2008), a range of
solutions are required to help alleviate them. Social capital has a key role to play
in this endeavour. Taking the health assets perspective provides an opportunity
for overcoming some of the barriers in translating the concept for practical use.
If the building block framework described above is followed by future research
on young people’s health and wellbeing, it stands a better chance of (than has
been done in the adult literature) responding to social capital critics (for example,
Lynch et al., 2000) that it is more than just an old idea with a new name; that
its multi-faceted nature is a strength and not a weakness; and that it has a
unique contribution to make to health development and the reduction of health
inequalities over and above the need to improve the material and living
circumstances of those worst off in society

Most importantly, there is an urgent need to unravel the concept so that we
can remove some of the tautological issues related to the evidence base on the
links between the concept and health. For example, what comes first – the need
for people to trust neighbours, politicians and society at large before they engage
in civic or altruistic activity – or does the participation in these activities lead
people to be more trusting than they would without it?; Also are those with
existing low health status less able to form the relationships which lead to high
levels of social capital. Further investments in longitudinal studies capable of
determining the causal direction of the associations already established in the
literature are required to develop the evidence base on in this important topic.
However a better understanding of the links between the indicators of social
capital itself would serve a useful purpose in identifying the inputs and outputs
of the complex concept (see figure 4 for an example).

In this way, a taxonomy can be built that categorises a series of indicators
which when mapped together can be recognised as predetermining factors
associated with social capital – proxy indicators of social capital or events
which occur as a result or consequence of social capital development. This will
avoid confusion in future research as to the most appropriate measures to be
used in testing various hypotheses.

Moving social capital from a concept with potential to a useful practical
tool for action on the social determinants of health requires the development of
theory or theories which make explicit the linkages between its different indicators
and importantly distinguishing between those indicators that reflect the
antecedents and consequences of social capital. Theory development and
measurement should be inextricably linked, the one informing the other in an
iterative process that balances pragmatism against the need for theoretically
justifiable and useful questions.
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The multi-faceted nature of social capital has proven to be a weakness so
far. In the main most of the studies which have tried to investigate the links
between social capital and health, have tended to utilise and focus on a particular
aspect of these underlying constructs. For example, some of the earliest studies
used a single measure of trust to examine its relationship to a range of health
related outcomes. In this instance, the construct of trust was used as a proxy
measure for social capital. Whilst this type of research is useful in providing a
snapshot of the levels of social capital in our societies, it has the potential to
undermine the power of the multi-faceted concept. It is the complexity of social
capital that gives its strength over other concepts. However, its potential will
only ever be reached if we (through empirical research) find ways of
understanding the relationships between the individual constructs.

The building block framework presented here, presents a way of more
clearly outlining the links and explaining the relationships between the
dimensions that underpin social capital. The health assets perspective of this
framework secures young people’s health and wellbeing within the context of
positive capabilities and resources for health and maximises their opportunities
for attaining and sustaining health in all stages of their life.

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010)38

REFERENCES

BENSON, P. L., SCALES, P. C., HAMILTON, S. F., & SESMA, A., Jr., Positive youth develop-
ment: Theory, research, and applications. In W. Damon & R. Lerner (Eds.),
Handbook of child psychology, 1, pp. 894-941. Hoboken, NJ: Wiley, 2006

BOURDIEU, P. (1986). The forms of capital. In J. Richardson (ed) Handbook of theory
and research for the sociology of education. New York: MacMillan.

BOYCE, W., DAVIES, D., GALLUPE, O. and SHELLEY, D. (2008) Adult risk taking: neigh-
bourhood social capital and health. Journal of Adolescent Health. 43 (3) 246-252.

CAMPBELL, C. (1999). Social Capital and Health. London: Health Education Authority.
COLEMAN, J. (1988). Social capital in the creation of human capital. American

Journal of Sociology 94 (supplement): S95-S120.
COOPER, H., ARBER, S., FEE, L., GINN, J. (1999) The influence of social support and social

capital on health. A review and analysis of British data. London: Health
Education Authority

Commission on the Social Determinants of Health (CSDH) (2008). Closing the gap
in a generation – health equity through action on the social determinants of health.
Final report of the Commission on the Social Determinants of Health. Geneva:.
World Health Organisation.

COULTHARD M., WALKER, A. AND MORGAN, A. (2001) Assessing people’s perceptions of
neighbourhood and community involvement. A guide to questions for use in the
measurement of social capital based on the General Household Survey module.
London: Health Development Agency.

CURRIE, C et al. (2002). Health Behaviour in School Aged Children: Research Protocol
for the 2001-2 Study. RUHBC, Edinburgh

CURRIE, C., GABHAINN, N. S., GODEAU, E., ROBERTS, C., SMITH, R., CURRIE, D., et al. (Eds)
(2008) Inequalities in young peoples health. Health Behaviour in School Aged
Children International Report from the 2005/6 survey. Copenhagen: WHO.

CURRIE, C., & TODD, J. (2003). HBSC briefing paper 2: mental well-being among
schoolchildren in Scotland: age and gender patterns, trends and cross-national
comparisons. Edinburgh, University of Edinburgh.

DALLAGO L., PERKINS D., SANTINELLO M., BOYCE W., MOLCHO M AND MORGAN A (2009)
Adolescent Place Attachment, Social Capital, and Perceived Safety: A
Comparison of 13 Countries, American Journal of Community Psychology 44
(1-2), 148-60

Department of Health / Department of Children, Schools and Families (2009).
Healthy lives, bright futures. The strategy for children and young people’s health.
London: DH/DCSF

DUE, P. et al. (2003). Socioeconomic health inequalities among a nationally
representative sample of Danish adolescents: the role of different types of
social relations. J Epidemiol Community Health, 57, 692-698.

Antony Morgan



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010) 39

DUE, P. et al. (2005). Bullying and symptoms among school aged children:
international comparative cross sectional study in 28 countries. European
Journal of Public Health, 15 (2), 128-132.

FERGUSON, K. (2006). Social capital and children’s wellbeing: a critical synthesis
of the international social capital literature. International Journal of Social
Welfare. 15 pp. 2-18

FONAGY, P., & HIGGITT, A. (2000). An attachment theory perspective on early
influences on development and social inequalities. In J. Osofsky and H.
Fitzgerald (Eds.), WAIMH Handbook of Infant Mental Health (pp. 521-560).
New York, John Wiley.

GILLIES, P. (1997). The effectiveness of alliances and partnerships for health
promotion. Health Promotion International 13: 1-21.

HARPHAM, T., GRANT, E. and THOMAS, E. (2002) Measuring social capital within
health surveys: key issues. Health Policy and Planning 17 106-111

HAWE, P. and SHIELL, A. (2000) Social Capital and Health Promotion: A Review.
Social Science and Medicine, 51 871-885

INKLES, A. (2000) Measuring social capital and its consequences Policy Sciences 33
245-268

HOLSTEIN, B. et al. (2004). Socioeconomic inequality and health. In C. Currie et al.
(Eds), Young people’s health in context, health behaviour in school-aged children
study: international report from the 2001/2002 survey. Health policy for children
and adolescents 4. Copenhagen, WHO Regional Office for Europe.

IRWIN, L., SIDIQQUI, A. and HERTZMAN, C. (2007) Early Child Development: A Powerful
Equaliser. Final report to the Commission on the Social Determinants of Health.

KAWACHI, I. (1996). A prospective study of social networks in relation to total
mortality and cardiovascular disease in the USA. Journal of Epidemiology
and Community Health 50: 245-91.

KAWACHI, I., KENNEDY, B.P., LOCHNER, K. and PROTHROW-STITH, D. (1997) Social Capital,
Income and Inequality. American Journal of Public Health. 87 1491-98

LERNER, R. M., WERTLIEB, D., & JACOBS, F. (2003). Historical and theoretical bases of
applied developmental science. In R. M. Lerner, D. Wertlieb, & F. Jacobs
(Eds.), Handbook of applied developmental science: Vol. 1. Applying developmental
science for youth and families: Historical and theoretical foundations (pp. 1-28).
Thousand Oaks, CA: Sage.

LINDSTROM, M., BERTIL, S. and OSTERGREN, P. (2001). Socioeconomic differences in
leisure-time physical acitivity@ the role of social participation and social
capital in shaping health related behaviour. Social Science and Medicine 52
441-451

LYNCH J., DUE P., MUTANANER C. and DAVEY-SMITH G (2000) Social capital – is it a
good investment strategy for public health. J Epidemiology and Community
Health 54; 404-408

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010)40

MAES, L., HUBLET, A., & VEREECKEN, C. (2005). Perceived social capital and self rated
health in Flemish adolescents. Archives of Public Health, 63 (1), 27-28.

MAGGI, S. et al. (2005). Knowledge network for early child development. Analytical and
strategic review paper: international perspectives on early child development.
Vancouver, Human Early Learning Partnership (HELP), University of British
Columbia.

MARMOT, M (2009). Fair Society, Healthy Lives – The Marmot Review. London:
Department of Health.

MATOS, G. et al. (2003). Anxiety and depression and peer relationships during
adolescence: results from the Portuguese national health behaviour in school
aged children survey. European Journal of Psychology of Education, 18 (1),
3-14.

MOHAN, J., BARNARD, S., JONES, K. AND TWIGG, L. (2004) Social capital, geography
and health: developing and applying small area indicators of social capital
in the explanation of health. In: Morgan, A. and Swann, C. (Eds) (2004)
Social capital for health: issues of definition, measurement and links to health.
London: Health Development Agency.

MOLCHO, M., GABHAINN, N. S., & KELLEHER, C. (2007). Interpersonal relationships as
predictors of positive health among Irish youth: The more the merrier. Irish
Medical Journal, 100 (8), 33-36

MOORE, H. (1999) The Health of Children and Young People: A New Agenda.
Health Education, 4 (July), 161-168.

MORGAN, A. and SWANN, C. (Eds) (2004) Social capital for health: issues of definition,
measurement and links to health. London: Health Development Agency.

MORGAN, A., & Ziglio, E. (2007). Revitalising the evidence base for public health:
an assets model. Promotion and Education Supplement 2, 17-22.

MORGAN, A. et al. (2006). Health and social inequalities in English adolescents: exploring
the importance of school, family and neighbourhood. London, NICE.

MORGAN, A. et al. (2008). Mental wellbeing in school-aged children in Europe:
associations with social cohesion and socio-economic circumstances. In: Social
cohesion for mental wellbeing among adolescents. Copenhagen, WHO Regional
Office for Europe.

MORGAN, A. & HAGLUND B. A. (2009) Social capital matters for adolescent health:
evidence from the English HBSC study. Health Promotion International.
Available on line at: http://heapro.oxfordjournals.org/cgi/content/
abstract/dap028

MORGAN, A.; DAVIES, & ZIGLIO, E. (eds). (2010). Health assets in Global context: theory
Methods Action. Springer: New Work.

MORROW, V. (1999) Conceptualising Social Capital in relation to the well-being of
Children and Young People: A Critical Review. The Sociological Review, 44
744-765.

Antony Morgan



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010) 41

MORROW, V. (2000) Networks and Neighbourhoods: children’s and young people’s
perspectives. London: Health Development Agency.

NANSEL, T. et al. (2004). Cross-national consistency in the relationship between
bullying behaviours and psychosocial adjustment. Arch Pediatri Adolesc
Med, 158, 730-736.

OLWEUS, D. (1991). Bully/victim problems among school children: some basic
facts and effects of a school based intervention programme. In D. Pepler
and K. Rubin, (Eds), The development and treatment of childhood aggression.
Hillsdale, NJ, Erbaum.

PEDERSON, M. et al. (2004). Explaining the health and health related behaviour of
young people: family and health. In C. Currie et al. (Eds.), Young people’s
health in context, health behaviour in school-aged children study: international
report from the 2001/2002 survey. Health policy for children and adolescents
No.4. Copenhagen, WHO Regional Office for Europe.

PORTES, A. and LANDOLT, P. (1996). The downside of social capital. The American
Prospect 26 18-21

PUTNAM, R. (1995) Making Democracy Work: Civic Traditions in Modern Italy.
Princeton, University Press, New Jersey

PUTNAM R.(2000) Bowling Alone: the collapse and revival of American community.
New York: Simon and Schuster, 2000.

RAO, M. (2001). Promoting children’s emotional wellbeing: a book review. Journal
of Public Health Medicine, 23 (2), 168.

RAVENS-SIEBERER, U., KOKONYEI, G., THOMAS, C. (2004). School and Health. In C.
Currie et al. (Eds.), Young people’s health in context, health behaviour in school-
-aged children study: international report from the 2001/2002 survey. Health
policy for children and adolescents No.4. Copenhagen, WHO Regional Office
for Europe.

RESNICK, M. D., BEARMAN, P. S., BLUM, R. W., BAUMAN, K. E., HARRIS, K. M., & JONES,
J. (1997). Protecting adolescents from harm: Findings from the National
Longitudinal Study on Adolescent Health. Journal of the American Medical
Association, 278(10), 823-832.

RUNYAN, D. et al. (1998). Children who prosper in unfavourable environments:
the relationship to social capital. Paediatrics, 101, 12-18.

RUTTER, M., & SMITH, D.J. (1995) (Eds). Psychosocial disorders in young people. Time
trends and their causes. Chichester, John Wiley & Sons.

SCALES, P. (1999) Reducing risks and building development assets: essential actions
for promoting adolescent health. The Journal of School Health 69: 3 13-119

SETTERTOBULTE, W., GASPAR DE MATOS, M., & PEERS. (2004). In C. Currie et al. (Eds),
Young people’s health in context, health behaviour in school-aged children study:
international report from the 2001/2002 survey. Health policy for children and
adolescents N.º 4. Copenhagen, WHO Regional Office for Europe.

Social Capital as a Health Asset for Young People’s Health and Wellbeing, p. 19-42



Journal of child and adolescent Psychology
Revista de Psicologia da Criança e do Adolescente. Lisboa, n.º 2 (2010)42

SZRETER, S. AND WOOLCOCK, M (2004). Health by association: Social capital, social
theory and the political economy International Journal Epidemiology 33 650-
-67

BROWN, S. S. (2002). Measuring the parts most measures do not reach: a necessity
for evaluation in mental health promotion. Journal of Mental Health Promotion,
1 (2), 4-8.

VIENO, A. et al. (2004). School setting, school climate and well being in early
adolescence: A comprehensive model. European Journal of School Psychology,
2 (1-2), 219-238.

VISSER, H. J. et al. (2000). Predictors of psychopathology in young adults referred
to mental health services in childhood or adolescence. British Journal of
Psychiatry, 177, 59-65.

World Health Organisation (2005). WHO European strategy for child and adolescent
health and development. Copenhagen: WHO Regional Office for Europe.

ZAMBON, A. et al. (2006). Do welfare regimes mediate the effect of socioeconomic
position on health in adolescence: a cross-national comparison in Europe,
North America and Israel. International Journal of Health Services, 36, 309-
-329.

ZAMBON A., MORGAN A., VEREECKEN C., COLOMBINI, S., BOYCE, W, MAZUR J., LEMMA P.,
and CAVALLO F (2010) The contribution of club participation to adolescent
health: evidence from 6 countries. Journal of Epidemiology and Community
Health; 64: 89-95

Antony Morgan



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /KOR <FEFFd5a5c0c1b41c0020c778c1c40020d488c9c8c7440020c5bbae300020c704d5740020ace0d574c0c1b3c4c7580020c774bbf8c9c0b97c0020c0acc6a9d558c5ec00200050004400460020bb38c11cb97c0020b9ccb4e4b824ba740020c7740020c124c815c7440020c0acc6a9d558c2edc2dcc624002e0020c7740020c124c815c7440020c0acc6a9d558c5ec0020b9ccb4e000200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /CHS <FEFF4f7f75288fd94e9b8bbe7f6e521b5efa76840020005000440046002065876863ff0c5c065305542b66f49ad8768456fe50cf52068fa87387ff0c4ee563d09ad8625353708d2891cf30028be5002000500044004600206587686353ef4ee54f7f752800200020004100630072006f00620061007400204e0e002000520065006100640065007200200035002e00300020548c66f49ad87248672c62535f003002>
    /CHT <FEFF4f7f752890194e9b8a2d5b9a5efa7acb76840020005000440046002065874ef65305542b8f039ad876845f7150cf89e367905ea6ff0c4fbf65bc63d066075217537054c18cea3002005000440046002065874ef653ef4ee54f7f75280020004100630072006f0062006100740020548c002000520065006100640065007200200035002e0030002053ca66f465b07248672c4f86958b555f3002>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.000 842.000]
>> setpagedevice


