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BACKGROUND: Ageing is a global success but poses specific challenges, such as an increased risk
of loneliness, defined as a hunger for social relationships. In Spain, 14% of people over 65 feels lonely
all or most of the time, being among the highest prevalence in the European Union. Loneliness is an
established risk factor for poor health, while social support and social participation (embedded in the
umbrella concept of social capital) are established protective factors for health. Their health effects
are comparable with smoking (cessation) and physical (in)activity according to observational studies.
However, experimental research in this area is weak. Therefore, in order to build an evidence base
and to support the design, implementation, evaluation and synthesis of interventions in this area, we

aimed to:

1. Conduct a systematic review of current evidence on interventions that promote social
capital among older people to improve their health.

2. Design, implement and evaluate interventions in our context that promote social capital to
alleviate loneliness among community-dwelling older people and among older people living in long-

term care.

METHODS: We conducted a systematic review of trials with interventions that promote social cap-
ital (or its components) among older people and assessed the impact on any health outcome or the
use of health-related resources. Complementarily, we built a taxonomy to guide social capital inter-
ventions combining theoretical frameworks on social capital and health with current epidemiological
evidence (i.e., the trials included in the systematic review). We designed, implemented and evaluated
two intervention programmes. 1) The programme “Camins: de la solitud a la participacié” (“Pathways:
[from loneliness to participation”) promoted social support and participation among lonely older adults
in the community. The complex intervention was conducted in three primary health care centres in
Spain in a pre—post study with a two-year follow-up. Health and social care professionals conducted
the group-based intervention and older people active in senior centres volunteered as gatekeepers.
The intervention was evaluated with quantitative and qualitative methods. 2) The football-based
reminiscence programme targeted older people with dementia. The group-based intervention was
conducted in three long-term care settings in Spain in a pre—post study. Health professionals con-
ducted the group, former football players contributed as volunteers with their knowledge and former
football players with dementia also participated in the intervention. The programme was evaluated

with qualitative methods.

RESULTS: In the systematic review, we examined 17,341 abstracts and included 36 trials. Trials were
clinically and methodologically diverse. Interventions showed mixed effects on quality of life, well-be-
ing and self-perceived health and were generally ineffective on loneliness, mood and mortality. Trials
of high quality showed favourable impacts on overall, mental, and physical health, mortality and use
of health-related resources. Complementarily, we developed the SOCALI taxonomy that characterized
social capital-based interventions according to health-related goals, social capital-related contents,

processes and contexts. The intervention “Camins” proved to be feasible, 38 participants were in-

Doctoral thesis: Laura Coll i Planas 11
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cluded and 10 volunteers took part. After the intervention, loneliness significantly decreased while
social participation and support significantly increased. Exactly 65.8% of the participants built social
contacts within the group and 47.4% became engaged in new activities. After the two-year follow-up,
social effects were maintained and depressive symptoms had decreased. Complementary, the qualita-
tive evaluation revealed how the programme had effects on loneliness, social participation, social sup-
port, and health. In the football-based reminiscence programme, a total of 20 people with dementia
participated; three of them were former players. In addition, four former football players volunteered.
The agents involved reported benefits in the participants regarding communicative interactions, cog-
nitive abilities, mood and psychological well-being. Furthermore, it encouraged interaction between
participants and provided a sense of belonging. Findings obtained in Spain were combined with those

obtained in Scotland to develop a conceptual model for practice.

DISCUSSION: The systematic review is the first one that assesses the impact of clinical trials based
on social capital on health outcomes. It highlights the lack of evidence, high clinical diversity between
trials and the low quality, while suggesting the potential of social capital to impact health in older
adults. Complementarily, the SOCAI taxonomy is the first one to systematize evidence to fill the
gap between social capital theory and practice from a health perspective. The intervention “Camins”
contributes a novel and culturally appropriate strategy for alleviating loneliness among older adults
while prompting meaningful changes in their lives. Group-based football reminiscence interventions
are feasible and brought people with dementia together to enjoy a shared and meaningful activity.
Both intervention designs were enriched by theoretical frameworks and contributed towards creating

conceptual models to guide further programmes.

CONCLUSIONS: This thesis contributes epidemiological and conceptual work to support introduc-
ing social capital as a protective health factor and loneliness as a risk factor for health into intervention
strategies targeting older people. Furthermore, social capital should be especially considered from a
salutogenic approach as source of health and well-being, and thus as a way of contributing to a more
meaningful life in ageing. However, achieving the potential health benefits of social capital faces a
major challenge: understanding and managing the complexity of effectively improving existing net-
works and successfully creating new ones while considering costs, adverse effects and its implications

in health inequalities.

Doctoral thesis: Laura Coll i Planas 12



UrnB

Umiversitan Autsnoma Loneliness, social support and participation
e arcelomas of older people from a health perspective

INTRODUCCIO: Lenvelliment és un &xit a nivell global perd comporta reptes especifics, com un
augment del risc de soledat, definida com 'anhel de relacions socials. A Espanya, 14% de les persones
més grans de 65 anys se sent sola sempre o la major part del temps, essent aquesta una prevalenca de

les més altes de la Unié Europea.

La soledat és un factor de risc establert de mala salut, i el suport social i la participacié social (integrats
en el concepte paraigiies de capital social) sén factors protectors de la salut també ben establerts. Cal
remarcar que els seus efectes en salut han estat comparables amb (deixar de) fumar i la (in)activitat
fisica segons estudis observacionals. De totes maneres, la recerca experimental en aquesta area és feble.
Per aquests motius, per tal de construir una base d’evidéncia per donar suport al disseny, la imple-

mentacid, 'avaluacié i la sintesis d’intervencions en aquesta area, els objectius son:

1. Realitzar una revisi6 sistematica de I'evidencia actual en intervencions que promouen el
capital social entre les persones grans per tal de millorar la seva salut.

2. Dissenyar, implementar i avaluar intervencions en el nostre context que promoguin el
capital social per tal d’alleugerir la soledat de les persones grans de la comunitat i d’aquelles que viuen

a ’entorn residencial.

METODES: S’ha realitzat una revisi6 sistematica d’assajos clinics amb intervencions que promouen
el capital social (o els seus components) en les persones grans i que avaluen I'impacte en qualsevol
resultat de salut o en I'Gs de recursos relacionats amb la salut. Complementariament, s’ha construit
una taxonomia per tal de guiar les intervencions en capital social combinant marcs teodrics de capital
social i salut amb evidéncia epidemiologica actual (és a dir, els assajos clinics inclosos a la revisié sis-
tematica). S’han dissenyat, implementat i avaluat dues intervencions. 1) El programa “Camins: de la
solitud a la participacié” ha promogut el capital social i la participacié de persones grans de la comu-
nitat que se senten soles. La intervencié complexa s’ha implementat a tres centres d’atencié primaria
de salut d’Espanya en un estudi pre-post amb un seguiment de dos anys. Professionals de 'atencié
social i sanitaria han dinamitzat el grup i persones grans actives en casals de gent gran han participat
com a voluntaries per tal de facilitar la vinculacié amb els recursos de la comunitat. La intervencié ha
estat avaluada quantitativa i qualitativament. 2) El programa de reminiscéncia basat en el futbol sha
adrecat a persones grans amb demencia. La intervenci6 grupal s’ha realitzat a tres centres residencials
d’Espanya en un estudi pre-post. Professionals de la salut han conduit el grup, exfutbolistes han fet
de voluntaris aportant els seus coneixements i exfutbolistes amb demeéncia també han participat en la

intervencié. El programa s’ha avaluat amb metodes qualitatius.

RESULTATS: En la revisi6 sistematica, shan examinat 17.341 abstracts i inclos 36 assajos clinics. Els
assajos clinics eren clinica i metodologicament diversos. Les intervencions han mostrat efectes mixtes
en qualitat de vida, benestar i salut autopercebuda, i han estat generalment inefectives en soledat, estat
d’anim i mortalitat. Els assajos clinics d’alta qualitat han mostrat resultats favorables en salut general,
mental i fisica, mortalitat i Us de recursos relacionats amb la salut. Complementariament, sha desen-

volupat la taxonomia SOCAI que caracteritza intervencions basades en capital social segons els seus

Doctoral thesis: Laura Coll i Planas 13
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objectius relacionats amb la salut, segons els seus continguts relacionats amb el capital social, i segons
els processos i contextos. La intervencié “Camins” s’ha provat com a factible, 38 participants van ser
inclosos i es van implicar 10 persones voluntaries. Després de la intervencid, la soledat va disminuir
significativament, i la participacié i el suport van augmentar significativament. Exactament el 65,8%
dels participants van construir nous contactes socials dins del grup i el 47,4% es va implicar en noves
activitats. Als dos anys de seguiment, els efectes socials es van mantenir i els simptomes depressius
van disminuir participant en activitats. Complementariament, I'avaluaci6 qualitativa va fer palés com
el programa tenia efectes en soledat, participacié6 social, suport social i salut. En el programa de rem-
iniscéncia basada en el futbol, un total de 20 persones amb deméncia van participar, tres dels quals
eren exfutbolistes. A més, quatre exfutbolistes van ser voluntaris. Els agents involucrats van reportar
beneficis en relacié amb les interaccions comunicatives, habilitats cognitives, estat d’anim i benestar
psicologic. A més, la intervencié va encoratjar la interacci6 entre participants i els va aportar sentiment
de pertinenca. Els resultats obtinguts a Espanya van ser combinats amb els d’Escocia per desenvolupar

un model conceptual per a la practica.

: Aquesta és la primera revisi6 sistematica que valora 'impacte d’assajos clinics basats
DISCUSSIO: Aquesta és | temat lora | te d 1 basat
en el capital social en resultats de salut. Destaca la falta d’evidencia, I'alta diversitat clinica i la baixa
qualitat, mentre suggereix el potencial del capital social d’impactar en la salut de les persones grans.
Complementariament, la taxonomia SOCALI ha estat la primera en sistematitzar I'evidéncia per om-
plir el buit entre la teoria i la practica de capital social des d’una perspectiva de la salut. La intervenci6
“Camins” ha aportat una estratégia d’intervenci6 innovadora, apropiada al nostre context cultural per
tal d’alleugerir la solitud de les persones grans promovent canvis significatius en les seves vides. El pro-
grama grupal de reminiscéncia basat en el futbol ha estat factible i ha unit persones amb deméncia per
gaudir d’una activitat compartida i significativa. Ambdds dissenys d’intervencié han estat enriquits

per marcs tedrics i han contribuit a crear models conceptuals per guiar futurs programes.

CONCLUSIONS: Aquesta tesi aporta un treball epidemiologic i conceptual per tal de donar suport
a la introducci6 del capital social com a factor protector de la salug, i la solitud com un factor de risc,
en estratégies d’intervenci6 adrecades a persones grans. A més, el capital social hauria de ser espe-
cialment considerat des d’'una perspectiva de la salutogenesi com un recurs de salut i benestar i, aixi
doncs, com una manera de contribuir a una vida més significativa a I'envellir. De totes maneres, per
tal d’aconseguir els potencials beneficis en salut del capital social cal afrontar un repte major: entendre
i gestionar la complexitat de millorar efectivament les xarxes socials existents i crear-ne de noves amb

exit, tot considerant els costos, els efectes adversos i les seves implicacions en les desigualtats en salut.

Doctoral thesis: Laura Coll i Planas 14
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INTRODUCCION: El envejecimiento es un éxito a nivel global pero conlleva retos especificos,
como un aumento del riesgo de soledad, definida como el hambre de relaciones sociales. En Espana,
el 14% de las personas mayores de 65 anos se siente sola siempre o la mayor parte del tiempo, siendo

una prevalencia de las mds altas de la Unién Europea.

La soledad es un factor de riesgo establecido de mala salud, y el apoyo social y la participacién social
(integrados en el concepto paraguas de capital social) son factores protectores de la salud también bien
establecidos. Hay que remarcar que sus efectos en salud han sido comparables con (dejar de) fumar
y la (in)actividad fisica seglin estudios observacionales. Sin embargo, la investigacién experimental
es débil. Por estos motivos, con el fin de construir una base de evidencia para dar apoyo al disefo, la

implementacidn, la evaluacién y la sintesis de intervenciones en este drea, los objetivos son:

1. Realizar una revision sistemdtica de la evidencia actual en intervenciones que promueven
el capital social entre las personas mayores para mejorar su salud.

2. Disefar, implementar y evaluar intervenciones en nuestro contexto que promuevan el
capital social con el fin de aliviar la soledad de las personas mayores de la comunidad y de aquellas que

viven en el entorno residencial.

METODOS: Se ha realizado una revisién sistemdtica de ensayos clinicos con intervenciones que
promueven el capital social (o sus componentes) en las personas mayores y que evaltian el impacto en
cualquier resultado de salud o en el uso de recursos relacionados con la salud. Complementariamente,
se ha construido una taxonomia que guie las intervenciones en capital social combinando marcos
tedricos de capital social y salud con evidencia epidemioldgica actual (es decir, los ensayos clinicos
incluidos en la revision sistemdtica). Se han disenado, implementado y evaluado dos intervenciones.
1) El programa “Camins: de la solitud a la participacio” (“Caminos: de la soledad a la participacion”) ha
promovido el capital social y la participacién de personas mayores de la comunidad que se sienten
solas. La intervencién compleja se ha implementado en tres centros de atencién primaria de salud
de Espafa en un estudio pre-post con un seguimiento de dos afos. Los profesionales de la atencién
social y sanitaria han facilitado el grupo y las personas mayores activas en centros de mayores se han
ofrecido voluntarias para facilitar la vinculacién con los recursos de la comunidad. La intervencién se
ha evaluado cuantitativa y cualitativamente. 2) El programa de reminiscencia basado en el fitbol se
ha dirigido a personas mayores con demencia. La intervencién grupal se ha realizado en tres centros
residenciales de Espafna en un estudio pre-post. Los profesionales de la salud han conducido el grupo,
exfutbolistas han hecho de voluntarios aportando sus conocimientos y exfutbolistas con demencia

también han participado en la intervencién. El programa se ha evaluado con métodos cualitativos.

RESULTADOS: Se han examinado 17.341 abstracts e incluido 73 articulos que corresponden a 36
ensayos clinicos. Los ensayos clinicos eran clinica y metodoldgicamente diversos. Las intervenciones
han mostrado efectos mixtos en calidad de vida, bienestar y salud autopercibida, y han sido gen-
eralmente inefectivas en soledad, estado de dnimo y mortalidad. Los ensayos clinicos de alta calidad

han mostrado resultados favorables en salud general, mental y fisica, mortalidad y uso de recursos
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relacionados con la salud. Complementariamente, se ha desarrollado la taxonomia SOCAI que car-
acteriza intervenciones basadas en capital social segiin sus objetivos relacionados con la salud, segin
sus contenidos relacionados con el capital social, y segin los procesos y contextos. La intervencién
“Camins” se ha probado como factible, 38 participantes fueron incluidos y se implicaron 10 personas
voluntarias. Después de la intervencion, la soledad disminuy$ significativamente, y la participacién
y el apoyo aumentaron significativamente. Exactamente el 65,8% de los participantes construyeron
nuevos contactos sociales dentro del grupo y el 47,4% se implicé en nuevas actividades. A los dos
afnos de seguimiento, los efectos sociales se mantuvieron y los sintomas depresivos disminuyeron par-
ticipando en actividades. Complementariamente, la evaluacién cualitativa mostré como el programa
tenfa efectos en soledad, participacién social, apoyo social y salud. En el programa de reminiscencia
basada en el futbol participaron un total de 20 personas con demencia, tres de las cuales eran exfut-
bolistas. Ademds, cuatro exfutbolistas fueron voluntarios. Los agentes involucrados reportaron ben-
eficios en relacién a las interacciones comunicativas, las habilidades cognitivas, el estado de dnimo y
el bienestar psicolégico. Ademds, la intervencién alentd la interaccidn entre participantes y les aportd
sentimiento de pertenencia. Los resultados obtenidos en Espafia se combinaron con los de Escocia

para desarrollar un modelo conceptual para la prictica clinica.

DISCUSION: Esta es la primera revisién sistemdtica que valora el impacto de ensayos clinicos basa-
dos en el capital social en resultados de salud. Destaca la falta de evidencia, la alta diversidad clinica
y la baja calidad, y sugiere el potencial del capital social para impactar en la salud de las personas
mayores. Complementariamente, la taxonomia SOCAI es la primera en sistematizar la evidencia
para llenar el vacio entre la teorfa y la préctica del capital social desde una perspectiva de la salud. La
intervencién “Camins” ha aportado una estrategia de intervencién innovadora, apropiada a nuestro
contexto cultural para aliviar la soledad de las personas mayores promoviendo cambios significativos
en sus vidas. El programa grupal de reminiscencia basado en el fatbol ha resultado factible y ha junta-
do personas con demencia para disfrutar de una actividad compartida y significativa. Ambos disefios
de intervencién han sido enriquecidos por marcos teéricos y han contribuido a crear modelos concep-

tuales para guiar futuros programas.

CONCLUSIONES: Esta tesis aporta un trabajo epidemioldgico y conceptual con la finalidad de in-
troducir el capital social como factor protector de la salud, y la soledad como un factor de riesgo, en las
estrategias de intervencién dirigidas a personas mayores. Ademds, el capital social deberia ser especial-
mente considerado desde una perspectiva de la salutogénesis como un recurso de salud y bienestar, asi
como una manera de contribuir a una vida mds significativa al envejecer. Sin embargo, para conseguir
los beneficios potenciales en salud del capital social es necesario afrontar un reto mayor: entender y
gestionar la complejidad de mejorar efectivamente las redes sociales existentes y crear nuevas redes con

éxito, considerando los costes, efectos adversos y sus implicaciones en las desigualdades en salud.
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2. Background

This thesis is focused on ageing as a challenge, particularly, in the social sphere of older people from
a health perspective. Therefore, it addresses loneliness as a major cause of discomfort, and the pro-
motion of social support and social participation as a strategy to alleviate loneliness. Moreover, it also
targets how social support and social participation improve health and well-being among older peo-
ple, including loneliness but not exclusively, to get a broader picture of the potential benefits of this
type of intervention. This work uses the term social capital as an umbrella concept that embeds social

support and participation, among other social resources.

The background includes the definitions of the main terms used since they are polysemic and used
with different meanings. It highlights global and local data as well as the state of the art of research in
this area. Moreover, theoretical frameworks are presented as a basis for the empirical work, together

with the main related global and local policies.

The first chapter frames the work around the relevance of ageing as a global trend and presents its

social dimension from a public health perspective.

The second chapter focuses on loneliness as a major cause of discomfort, its causes, its consequences,
different approaches to inform interventions and current evidence linking loneliness and health from
observational and experimental studies. It highlights the relevance of loneliness among communi-

ty-dwelling older adults and those in long-term care settings.

The third chapter addresses social support and social participation as a strategy to alleviate loneliness
and to improve other health and well-being aspects among older people. It presents the term “social
capital” as an umbrella concept that embeds social support and participation and its implications for

health, including health inequalities. Afterwards, we justify the need for this research.

2.1. Ageing
2.1.1. Ageing in numbers

Older people are the world’s fastest growing population group."* Persons aged 60 years or over are
increasing in number and proportion all across the world. Although the speed of population ageing
varies across countries, it is particularly rapid in the European Union.? Globally, the United Nations
estimates that older persons aged 60 years or over will increase from 810 million in 2015 to more
than 2 billion in 2050.

On average, women live longer than men. Specifically, in 2010-2015, women overall lived an average
of 4.5 years more than men. Thus, women are a majority among older persons, even more so at more
advanced ages. In particular, women comprised 54% of the global population aged 60 years or over
and 61% among those aged 80 years or over. Global projections for 2050 estimate that the sex balance

will remain relatively unchanged. Specifically, the ratio in 2015 of 86 men for every 100 women aged
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60 years or over, and 63 men for every 100 women aged 80 years or over is expected to rise to 89 and

73 respectively.?

In Spain, according to the INE (Instituto Nacional de Estadistica), in 2015 there were 8,573,985
older people (aged 65 years or over), representing 18.4% of the overall population (46,624,382).
Projections for 2061 estimate more than 16 million older people, representing 38,7% of the overall
population. Life expectancy in Spain at birth and at age 65 years, among men and women, is among
the highest in the European Union. Specifically, in 2014, Spanish women had a life expectancy at
birth of 85.6 years old, and Spanish men of 80.1 (INE).* Spanish data also show that there were 33%
more older women (4,897,713) than older men (3,676,272) in 2015.% See the projections of the
Spanish population in figure 1 and 2.

Figure 1. Projection of population according to sex and age. Spain 2014-2064.

Source: INE (Spanish National Institute of Statistics)
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Figure 2. Evolution of the older population, 1900-2061
Population in thousands

Source: INE

1900-2001: Population figures

2011: Population figures. National results, population and housing census 2011
2021-2061: Projections of population. Consulted in January 2016.

Ageing increases the likelihood of developing disabilities and dementia, thus requiring support from
the family and the social network and from long-term care (LTC) services. These services include pub-
licly and privately provided institutional and community care (services received at home), the latter of
which are currently growing. In the OECD countries (Organisation for Economic Co-operation and
Development), the proportion of the population receiving LCT has increased from 1.9% in 2000 to
2.3% in 2013. The availability of publicly funded LCT and the cultural norms around the degree to
which families look after older people determines the diverse utilisation of LTC services across coun-
tries.” In Spain, in 2011 270,286 people were living in a nursing home. The vast majority of them
were aged 65 or over. This data represented 3.3% of older people. In 2001, the total number was of
96,338 persons and the proportion was 1.4%. Accordingly, the proportion of older people living in a
nursing home has been duplicated from 2001 to 2011.*

2.1.2. Ageing and public health

Ageing is commonly seen as a problem and a deficit perspective sustains ageism thus hiding older peo-
ple’s potential at a social, economic and political level. However, the WHO stated the global ageing

trend is a success but also a challenge to face.

Public health has increased its attention on ageing reinforcing a shift towards a strengths-based and
salutogenic approach. However, the WHO has recently warned that health systems around the world

are failing to meet the needs of older persons. Specifically, the report states:’
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Current public-health approaches to population ageing have clearly been ineffective. The health of
older peaple is not keeping up with increasing longevity; marked health inequities are apparent in the
health status of older people; current health systems are poorly aligned to the care that older populations
require even in high-income countries; long-term care models are both inadequate and unsustainable;
and physical and social environments present multiple barriers and disincentives to both health and

participation.

Accordingly, public health, health care systems and long-term care models require urgent actions to
respond to the challenge of ageing, facing health inequalities and also physical and social environ-

ments.
This is precisely the big challenge that frames this thesis.

Old age is associated with major changes in the social environment mainly due to the loss of role
after retirement, widowhood, loss of peers and age-related disability, with older people thus being
especially at risk of social isolation and loneliness once the ability to adapt to these changes declines.®
Moreover, the lack of social integration also contributes to poor health.” At the same time, current
societal and structural changes are reframing the quantity and quality of social contacts in a variety
of ways. Changes in the family structures reinforce loneliness by increasing the number of people
living alone. Nevertheless, the vision of ageing is slowly but increasingly moving from a protection
approach towards older people as vulnerable human beings to a framing of generativity, emphasizing
older people’s productive and collective roles.® Likewise, other social changes such as the increasing
use of new technologies provide new opportunities for social relationships and participation in age-
ing. Moreover, the assumption that the proportion of older people feeling loneliness is increasing
has been questioned.”'® Accordingly, an increased tendency to reflect actively on our experiences and
build satisfying relationships could explain why loneliness is remaining stable or even decreasing. In
comparison, other authors like Zygmunt Bauman have pointed out that the liquid modernity, with
its less binding social bonds in the community, in intimate relationships, friendship, and kinship may
account for a more generalised distribution of loneliness.'"'? In this vein, the increasing innovative
means of communicating and interacting via online socializing would indeed generate loneliness, by
structuring social relations in such a way that contributes to the new model of sociability based on
individualism."""?

The importance of social relationships and social engagement in later life was first pointed out in the
model of successful ageing.'® Then, in 2002, the World Health Organization (WHO) defined the
Active Ageing paradigm as ‘the process of optimizing opportunities for health, participation and security
in order to enhance quality of life as people age”.** Thus, the WHO Active Ageing policy emphasizes par-
ticipation next to security and health, while reinforcing social wellbeing as part of the health concept.
In this framework, policies and programmes that promote mental health and social connections are as
important as those that improve physical health status. Moreover, it is an inclusive framework with a
life-cycle approach and thus seeks to apply the mentioned process of optimization to the entire ageing
population, from those who are robust to those who are frail or have severe disabilities or dementia.
The WHO policy urges local governments to work in this line. This paradigm was updated in 2015,

highlighting, among other aspects, the connection between social support, loneliness and mental and
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physical health, and encouraging the promotion of social networks for ageing people while highlight-

ing that social networks shape resilience and health throughout life.”®

2.2. Loneliness
2.2.1. Definitions

Loneliness is understood as a negative feeling due to the perception that the social needs of the person
are not corresponded, neither in quantity nor in quality, by the social relationships that the person

has.’ It is a subjective experience and, accordingly, can only be described by a person him/herself."”

From an evolutionary perspective, loneliness has also been defined as the hunger for social relation-

ships to survive.'®

Social loneliness occurs when the number of relationships with friends and colleagues is smaller than
is considered desirable, while emotional loneliness refers to situations where the intimacy in confi-

dant relationships one wishes for has not been realized."
Aloneness: having no one else present. It is does not reveal anything about how the person is feeling.

Solitude: the state or situation of being alone. The work of Anthony Storr emphasized the benefits
and joy of solitude.” Thus, it reinforced the positive implications of aloneness enhancing individual’s

well-being and productivity.

Living alone: is a risk factor for feeling lonely but it does not imply loneliness; it depends on how the

person copes with it.

Social isolation: it refers to the low number of contacts with others and can be objectively measured.

Loneliness and social isolation are inter-related and often used interchangeably.'”

In the English language loneliness, aloneness and solitude refer to different although related phenome-
na. In comparison, we only have the term “soledad” in Spanish, and the term “soledat”, a synonym
of “solitud”, in Catalan. Therefore, they are often used to refer to being alone, to feeling lonely and
to living alone. In Catalan, to refer to the discomfort or well-being associated to aloneness, it is often
used the term of “soledat volguda” and “soledat no volguda”, i.c., “wanted or unwanted aloneness/

loneliness”.

2.2.2. Risk factors for loneliness and loneliness as a risk factor

Epidemiological studies have shown a high number of risk factors to be consistently associated with

loneliness: socio-demographic, health-related, social, psychological and contextual aspects.

Socio-demographic risk factors include age, being a woman, living alone and having limited educa-
tion and a low socioeconomic status. The relationship between age and loneliness shows a U-shaped

curve due to the relatively higher rates of loneliness around adolescence, a decrease in adulthood and
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an increase again in old age.”' Furthermore, differences in loneliness between urban and rural areas

seem to disappear when taking gender, income and education into account."”

Health factors comprise: poor self-rated health, functional decline and depression. Social aspects in-
clude: weak social support, poor quality and infrequent contacts or small quantity of social networks
and negative life events such as recent bereavement.”>*>'” In addition, those living alone and having
bad health are ten times more likely to feel lonely than those living with someone and having good
health.?® Regarding social networks, contact with friends and neighbours have stronger associations
with loneliness than contact with family members.*> From a psychological perspective, low com-
petence and low self-efficacy, understood as the confidence and self-belief an individual has about
performing an activity, including the confidence to overcome perceived barriers to change, have also
been shown to predict loneliness.””*

Social and physical losses are linked to being alone but do not always entail feeling lonely. Previous
qualitative research points out that the way older people handle loss explains whether they feel lonely
or not, and this is key in their attitudes towards social participation and social relationships.*® Accord-
ing to this previous research, those feeling overwhelmed by loss feel lonely and have problems finding

meaningful activities, and encounter difficulties in keeping up social relations.

As mentioned above, being a woman is a risk factor for loneliness. However, the specific association
between gender and loneliness is unclear. Some studies showed that women were more likely than
men to report loneliness,®’ while other studies reveal that the higher prevalence among women was
mediated by widowhood.”” Other studies indicated that loneliness was differently associated with
mental and physical health among men and women.** Accordingly, in men loneliness was more
associated with depression, low satisfaction with life and low resilience, although women had more

disadvantaged situations regarding living arrangements, physical and mental health.

The prevalence of loneliness also differs across nations, with the nation in which one lives having a
greater impact than age on reported loneliness.”’ Specific national cohort studies allow establishing
the prevalence of loneliness at country level and its changes over time.'* To compare countries, re-
peated European cross-sectional surveys such as the European Social Survey (ESS) and the Survey of
Health, Ageing, and Retirement in Europe (SHARE study) provide reliable cross-national compara-
tive data. According to the SHARE study, the prevalence of loneliness (i.e. feeling lonely all or most
of the time) among people over 65 varies in Europe from 4% in Switzerland to 20% in Greece, and
stands at 14% in Spain.?® While the ESS indicates a range from 3.2% in Denmark to 34% in Ukraine
of people over 60 feeling lonely over the past week all or most of the time, the figure stands at 11.5%
in Spain.” Both studies confirm a north-south gradient, with loneliness always being higher in south-
ern countries, contrary to what is generally assumed. The north-south gradient seems to be related
with a poorer social integration in terms of lower participation in social organizations and personal
networks, and higher expectations of family members in southern countries compared to Northern
European countries.”?*% This is despite the fact that the south presents more favourable social condi-
tions: its dominant pattern of parent-child relations comprises co-residence and daily contact.’® Like-
wise, the proportion of older people (65 and above) living alone in Europe is 31.1%, ranging from

19% in Greece to 43% in Denmark. In Spain, it is 22.5% and in Catalonia, 24% of older people live
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alone. Twice as many women as men are living alone in Europe (40.1% of women versus 19.3% of

men) and in Spain (28.8% of women and 14.2% of men).”’

Thus, Spain is one of the countries with the highest prevalence of loneliness. It has been specifically
attributed to a combination of factors such as a high age, a high proportion of women, a high propor-
tion of unmarried individuals, unfavourable socioeconomic circumstances, poor health, and limited
social networks.*® Moreover, a relatively large group of older people provides personal care to a house-

hold member, explaining part of the large prevalence of loneliness.*®

There is also increasing evidence that loneliness is a risk factor for negative health outcomes. Thus, at
the same time, poor health is a risk factor for loneliness and loneliness a risk factor for poor health.
Observational studies and systematic reviews indicate loneliness as an established risk factor for a
diversity of mental and physical health outcomes, such as an increased incidence of depression, de-

mentia and all-cause mortality. >4

Moreover, loneliness has been associated with an increased use of health services in primary care

41-43

consultations as well as in emergency hospitalisations,”~* thus increasing workload and health care

system costs. Loneliness also increases the odds of an early move to a nursing home. %

2.2.3. Loneliness in long-term care

Older people living in long-term care also suffer from loneliness despite being surrounded by others.

Indeed, living in a nursing home is associated with higher levels of loneliness.*?

Moving into a nursing home has significant influences on social relationships: visits from family and
friends tend to decrease, new relationships can be established with other residents and staff but there
is a high prevalence of disability and dementia among residents and there is a low possibility of in-
timate relationships. In addition, nursing home residents have a low sense of autonomy and control
over their own life and being dependent limits reciprocity on giving and receiving, making them
feel useless and meaningless with no significant roles to play.“**” Moreover, in this setting, death is

ever-present.*

There is a lack of studies on loneliness among nursing home residents and thus few data. Howev-
er, residents are suggested to be at risk for loneliness since their characteristics (female gender, low
socioeconomic status, recent losses, disabilities, poor health and cognitive decline) are in line with

established risk factors for loneliness.*®

A study showed that 54% of cognitively intact nursing home residents in Norway suffered from lone-

liness.” However, the majority of residents suffer from cognitive decline.

In a Spanish study, institutionalized and community-dwelling older people showed similarities and
differences regarding factors associated with loneliness.® In both groups, depression and disability
were factors contributing to loneliness. In the community, living without a partner was a significant
risk factor, while contact with family, friends, and neighbours was related with loneliness only in long-

term care settings.

Doctoral thesis: Laura Coll i Planas 24



urnB

Umiversitan Autsnoma Loneliness, social support and participation
e arcelomas of older people from a health perspective

A study performing the same comparison among very old people (over 85 years old) in Sweden and Fin-
land, found that loneliness was experienced often or sometimes by 55% of those living in institutional
settings and 45% of those living in the community.”> Depression was linked with loneliness in long-

term care and very old community-dwelling people suffered from more loneliness when living alone.

In conclusion, contextual aspects such as geographical locations and residential setting are also high

determinants of loneliness.

2.2.4. Loneliness interventions
2.2.4.1. Theoretical frameworks that inform interventions to reduce loneliness

Loneliness is modifiable through psychosocial interventions, especially those that are theory-driv-
en.’" There are indeed several theoretical frameworks that aim to explain loneliness and inform
interventions to reduce it, but it is not yet clear which one supports interventions better in terms of

more effectiveness for which populations and which contexts, or their complementarity.

Firstly, the Loneliness Model differentiates mild and transient loneliness from chronic loneliness.
Mild and transient loneliness contribute to the maintenance or repair of meaningful social connections
(e.g., returning home after a trip). Chronic loneliness occurs when meaningful social connections are
perceived as severed or unavailable, producing harmful effects on cognition and behaviour and thus
justifying the need to intervene.”® According to this model, chronic loneliness entails a cognitive bias
consisting of a self-reinforcing loop associated with feeling unsafe, hypervigilance for social threat and
negative social expectations that cause social distance.” This model supports cognitive behavioural

therapy interventions to correct deficits in social skills and address maladaptive social cognition.*

Contrary to the Loneliness Model and according to the empowerment theory, loneliness is consid-
ered to be potentially alleviated through empowering lonely older people to increase their self-esteem

55-57

and feeling of mastery over their own life.”>>” Some interventions have applied this theory especially

to promote friendship among older people.’*>*

In gerontology, three ageing crises have been related to loneliness: the identity, the autonomy and the
belonging crises.”” The identity crisis refers to no longer feeling like who they used to be. This crisis
is related with changes in the body, appearance and the loss of productive roles. The autonomy crisis
means not feeling able to do what they used to do and is linked with the age-related disability process.
The belonging crisis refers to the feeling that they do not belong to the places and groups of persons
to which they used to belong. It is due to the loss of a partner and peers and is reinforced by the social
and environmental changes they perceive around them. Remarkably, these three crises reinforce each

other; for instance, losing the sense of belonging and autonomy endanger the sense of identity.

Odur research work is grounded on the empowerment model and the three ageing crises.
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2.2.4.2. Intervention strategies and effects

Systematic reviews on loneliness interventions identify certain characteristics related to higher effi-

ciency:’"**% group-based interventions; providing educational input or enhancing support; targeting
specific groups of older adults; theory-driven interventions; training and support given to the facilita-
tors; active participation of the older adults in the group decision-making, planning, implementation

and evaluation; utilization of external community resources and building community capacity.
Intervention strategies to alleviate loneliness have been previously classified by Masi et al. according to:**

a) Improving social skills: social training skills.
b) Enhancing social support: intervention offering regular contact, care or companionship.
¢) Increasing opportunities for social interaction: social access to social activities.

d) Addressing abnormal social cognition: social cognitive training,.

This classification was applied in their systematic review and meta-analysis on loneliness interventions
across the life span and the authors concluded that all four strategies were effective, although social
cognitive training was significantly more effective than the others. However, it is important to high-
light that half of the included randomized trials (10 out of 20) targeted older people and most of them
(seven out of 10) applied an intervention strategy based on increasing social support. Moreover, only
one trial applied the strategy of social access (i.e., increasing opportunities for social interaction) to
older people and had no success. This intervention only covered technical training in basic computer

use, use of email and introduction to Internet and did not actively promote social connections.

Effective trials in reducing loneliness were a total of seven (out of 20) and three of them were social
support interventions, two targeting older people and one combining adults and older adults. One
further effective trial targeting older adults was an individual reminiscence therapy intervention in a
nursing home in Taiwan," classified by authors as social cognitive training. The remaining effective

trials targeted young populations like students.

Therefore, the meta-analysis conclusions from Masi et al. on the higher effectiveness of social cog-
nitive training are biased by results of trials targeting young populations and do not apply to older
adults. As regards trials on older adults, the most common intervention strategy applied to decrease
loneliness was based on social support and this was also the only strategy showing effective results.
Furthermore, the strategy of social access was understudied, and none of the interventions identified

for older people applied multiple strategies to alleviate loneliness.

The effects of loneliness interventions on physical and mental health are understudied and results are
so far inconclusive.”? A successful trial has shown a significant improvement in perceived health and
cognition and a decrease in the use of health services, which was associated with a reduction of costs
and of mortality after two years.®*%

A few clinical trials have endeavoured to alleviate loneliness in nursing homes. A variety of strategies
have been used. Internet training showed a positive trend and the use of animals and robots to stimulate

social interaction achieved significant positive effects reducing loneliness.*® From a cognitive behav-
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ioural therapy approach, a cognitive intervention helped older adults to increase or maintain the quality
of their social networks.” However, lonely people long for human relationships and fostering social
interactions among people should be a priority.*® In this vein, the intervention proven to be successful
in the community in Finland, called “Circle of friends”, has also been successfully applied in assisted
living facilities and among people with dementia.®® Likewise, as mentioned before, one trial based on

individual reminiscence therapy was successful at alleviating loneliness in a nursing home in Taiwan.!

Last, it is important to state that although loneliness is highly influenced by context, the relevance of

geographical contexts when intervening in loneliness is understudied."”

2.3. Social capital: an umbrella concept including social support and participation
2.3.1. Definitions

The polysemic and unclear use of the words “social”, “social intervention”, “social participation”, “so-
cial capital” and other related concepts in public health might partly explain the lack of evidence on
the health effects of social interventions, and consequently, the lack of evidence-based practices.69,70

Therefore, we define next the main terms related to our research work.
Social:

According to the Cambridge Dictionary, “social” has two meanings: “relating to activities in which you
meet and spend time with other people and that happen during the time when you are not working” and

“relating to society and living together in an organized way’.
The Dictionary of Epidemiology (6" ed.) uses the word “social” without providing any definition of it.”*
Social intervention:

The Dictionary of Epidemiology (6™ ed.) uses the term “social intervention” without providing any
71
t.

definition of i
There is an increased effort to build evidence on social interventions such as the work of the Campbell
Collaboration, which is committed to promoting positive social change through the production of
high quality systematic reviews of social interventions based on the effectiveness of social programmes,
policies, and practices. It covers the fields of crime and justice, education, international development

and social welfare (i.e., social care).

In public health research, the term “social intervention” is used to refer to a high variety of interven-
g y
69,70,72,73

tions among them:
- Social activities or social programmes, which can be defined as a ‘person’s involvement in
activities providing interaction with others in society or the community” and also understood as an
organized, planned and usually ongoing effort designated to ameliorate a social problem or improve

social conditions”47
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- Interventions related with social welfare such as:
* Social care services (e.g., home help).
* Financial support (e.g., income supplementation).
* Housing intervention (e.g., smoke alarms).

* Nursing intervention (e.g., advice from the continence nurse).

Medical support (e.g., assistance in making appointments with health professionals).

- Public policy and social organization (e.g., promoting walking and cycling instead of using

cars).”?
In this thesis, we focus on the first group: social activities or social programmes.
Psychosocial interventions:

These are defined as any intervention that emphasizes psychological or social factors rather than
biological factors.”® This definition includes psychological therapies and health education as well as
interventions with a focus on social aspects, such as social support and networking. Certain interven-
tions with a physiological component add a psychosocial component (e.g., exercise groups for older
people).”” One of the psychosocial interventions present in the care of people with cognitive decline is

reminiscence, which contains various forms of life reviewing and recalling past events in life.
Social network:

It is the web of social relationships that surround an individual.”®

Social support:

t.79

There are diverse complementary definitions of social suppor

The structural aspects of social support correspond to network size while functional aspects inform

about the type of support: emotional, informal or instrumental.

Social support can also be classified as provided or as perceived according to the subjective experience

of those receiving it.

In addition, it can be transferred within existing social nezworks or by the formal support system. In the

latter, professional support and non-professional support (e.g., volunteers) coexist.

In this thesis, we apply the definition of social support according to the theory of Cohen et al.: social
support comprises ‘the social resources that persons perceive to be available or that are actually provided
to them by non-professionals in the context of both formal support groups and informal helping relation-
ships”.?

Social support interventions:

Two classifications have been identified for social support interventions that complement each other.
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The first one defines three types:®
- Group vs. individual interventions.
- Professionally led vs. peer-provided interventions.
- Interventions aimed at increasing the network size or the perceived support vs. interventions

aimed at building social skills to facilitate building support.

The second one defines four types of interventions:*!
- Peer support and befriending.
- Family support and social network interventions.
- Support groups.

- Remote support interventions.
Participation:

The International Classification of Functioning, Disability and Health (ICF) defines participation as
a person’s performance in life situations, including the size of social networks, and satisfaction with

social contacts.®
Social participation:

This term has a polysemic use. In this thesis, unless otherwise stated, we apply the definition from
Levasseur et al. presented in the taxonomy of social activities, as a result of an inventory and analysis

of definitions of social participation found in the ageing literature.”* See figure 3.

The taxonomy is based on the individual’s levels of involvement with others and with the goals of the
activities. Accordingly, depending on the main goal of the social activities, six proximal to distal levels
of involvement of the individual with others were identified:

1) Doing an activity in preparation for connecting with others.

2) Being with others.

3) Interacting with others without doing a specific activity with them.

4) Doing an activity with others.

5) Helping others.

6) Contributing to society.

These levels are presented as a continuum that helps to distinguish different but related terms as fol-
lows: participation includes all levels from 1 through to 6; social participation involves levels 3 to 6

and social engagement comprises levels 5 and 6.
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Figure 3. Taxonomy of social activities as a result of an inventory

and analysis of definitions of social participation.

Doing an activity in preparation
for connecting with others 1

Being with others (alone but
with people around)

Interacting with others (social
contact) without doing a specific 3
activity with them

Doing an activity with others
(collaborating to reach the same 4
goal)

Helping others 5

Contributing to society 6

Reproduced from Levasseur et. at (2010)™

Interventions promoting social participation:

A typology of social programmes used to promote the social participation of older people has been

established according to a literature review.” See figure 4.

Figure 4. Typology of social programmes promoting the social participation of seniors.

Social Social
inleraciions inleTacHons Collective
within am swithin & projocts
individual group condext
cpalexl

Reproduced from Raymond et. at (2013)7

The categorisation is based on the following characteristics of the programmes: the type of social
situations, whether interactions and relationships are enabling or fostering as a way to improve social

participation, and which activities are proposed to reach goals.

Doctoral thesis: Laura Coll i Planas 30



urnB

Umiversitan Autsnoma Loneliness, social support and participation
e arcelomas of older people from a health perspective

The typology establishes five categories:

(a) Social interaction in an individual context:
a. Community-based services programmes.
b. At-home context.

(b) Social interaction in a group context:
a. Classes.
b. Adult day care and senior centres.

(c) Collective projects:
a. Recreational, sports and socio-cultural activities.
b.Intergenerational activities.

(d) Volunteering and informal support:
a. Organised volunteering.

(e) Socio-political involvement and activism:
a. Global scope.

b. Intergenerational scope.
Social capital:
Social capital has several definitions according to different approaches.®
According to the Dictionary of Epidemiology (6™ ed.),”" there are two definitions of social capital:

1. The resources—for example, trust, norms, and the exercise of sanctions—available to members of
social groups. The social group can take different forms, such as a work place, a voluntary organization,
or a tightly-knit residential community. The salient feature of this approach is that social capital is

conceptualized as a group attribute.

2. The resources—for example, social support, information channels, social credentials—that are em-
bedded within an individual’s social networks. In this approach, social capital is conceptualized as an

individual attribute as well as a property of the collective.

Moreover, the Dictionary adds that: “Empirical research on social capital has stimulated a vigorous
debate regarding its conceptualization and definition. Two points of contention are whether social capital

ought to be considered as an individual or as a group attribute, and as social cobesion or as resources em-

bedded in networks”.

Below, we briefly describe the three main theoretical approaches to the conceptualization of social

capital:

According to Bourdieu, social capital is defined as 7he aggregate of the actual potential resources which
are linked to possession of a durable network of more of less institutionalized relationships of mutual ac-
quaintance or recognition’®* Social capital is related to the size of the network and the volume of
accumulated social capital of each individual. This approach shows how social capital can be used to
produce or reproduce inequality, for instance, people gain access to powerful positions through the

direct and indirect use of social connections.
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The social network approach describes social capital as social networks with different values for dif-
ferent individuals.®> For Coleman, social capital consists of some aspect of social structure, and facilitates
certain actions of actors- whether persons or corporate actors-within the structure. Accordingly, social
capital is productive and has an instrumental purpose; it is used to achieve particular ends that could

not be achieved otherwise.

From the social cohesion approach, Putnam refers to social capital as a public good based on com-
munity activities. For Putnam, social capital refers to features of social organizations, such as networks,
norms and trust that facilitate action and cooperation for mutual benefir. ** This approach provides a
much more positive perspective than Bourdieus. Accordingly, it frames social capital as a producer
of “civic engagement” and also a broad societal measure of communal health. Within this approach,
social capital is transformed from a resource possessed by individuals to an attribute of collectives and

it focuses on norms and trust as producers of social capital and not only on individual social networks.

Putnam’s approach is the most widespread in health research and was adapted to the ageing process
emphasizing the interaction between individuals at the individual (or micro) and the collective levels,
comprising meso (neighbourhood) and macro (society) contexts.®®® Accordingly, social capital re-
fers to an umbrella concept, in which social resources (social capital components) are grouped into
dimensions: social networks, social contacts and participation belonging to the structural or objective
aspects, and social support, sense of belonging and trust corresponding to the cognitive or subjective
aspects. Moreover, depending on the directions of social ties, social capital is defined as bonding
(intra-group ties between members sharing common characteristics), bridging (ties between heter-
ogeneous groups) or linking (relationship between people who possess unequal wealth, power, and

status).5690:91

It is important to mention that social research is currently embedded in a controversial and appropri-
ate debate about social capital: its definition, the appropriateness of the term, its theoretical approach,
its dimensions (whether it is collective or also individual) and its role on health inequalities (whether
it is a structural or intermediate determinant of health and whether it reduces or increases health

inequalities).

In this thesis, we use “social capital” to refer to the operationalization of the term as an umbrella
concept developed by Islam and latter by Nyqvist et al. following Putnam’s approach and adapting
it to all ages.”" See figure 5 Accordingly, we understand social capital as an individual and collective
feature that embeds several social resources that are object of our research, such as social support and
social participation. This framework allows having a comprehensive perspective on social capital and

deconstructing the concept to gain clarity in the diversity of social resources embedded.’*
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Figure 5. Conceptual model of social capital.

(Raymond, 2013).

Reproduced from Islam et. at (2006)°"

Social capital intervention:

In our work, we use the term “social capital intervention” to include all interventions designed to pro-
mote social capital as a generic concept or at least one of its components according to the definition
of social capital as an umbrella concept that embeds structural and cognitive aspects and all directions

of social ties (see above).

2.3.2. Social support, participation and health

Social support and participation are protective health factors. The first remarkable evidence on this

was published in Science in 1988:%

“The theory and evidence on social relationships and health increasingly approximate that available at the
time of the U.S. Surgeon General’s 1964 report on smoking and health, with similar implications for future
research and public policy’.

“Just as we discover the importance of social relationships for health, and see an increasing need for them,
their prevalence and availability may be declining. Changes in other risk factors (for example, the decline

of smoking) and improvements in medical technology are still producing overall improvements on health
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and longevity, but the improvements might be even greater if the quantity and quality of social relationships

were also improving”.

Later, adequate social relationships have been associated with a 50% decrease in mortality.” The ef-
fects are comparable to other well-established protective health factors like smoking cessation and
physical activity.””? Likewise, poor social relationships are a risk factor for incident dementia with an
effect comparable with other well-established risk factors for dementia, such as low educational level,
physical inactivity, and late-life depression.” It is also noteworthy the established influence of social

contacts with subjective well-being in ageing, specially their quality.”

Regarding participation, an increase in associational involvement and in informal socialising increases
the likelihood of reporting better health in the adult population and in older age.”*™® Both social

relationships and social participation have protective effects on late life disability.”

From a psychological perspective, two not mutually exclusive processes explain how social support
may affect health and well-being: the stress buffering model and the main effects model.'” The first
model emphasizes the role of social support buffering the negative consequences of acute and chronic

stressors (e.g., social support buffers the stressful experience of caring for a person with dementia).

The second model describes the overall protective health effects of social integration (i.e., embedded-
ness in a social network), by influencing health-related behaviours, social engagement (thus defining
and reinforcing social and meaningful roles, identity and sense of belonging), exchange of social
support (emotional, cognitive, informational and instrumental) and access to material resources (e.g.,

peer support can enhance initiating physical activity).”®'"!

2.3.3. Social capital and health

Several systematic reviews explore the relationship between social capital and health, analysing its
cognitive and structural dimensions and its individual and collective levels.”" Individual cognitive
social capital seems to be protective against developing common mental disorders while evidence on
collective cognitive social capital is positive but limited.'”> However, structural social capital was not
associated with mental health at either the individual or collective level. Among older adults, a pro-

tective effect of social capital on mental wellbeing has been shown.®

A further systematic review analysing the specific effects of social capital components has identified
that engaging in social participation and reporting frequent contact with friends and family explain
a decrease in mortality.'®®

Context is critical in social capital and its relationship with health,® since personal networks are
embedded in a broader social structure.'® Thus, macro-social processes are dynamically linked with
cognitive, emotional, behavioural, and biological pathways at individual level and explain how social
capital components affect health.”® Data on micro and macro levels of context show differentiated in-
fluences on individual health.'® Besides, the influence of social networks on well-being seems to differ

across societies and welfare states.”>!% While collectivist societies emphasize interdependence between
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humans, individualistic societies do not. At a welfare state level, differences across cultures and welfare
systems (e.g., social-democratic, liberal, Mediterranean, conservative-corporatist, post-socialist) play
major roles in social capital.®”! Thus, the existing social capital within a community influences the
health effectiveness of an intervention.'"” However, the implications of context on how to build and

enhance social capital are largely unknown.

At least three mechanisms have been put forward to explain why social capital positively influences

individual health:'%®!1%

1. Improved access to health relevant information through an individual’s social interaction
(friends and relatives, participation in social events, and membership in formal and informal
organizations).

2. Informal health care and support available and provided in case of illness.

3. Well-organized and connected groups are more effective at coordinating people’s efforts to
lobby public authorities with a view to obtaining potentially health-promoting public goods,

for example, health infrastructure, traffic regulations, sport facilities and green space areas.

2.3.4. Social capital interventions in health research

In research, promoting social support and/or participation has been studied to benefit a variety of
populations with specific conditions. For instance, social support interventions have been applied to
people suffering from diseases like cancer and diabetes and being the caregiver of people with demen-

tia. 811 Results are partially successful and highlight the lack of robust research.

The health effects of volunteering as a form of social engagement have been analysed. Despite the sig-
nificant benefits on mortality and mental health stemming from cohort studies, evidence was lacking
from experimental designs.''?

Interventions aimed at alleviating loneliness among older people often promote social interaction and
support between peers, provide supportive relationships with volunteers or encourage social partic-
ipation by enhancing social activation or participation in social activities.”" Likewise, as mentioned
before, trials increasing social support are the most widely applied strategy among older people to
tackle loneliness.>

Systematic reviews on interventions promoting participation among older adults have addressed those
with low vision through occupational therapy and those in retirement through promoting meaningful

social roles.!'>!14

In the first case, problem-solving showed the strongest evidence. Regarding retire-
ment, few and diverse trials were identified but promising effects on a wide range of health outcomes

were shown in interventions providing explicit roles and using supportive group structures.

In a broader sense, psychosocial interventions in older adults have been reviewed regarding their
effects on depressive symptoms and a small but statistically significant effect was found.”” In the men-

tioned review, reminiscence was not significantly effective at reducing depression.
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It is also to be remarked that social capital interventions, comprising social support and social par-
ticipation interventions, usually contain several interacting components. Therefore, they are complex
interventions and, consequently, pose theoretical and methodological challenges regarding impact
mechanisms and implementation among others.'"> Moreover, despite the relevance placed on the
promotion of social relationships and participation in ageing to increase health and well-being ac-
cording to current evidence and policy, the processes that are involved to achieve successful results

remain unknown.

2.3.5. Social capital interventions in health care practice and policy

Despite the context of few evidence, health care systems comprise already several practices based on
social resources at personal or community level, like group-based interventions on health promotion
or peer support and social prescribing. These practices, more or less implemented in routine care
or emerging as pilots in different contexts, are often not informed by current evidence and seldom

grounded on theoretical frameworks.

Indeed, evidence is scarce whereas theoretical, conceptual and policy frameworks have already
established the basis to move into action. In the first place, the main definitions of health involve
a social dimension such as social well-being.”" In the second place, the biopsychosocial model of
health (proposed in 1977) criticised the reductionism of the dominant biomedical model, stated that
health needs were not being met and that biomedical research was not having a sufficient impact in
human terms."'® It advocated for an inclusive scientific medical model. In the third place, according
to the WHO Ottawa Charter (1986), health promotion is the process of enabling people to increase
control over, and to improve their health.! Likewise, salutogenesis implies to strengthen people’s
potential to create good health as a tool for a satisfactory and productive life.® Thus, the model of
salutogenesis proposes a health promotion approach to work with strengths and promote well-being.
According to the salutogenic approach to ageing, despite the physical and biological decline with age,

the potential of growth regarding psychological and social salutary factors is clear.'"”

In the fourth place, research on health inequalities has pointed out the relevance to focus on social
determinants of health, since they explain the majority of poor and unequal health1 and increasing
efforts are being made to tackle health inequalities from a public health perspective.”® In this vein, it is
important to highlight the rellevance of community-oriented health care and community actions
for health, understood as collective efforts by communities which are directed towards increasing
community control over the determinants of health, and thereby improving health."®'"

Furthermore, the Task Force on Community Preventive Services, recommends social support health
behaviour interventions, especially peer support, to promote healthier lifestyles and better self-man-

agement of chronic illnesses.'*
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2.3.6. Social capital, social determinants of health and health inequalities

A