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ABSTRACT

MULTIDIMENSIONAL APPROACH TO LINK BETWEEN TRUST AND
HEALTH BEFORE AND AFTER COVID-19: NATIONWIDE
INVESTIGATIONS BASED ON SOCIAL CAPITAL THEORY

Tosyali, Ahmet Furkan
Ph.D., The Department of Psychology
Supervisor: Prof. Dr. Bengi Oner Ozkan

Co-Supervisor: Assoc. Prof. Dr. Mehmet Harma

May 2022, 117 pages

The current research was part of a larger project, funded by the Scientific and
Technological Research Council of Turkey (TUBITAK), examining the link between
psychosocial factors and health-related outcomes. A pilot study showed that the items
could adequately be used, and bivariate relationships were consistent with the
hypotheses. In Study 1, the hypotheses were examined in a representative sample of
the Turkish population. Bonding and linking aspects were positively related to SRH;
however, bridging aspect and interaction between bonding and linking aspects were
not related to SRH. In Study 1, a follow-up analysis was conducted to examine the
same hypotheses using a multilevel modeling framework accounting for the
interdependency between different regions where individuals are nested in those
regions of Turkey. A theory-driven variable, i.e., income inequality, was added as a
region-level predictor in the analysis. Findings showed that there could be regional
discrepancies in terms of social capital dimensions and SRH. In Study 2, | aimed to
examine the same relationship patterns to see whether those patterns would be

consistent by counting different countries after adjusting for income inequality as a

iv



country-level predictor of SRH. Secondary data analysis was conducted on the joint
data set of the last waves of the World Values Survey and European Values Study,
including data from 69 countries. All hypotheses were confirmed. Findings of Study
1 were specifically discussed considering the post-disaster context due to the COVID-
19 pandemic, and Study 2 was discussed considering more like a global picture

regarding the same relationship patterns.

Keywords: Social Capital, Bonding, Bridging, Linking, Health



0z

COVID-19 ONCESIi VE SONRASI GUVEN VE SAGLIK ARASINDAKI
BAGLANTIYA COK BOYUTLU YAKLASIM: SOSYAL SERMAYE
TEORISINE DAYALI ULUSAL ARASTIRMALAR

Tosyali, Ahmet Furkan
Doktora, Psikoloji Boliimii
Tez Yoneticisi: Prof. Dr. Bengi Oner Ozkan
Ortak Tez Yoneticisi: Do¢. Dr. Mehmet Harma

Mayis 2022, 117 sayfa

Mevcut arastirma, Tiirkiye Bilimsel ve Teknolojik Arastirma Kurumu (TUBITAK)
tarafindan finanse edilen ve psikososyal faktorler ile saglikla ilgili sonuclar
arasindaki bagintiy1 inceleyen daha biiylik bir projenin parcasidir. Pilot ¢alisma,
maddelerin uygun sekilde kullanilabilecegini ve iki degiskenli iligkilerin hipotezlerle
tutarli oldugunu gostermistir. Calisma 1'de, hipotezler Tiirkiye popiilasyonunu temsil
eden bir Orneklemde incelenmistir. Dayanismaci ve baglayict sosyal sermaye
boyutlari, KKSD ile pozitif olarak iligkili bulunmustur. Bununla birlikte, araci
sermaye KKSD ile anlamli olarak iligkili bulunmamistir. Benzer sekilde,
dayanigmaci ve baglayici boyutlari arasindaki etkilesimin de KKSD ile anlamli bir
iliskisi tespit edilmemistir. Calisma 1'de, bireylerin, Tiirkiye'nin farkli 6zelliklerdeki
bolgeleriyle i¢ ige olmasindan kaynaklanan karsilikli bagimliligi hesaba katan ¢ok
diizeyli bir modelleme kullanilarak ayni hipotezleri incelemek icin bir takip analizi
yapilmistir. Teoriye dayali bir degisken olarak gelir esitsizligi, analize bolge
diizeyinde bir yordayici olarak eklenmistir. Bulgular, sosyal sermaye boyutlar1 ve

KKSD agisindan bolgesel farkliliklar olabilecegini gostermistir. Calisma 2'de,
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KKSD'nin iilke diizeyinde bir yordayicisi olarak gelir esitsizligi belirlendikten sonra
farkli tilkelerden verileri hesaba katarak bu modellerin tutarli olup olmayacagini
gormek icin ayni iliski modellerinin incelenmesi amaglanmistir. Diinya Degerler
Anketi ve Avrupa Degerler Anketi’nin son dalgalarinin ortak veri seti lizerinde 69
tilkeden gelen verileri igeren ikincil veri analizi yapilmigtir. Bu analizde tiim
hipotezler dogrulanmistir. Calisma 1'in bulgulari, COVID-19 pandemisi nedeniyle
afet sonrasi1 baglam goéz onilinde bulundurularak tartisilmistir. Calisma 2’de elde
edilen aym iliski oOriintiilerine iliskin sonuglar daha ziyade genel bir cergevede

tartisilmistir.

Anahtar Kelimeler: Sosyal Sermaye, Dayanigmaci, Araci, Baglayici, Saglik
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CHAPTER 1

INTRODUCTION

Studies on health determinants, especially in Europe and America, have been among
the most important public health issues as life expectancy and chronic diseases
increase. In those studies, health-related outcome(s) assessment may vary based on
different operational definitions (Xue et al., 2020). For instance, a healthy individual
is often defined as someone who does not have any illness or disability (Aydin, 2020).
However, remembering the definition of the World Health Organization (WHO),
health is “a state of complete physical, mental, and social well-being and not merely
the absence of disease or infirmity” (WHO, 1946), which means that “lack of illness
and disability” does not necessarily mean that an individual is a healthy living. Thus,
in addition to objective assessments (e.g., biomedical measures, a clinical diagnosis),
individuals’ subjective evaluation is also a critical indicator of health (WHO, 2014).
In this context, the self-rated health (SRH) measure has been widely used to predict
individuals’ physical and mental health status. As such, SRH has been globally shown
as a robust predictor of objective health (e.g., Idler and Benyamini 1997; Wu et al.,
2013), mortality, and morbidity (e.g., Jylhd et al., 2006; Lekander et al., 2004; Leung
et al., 1997) even after controlling for demographics such as gender, age, and socio-

gconomic status.

Moreover, that definition, which primarily focuses on physical and biological factors,
may limit our understanding of health determinants by missing out on societal-level
indicators influencing health, such as economic, psychological, social, and cultural
(Marmot & Wilkinson, 1999; WHO, 2008). Social capital, which involves trusting
relationships with different social structures (e.g., family, neighborhood, public
agencies) in society (Putnam, 2000; Szreter & Woolcock, 2004), is one of the
societal-level variables widely investigated in terms of health-related outcomes

(Helliwell & Putnam, 2004; Kawachi et al., 2008). According to these investigations



capturing over the 20 years of cumulative knowledge, there have been mixed findings
due to particular reasons such as varying conceptualizations (e.g., the inclusion of
different aspects of social capital) and different contexts (e.g., post-disaster/crises or
different countries) (Aldrich, 2010; Moore & Kawachi, 2017). However, relying on
current meta-analysis studies, social capital could be shown as a consistent predictor
of both physical (Rodgers et al., 2019) and mental health (Xue et al., 2020).

Despite two decades of research on the link between social capital and health, there
may be new research questions never asked before. For instance, it is unknown
whether a different aspect of social capital (i.e., relationship with close others) could
compensate for a deficiency in the link between another aspect of social capital (i.e.,
relationship with the power gradients) and health. Namely, the question is whether
there would be interaction effects between different aspects of social capital in terms
of health. Moreover, it would not be clear how these relationship patterns (if it exists)
may differ during the COVID-19 pandemic, which has been seen as an immense
disaster. Another important question may be whether the predictive power of
different aspects of social capital on health would differ in varying contexts (i.e.,
COVID-19 pandemic, country-level differences). Therefore, this thesis proposal aims
to investigate original research questions regarding the association between social

capital and health, considering different contextual variables.

1.1 Literature Review: Social Capital and Health

Sociologists first discussed basic social capital components such as trust, values,
reciprocity, and norms for suggestions on economic and social problems
(Woodhouse, 2006). Although its origin is dateless, it may still be challenging to
operationally define the concept of social capital (Sun & Lu, 2020). Despite varying
definitions, trust in relationships has been the most frequently used proxy of social
capital (Rodgers et al., 2019). It represents the cognitive part of social capital which
means how people perceive or feel about their relationships (Kawachi et al., 2008).
In this research proposal, social capital is operationally defined based on its cognitive

aspect (i.e., trust), which would precisely be consistent with one of the well-known



social capital theorist Robert Putnam’s suggestion that “trust is an essential

component of social capital.” (Putnam, 1993, p.170)

In the simplest terms, social capital includes reciprocally trusting social networks
formed at different levels of society. Those different levels are categorized as
bonding, bridging, and linking social capital (Kawamoto & Kim, 2019). Bonding
social capital refers to homogeneous, horizontal in-group social relationships (e.g.,
family, relatives, best friends, neighbors). Bridging social capital refers to horizontal
relationships; however, it is more heterogeneous (e.g., people of other religions or
nationalities) than the bonding aspect (Putnam, 2000). Thus, the strongest social tie
we develop to connect with someone similar to us is bonding, whereas bridging
relationships are weaker social ties with whom we have less in common (Kawachi,
2006).

Afterward, Szreter and Woolcock contributed to social capital literature by
introducing another dimension, linking social capital, defining heterogeneous and
vertical relationship dynamics between people and states. It was defined as “the
norms of respect and networks of trusting relationships between people who are
interacting across explicit, formal or institutionalized power or authority gradients in
society.” (Szreter & Woolcock, 2004, p.655). Parallel to this definition, Rothstein
also defined vertical trust as “trust in political and societal institutions” and proposed
that vertical trust, which relies on government institutions, is significantly related to
linking social capital (Rothstein, 2000, p.488).

More than two decades of growing research have focused on the link between social
capital and health (Kawachi et al., 2008; Rodgers et al., 2019). The 20-year
cumulative work in health-related topics could mainly be classified as physical health
(e.g., mortality, cardiovascular disease) and mental health (e.g., depression, well-
being), in which mortality and depression measures were the most common outcome
variables investigated from the social capital perspective (Xue et al., 2020). Rodgers
et al. (2019) conducted a systematic review investigating the link between social

capital and physical health-related outcomes. The review involved 145 studies



conducted between 2007 and 2018, representing the second decade of the social
capital and health literature. The most studied social capital indicator was trust (54%),
and the most studied health-related outcome was self-rated health (SRH; 57%). The
researchers reported a robust positive association between social capital and SRH,
whereas the link between social capital and other health-related outcomes was
inconsistent. Also, a recent study supported the positive relationship between social
capital and SRH by using 2016 China Family Panel Data which was cross-sectionally
collected from 30,657 people (Gu & Zhu, 2020). The authors concluded that “the
relation between social capital and SRH may be universal,” relying on cumulative

knowledge (p.11).

Another current meta-analysis re-tested 12,778 estimates from social capital to
health-related outcomes from 470 studies (Xue et al., 2020). According to the meta-
analysis, the operational definition of studies could be grouped for health-related
outcomes as follows: general health status (40.4%), physical health (37.3%), and
mental health (23%). Xue et al. (2020) confirmed the adaptive role of social capital
on varying health-related outcomes. Comparatively, the cognitive aspect of social
capital (i.e., trust) had a greater effect size on health than other aspects (e.qg., structural
aspect; associational membership) of the term. The cognitive aspect was especially
significantly related to mental health rather than general health and physical health
reports. Lastly, the authors reported that bonding, bridging, and linking aspects of
social capital were also positively associated with health, and there was no significant
difference in their effect sizes on health. Thus, it seems that different forms of social
relationships could equally be vital to health. To be noted, however, investigations
simultaneously capturing all these three aspects in terms of health-related research
have been scant (Poortinga, 2012; Xue et al., 2020), although the three-dimension
approach (i.e., bonding, bridging, and linking) was viewed as the clearest
conceptualization in the literature (Elgar et al., 2011; Jiang & Wang, 2019). Based on
this suggestion, the current proposal will include all three forms of social

relationships while defining social capital.



Considering the positive impact of social capital on health, ecological theory,
suggested by one of the well-known developmental psychologists, Urie
Bronfenbrenner (1975), would also shed light on that relationship in a similar
theoretical perspective with social capital. Especially, two dimensions of social
capital, bonding and linking, may correspond to the different sub-systems of the

ecological theory.

Ecological theory mainly emphasizes individual and contextual systems to
understand human development (Stokols, 1996). According to Bronfenbrenner, it is
essential to examine the interaction within and between these ecological systems to
comprehend the developmental outcomes (Bronfenbrenner, 1975). Even though he
suggested this theory to understand human development, especially by focusing on
early childhood, it has also been the main theoretical framework of many mental
health studies (Eriksson et al., 2018).

In this theory, ecology refers to the fit between individual and environment, meaning
that the more the fit between the person and environment and the more adaptive
developmental outcomes for a human. He suggested that the environment is a multi-
layered system including sub-systems, rather than a single unity, such as
microsystem, exosystem, and macro-system?®. He underlined that at least two sub-
levels should be considered in an ecological study (Bronfenbrenner, 1975). From this
point of view, at least two sub-levels (i.e., bonding and linking) of social structure
corresponding to ecological study ingredients will be considered in the current

research.

The microsystem includes the individual and his/her immediate environment (e.g.,
home, school) consisting of significant others (Bronfenbrenner, 1977, 1995). In
addition, in the final phase of the theory, Bronfenbrenner (1995) introduced a concept
named “proximal processes,” which he also called as “engine of development,”

referring to reciprocal interactions between the person and the significant others, for

! In this part regarding Bronfenbrenner’s theory, I mainly intended to underline some similar
theoretical perspectives that correspond to social capital theory. Thus, | deliberately skipped some
parts of ecological theory and shared my personal opinions regarding the similarities.
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instance, a family member. Therefore, micro-systems may correspond to the bonding
aspect of social capital. Exosystem consists of wider social structures such as the
business world, media, and public agencies. These kinds of wider social structures do
not influence the person in the developmental process; rather, it impacts immediate
settings (e.g., family), influential on human development. The macro-system involves
written (e.g., law and regulations) and unwritten (e.g., culture) norms that would
influence human development (Bronfenbrenner, 1978). Depending on the social
structure and components mentioned in the exosystem and macrosystem, linking
social capital may correspond to these two social structures. Consequently, in light of
social capital theory and ecological theory, we could conclude that social

relationships with various aspects matter in human health?.

Considering the findings and interpretations mentioned above, the following

hypotheses were proposed in all sub-studies covering by this research proposal:

H1: Bonding social capital would positively predict SRH.
H2: Bridging social capital would positively predict SRH.
H3: Linking social capital would positively predict SRH.

Relationship science has long discussed the compensatory role of close relationships
on health-related outcomes in times of distress or lack of social support (e.g.,
Bradbury & Karney, 2004; Cohen & Pressman, 2004). Social capital literature also
emphasized the stress-buffering role of its core elements (i.e., trust) on health (Uphoff

et al., 2013; Van Lange, 2015). Combining this suggestion in the social capital

2 Many other pioneer psychology theories consistently indicate an adaptive role of social
relationships on physical and mental health, such as Attachment Theory, Stages of Psychosocial
Development, Theory of Need to Belong, Self-Determination Theory (i.e., relatedness dimension).
These theories consist of similar perspectives (e.g., trust, the importance of togetherness)
corresponding to either bonding or bridging social capital theory aspects. However, these theories do
not include linking social capital dimension, referring to the vertical relationship between people and
power or authority. Indeed, this kind of comprehensive perspective on the scope of social
relationships and health linkage incorporates different social science disciplines such as economy,
psychology, and sociology.



perspective, it would be worth pursuing whether trust in close social ties (i.e., bonding
social capital) could compensate for the lack of trust in vertical social ties (i.e., linking
social capital). More specifically, even if individuals have lower trust levels in linking
social capital, I expect a higher level of trust in bonding relationships could function
as a buffering mechanism preventing individuals from reporting poorer SRH. Thus,

the following hypothesis was proposed:

H4: Positive link between bonding social capital and SRH would be more

pronounced for individuals having lower linking social capital.

1.2 Context-Specific Issues: COVID-19

The existing body of knowledge presenting the link between social capital and health
includes context-specific research in which this link was investigated in post-
disaster/crisis cases such as natural disasters (e.g., earthquake, flood, hurricane,
tsunami) (Aldrich, 2012), economic crisis, (e.g., Sarracino & Piekatkiewicz, 2020),
and pandemic (e.g., Gu & Zhu, 2020). In this research proposal, the COVID-19
pandemic, which was declared a severe disaster on March 13, 2020, in the US
(Federal Emergency Management Agency, 2020) will be one of the context-specific
issues examining social capital and SRH relationship. The second context-specific
issue will be based on a potential country-level comparison regarding social capital

and health linkage discussed in the next session.

Infectious diseases like COVID-19 can adversely affect those infected and the general
psychological health and well-being of others who are not infected. For example,
severe acute respiratory syndrome (SARS) disease increased anxiety, depression, and
stress levels in the general population (Peng et al., 2010; Wu et al., 2005). To facilitate
effective crisis planning, response and recovery process in such disasters, it was
suggested that there has to be a “culture of resilience” in which societies have the
“ability to prepare and plan for, absorb, recover from, and more successfully adapt to
adverse events” which leads to less vulnerability for individuals and societies (The

National Academies, 2012, p.1). In this context, previous studies suggested that social



capital could be one of the key factors for developing that kind of cultural resilience
against pandemic crisis (e.g., Chuang et al., 2015; Pitas & Ehmer, 2020;
Ronnerstrand, 2013). Thus, effective response and action in crises are faster in
societies with high social capital (Pitas & Ehmer, 2020), often operationally defined

as trusting relationships across varying social structures.

There is a scarcity of studies examining the relationship between social capital and
communicable diseases (Borgonovi & Andrieu, 2020). Most of those studies focused
on sexually transmitted diseases (e.g., Frumence et al., 2014; Mukoswa et al., 2017).
However, few current attempts aiming to examine the critical role of social capital on
health during the COVID-19 pandemic should be considered. For example, a study
conducted in urban China examined whether the cognitive aspect of social capital
(e.g., trust and reciprocity in relationships) would mediate the relationship between
structural social capital (i.e., COVID-19 related volunteering, organization
membership) and mental health (i.e., depressive symptoms and life satisfaction)
among elderly people (Sun & Lu, 2020). Findings demonstrated the fully mediating
role of cognitive social capital, meaning that structural social capital did not directly
predict mental health. In fact, this finding confirmed a previous statement that often
suggested the critical role of cognitive social capital — involving perceptions or
feelings of individuals — on health is more robust (Kim et al., 2008; Sarracino &
Piekatkiewicz, 2020) than the predictor role of structural social capital referring to
behavioral dynamics that could be observable in social relationships (e.g.,
associational membership, civic engagement) (Kawachi et al., 2008). Moreover,
behavioral aspects of social capital (e.g., social participation) seem difficult to
consider due to the precautions in the pandemic, such as physical and social distance
in society. This is another reason why, in the current research, | deliberately focus on
the cognitive aspect of social capital rather than the behavioral aspect, which had
already led to non-significant health-related results in European and East Asian
contexts (e.g., Bassett & Moore, 2013; Ehsan et al., 2019; Lu et al., 2018).

Although there may be various barriers (e.g., economic, technological, and legal) that

can impede planning and response in the COVID-19 process, social capital may be a



protective factor. The “new normal” during COVID-19 brings about new challenges
in social interactions due to shelter-in-place orders or restrictions on the size of the
social bubbles (Wong & Kohler, 2020). Social support channels have been limited
(e.g., time spent with close social ties such as family members and friends due to the
social distance), which have already brought adverse mental health outcomes such as
increased anxiety and depression in China, greater stress in Iran, increased fear and
panic in Japan, and health anxiety in Canada during the pandemic (Rajkumar, 2020).
In this case, close social ties (i.e., bonding social capital) could protect people
depending on their preexisting strength through the provision of social support even
though usual channels (e.g., in-person meetings with family members or friends) for
such relationships are limited during the pandemic. In addition, members of societies
where social relations are generally weak may lack empathy towards one another
(i.e., lower bridging social capital) and may violate the current rules such as physical
distance or public mask-wearing. Thus, consistent reactions must be followed in

societies; otherwise, the precautions become meaningless (Wong & Kohler, 2020).

Moreover, transparent and consistent policies should be provided by the authority.
Regardless of socio-economic class, individuals should have access to health services
and have confidence in the authority (e.g., Ministry of Health). For example, in Italy,
irregular migrants were not provided a free COVID-19 test, which undermined the
effective response to the pandemic (Armocida et al., 2020). Therefore, high
confidence in health services provided by the ultimate authority (i.e., linking social
capital) would be vital for the good of states and societies. Following the findings and
interpretations above-mentioned, all four hypotheses (i.e., Hypotheses 1-4) were
expected to be consistent in data cross-sectionally collected before and after COVID-
19.

Furthermore, although I noted (see page 7 in this paper) that effect sizes of different
aspects of social capital (i.e., bonding, bridging, and linking) did not differ, on the
one hand, there is a context-specific finding suggesting that the most influential social
capital aspects on health during a post-disaster period were linking, bonding, and

bridging, respectively (Kawamoto & Kim, 2019). On the other hand, a study



conducted by Hilfinger et al. (2012) showed that bonding social capital was the
strongest social tie associated with health during a post-disaster case. In this context,
a systematic review consisting of 15 studies on the association between post-disaster
health and social capital suggested that role of bonding and bridging social capital
was less clear, and further research on these dimensions was needed (Noel et al.,
2018). Considering these suggestions and assuming that there may be significant
relationships between the three aspects of social capital and SRH, | aim to
exploratively examine whether the predictive power of different aspects of social
capital on SRH would differ in the COVID-19 process (Research Question).

1.3 The Current Study

The current research aims to investigate a new research question and original
hypothesis and replicate previous findings regarding the link between social capital
and health. For such purpose, this research was intended to be part of a more
comprehensive project (Project No0:120K392) funded by the Scientific and
Technological Research Council of Turkey (TUBITAK) investigating the
relationship between psychosocial variables and health-related outcomes during the
COVID-19 pandemic. The project consists of two surveys, a pilot study and the main
study (i.e., Study 1). Moreover, Study 2, including secondary data analysis, was
proposed to increase the reliability and generalizability of the findings and to explore

new research questions in the current study.

This research would theoretically contribute to the existing body of knowledge in
several ways. First, there has not been any empirical finding in Turkey examining the
link between social relationships and health from the perspective of social capital
theory. Second, the link between social relationships and health has rarely been
investigated during the COVID-19 pandemic, which is a quite specific context
considering human relationships and its impact on health and well-being. Third,
Hypothesis 4 reflects a unique research question that has never been tested in the
literature. Likewise, the Research Question, aiming to test the predictive power of

different aspects of social capital on health during the pandemic, could be another
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promising question bringing about worth pursuing original findings. Lastly, the
proposed hypotheses will be tested through secondary data, including data from 69
countries, to investigate further the reliability and generalizability of the findings that
may breed future research suggestions enriching the literature regarding the influence

of social relationships on health.
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CHAPTER 2

PILOT STUDY AND STUDY 1

2.1 Aims of the Study

The pilot survey was conducted to examine initial findings (e.g., bivariate
correlations, factor structures) through convenience sampling (N = 445). Initial
findings were critical since short forms of all measurements that could be finished in
about 30 minutes were adapted based on the findings of the pilot study?. Such a time
adjustment was important because it is aimed to collect data from a representative
sample in Turkey for the main study and to do so, a primary concern was to increase
the quality of the main study (i.e., Study 1) by attempting to minimize potential
missing data due to a long survey.

2.2 Method

2.2.1 Procedure and Participants

Having been approved by the Scientific and Technological Council of Turkey
(TUBITAK), the study was announced via social media channels along with a
Qualtrics survey link. Participation in this study was fully voluntary, with no explicit
incentives. The only exclusion criterion was to be under the age of 18 years.
Participants who quit (N = 82) the survey halfway through without completing all
measures or focal variables were excluded. The final sample included 363

respondents.

3 Since the measurement scales in the project aimed to be used for the thesis proposal had already
been shorter, original formats of these scales were maintained in Study 1. Thus, adaptations were
only conducted on different scales that are not part of this thesis proposal.
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2.2.2 Measurements

2.2.2.1 Self-Rated Health Status

Participants’ health status was the dependent variable of the current study assessed
based on subjective evaluations. Respondents were asked, “All in all, how would you
describe your state of health these days?”” and were given a scale from 1 (poor) to 10
(excellent). This single, self-rated health question has been shown as a globally valid
and reliable instrument by numerous studies predicting objective health, morbidity,
and mortality (e.g., Idler & Benyamini, 1997; Meng & Chen, 2014).

2.2.2.2 Social Capital Dimensions

All dimensions of social capital (i.e., bonding, bridging, and linking) were assessed
through trust level, which is the core element of social capital (Fukuyama, 1995;
Putnam, 2000; Uslaner, 1999). For the bonding aspect, respondents were asked how
much they trust the following: “your family, your neighborhood, people you know
personally.” Reliability was found as acceptable (Cronbach’s alpha = 0.60). For the
bridging aspect, respondents were asked how much they trust the following: “people
you meet for the first time, people of another religion, people of another nationality.”
This scale showed good reliability (Cronbach’s alpha = 0.77). For the linking aspect,
respondents were asked to what extent they trust the following institutions/public
services: “health services, security services (e.g., police, gendarme, neighborhood
warden), education services, public services provided electronically (e.g., e-
government).” This scale showed good reliability (Cronbach’s alpha = 0.76).
Respondents answered these questions based on a Likert-type scale ranging from 1
(do not trust at all) to 4 (trust completely), as has been used in previous studies (e.g.,
Chu et al., 2018; Alpaslan & Yildirim, 2020).

2.2.2.3 Control Variables

Gender, (0 = man, 1 = woman), age (range:18-66), level of education [1 = primary
school, 2 = secondary school, 3= high school, 4 = vocational school of higher
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education, 5 = university degree, 6 = Master's/ Doctoral degree], socio-economic
status (SES; 1 = not good at all, 10 = very good), relationship status (0 = no, 1 = yes),
presence of a child (0 = no, 1 = yes), household size (what is the number of people
living in the same house besides you?), the number of people (if any) in the family
diagnosed with COVID-19, number of people (if any) in the family on unpaid
vacation due to COVID-19, number of people (if any) in the family who are
susceptible to the COVID-19 (e.g., one with a chronic disease or 65 years and older)

were included as covariates.

2.2.3 Data Analysis Plan

Data analysis was started by screening the data set to see if any missing value existed.
Participants who did not answer questions on the focal predictors (i.e., social capital
aspects and SRH) were excluded. Next, a confirmatory factor analysis (CFA) was
conducted on social capital items. The following goodness-of-fit indices were
interpreted during the model fit evaluation: comparative fit index (CFI) and
standardized root mean square residual (SRMR). Combination of cutoff values CFI
> .90, SRMR < .08 are interpreted as a good model fit, and CFI > .95 and SRMR <
.05 are interpreted as indicators of excellent fit of the data into the hypothesized
model (Hu & Bentler, 1999). After that, the reliability of each aspect of social capital
measurement was tested, relying on Cronbach’s alpha. Then, each construct was
created by averaging the items defining that construct. All measurement scores were
standardized to put them on the same scale. After that, bivariate relationships were

reported to evaluate the initial findings.

2.3 Results

Descriptive statistics and bivariate correlations of variables were shown in Table 1
and Table 2, respectively. There were 363 respondents (Nwomen = 261; Mage = 35.35
years, SDage = 13.35). Thus, overall response rate was 82% considering total of 445
participants who attempted to join the study. Majority of the participants had a
university degree [1 = primary school (0.6%), 2 = secondary school (0.3%), 3= high
school (17.4%), 4 = vocational school of higher education (4.1%), 5 = university
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degree (57.6%), 6 = Master's/ Doctoral degree (12.7%)]. 52.6% of respondents had a

romantic relationship. 38.8% of respondents had at least a child.

Table 1
Descriptive Statistics

Variables M SD Min.  Max. Skewness Kurtosis
Age 35,35 13.35 18.00 66.00 0.54 -1.04
SES 6.49 1.38 1.00 10.00 -0.49 1.33
Household size 3.12 1.36 0.00 7.00 0.17 0.59
COVNUMB 0.18 0.62 0.00 4.00 4.29 19.12
COVRISK 1.31 1.37 0.00 7.00 1.66 3.99
JOBLOST 0.19 052 0.00 3.00 3.62 14.12
Bonding 3.06 0.48 1.00 4.00 -1.01 2.13
Bridging 242  0.60 1.00 4.00 -0.29 0.14
Linking 272 0.62 1.00 4.00 -0.31 0.12
Self-rated health 7.45 1.77 1.00 10.00 -0.88 0.95

Note. COVNUMB = Number of people (if any) in the family diagnosed with
COVID-19; COVRISK = Number of people (if any) in the family who are
susceptible to COVID-19; JOBLOST = Number of people (if any) in the family on
unpaid vacation due to COVID-19.

Since the main purpose of the pilot study is only to screen factor structure and initial
findings, hypothesis tests were not reported. However, examining the Table 2 as
preliminary analysis results, SRH was positively associated with the bonding, (r =
0.173, p = 0.001), bridging (r = 0.140, p = 0.007), and linking (r = 0.214, p < 0.001)
aspects of social capital.

A confirmatory factor analysis (CFA) was conducted to examine the expected factor
structure of social capital dimensions. According to findings, the expected factor
structure showed adequate fit for the data, [(»? (32) = 63.303, p =0.001), CFI =0.97,
SRMR = 0.05]. As could be seen from Table 3, standardized factor loadings ranged
from .43 to .95.
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Table 3
Confirmatory Factor Analysis Results

Factors of Scale Factor Loadings

Bonding Bonding Bridging Linking
Bonding_1 0.49

Bonding_2 0.53

Bonding_3 0.63

Bridging

Bridging_1 0.41

Bridging_2 0.92

Bridging_3 0.91

Linking

Linking_1 0.61
Linking_2 0.68
Linking_3 0.70
Linking_4 0.69

Cronbach’s alpha 0.60 0.77 0.76

Note. 2 (32) = 66.169, p < 0.001, CFI = 0.97, SRMR = 0.04. Standardized factor
loadings were reported.

2.4 Study 1

The main purpose of this study was to investigate the pilot study’s initial findings
further. The proposed hypotheses (i.e., Hypotheses 1-4) and an additional exploratory
question (i.e., Research Question examining the predictive power of social capital
dimensions) were tested in this study. The pilot study included a sample of
respondents who participated through convenience sampling, limiting the
generalizability of the findings. Thus, the current study could be an opportunity to
test the replicability of the initial findings and increase the generalizability of the

initial findings through nationwide data representing the Turkish population.
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2.4.1 Method

2.4.1.1 Procedure and Participants

As part of the TUBITAK project, one month after the pilot study, the main survey
was conducted by a research company in a representative sample of the Turkish
population (N = 2012). The question battery used in this study was formed from all
scales showing high validity and reliability in the pilot study. All measurement tools

used in the project can be found here: https://osf.io/3248d/. Also, see Appendix D for

the scales identical to the pilot study and included in the current study. The scales
were prepared to be collected online through Qualtrics and delivered to each
participant in a balanced and random order. Participation in this study was fully

voluntary, with no explicit incentives.

Because online measurements cannot be filled by participants of all age groups and
economic levels, the interviewers reached the participants by phone calls. Due to the
COVID-19 epidemic, data could not be collected face-to-face; instead, phone
interviews were conducted. The interviewers asked respondents to answer the online
questionnaire and marked the answers. After the scales were completed, the
debriefing form was read to all participants by the interviewers. Subsequently, the
research company randomly called 40% (N = 758) of the respondents again by phone
to confirm whether they participated in the survey or not. There was no case that

could not pass such a quality control process.

Representing the sample of Turkey, each province (N = 81) was included in the study
based on the rate of their own population (taking into account the counties). The only
exclusion criterion was to be under the age of 18 years. Data of participants who did
not respond to half of the study variables or focal predictors (N = 57) were excluded.

The final sample included 1955 respondents.

A sensitivity analysis was conducted using G*Power Software (Faul et al., 2007) to
examine what effect sizes the current sample size is sensitive to detect. The analysis

was based on ideally minimum statistical power (0.80), a sample size of 1955, and
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14 predictors (four of the predictors were the focal predictors, including an interaction
effect). The smallest effect size of interest which could be found in the current sample
was 0.01 at the 0.05 alpha level. Considering the relationship between varying
elements of social capital (i.e., bonding, bridging, linking) and health, previous
systematic reviews suggested that the magnitude of effect sizes was modest, ranging
from 0.01 to 0.03 (Gilbert et al., 2013; Xue et al., 2020). Thus, the current sample

size is sensitive enough to detect the smallest effect size of interest.

2.4.2 Data Analysis Plan

Data analysis was started by screening the data set to see if any missing value existed.
Participants who did not answer questions on the focal predictors (i.e., social capital
aspects and SRH) were excluded. After that, the reliability of each aspect of social
capital measurement was tested, relying on Cronbach’s alpha. All measurements
were as same as in the pilot study. Bridging and linking dimensions of social capital
were found reliable for this study (Cronbach’s alpha = 0.73, Cronbach’s alpha = 0.84,
respectively). However, reliability for the bonding dimension was questionable
(Cronbach’s alpha = 0.51). Then, each construct was created by averaging the items
defining that construct. All measurement scores were standardized to put them on the

same scale. Next, bivariate relationships were examined.

Before conducting the main analysis, basic assumptions (i.e., homoscedasticity,
linearity, multicollinearity, and multivariate normality) for multiple linear regression
were checked. The conceptual model (see Figure 1), where SRH was a dependent
variable, three aspects of social capital and an interaction term were focal predictors
(i.e., Hypotheses 1-4), was tested by statistically adjusting the aforementioned
covariates. All paths were estimated using maximum likelihood estimation and bias-
corrected bootstrap with 1000 samples, and confidence intervals were obtained for
each estimate. Findings were reported in both scenarios where multivariate normality
was violated and not violated. Since findings were significant based on Hypotheses
1 and 3, the Research Question (regarding the predictive power of the social capital

aspects) was also tested. A nested model, where each path from social capital
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dimensions to SRH was set to be equal, was created to explore Research Question.
This nested model with such equality constraint was compared with the main model
(also called the parent model) through the chi-square difference test. IBM SPSS 20.0
and Mplus 7.0 software were used for data analysis.

Bonding
S HI

Bridging

H2
SRH

H3

Linking
H4

Bonding*Linking
Figure 1

The Four Hypotheses on SRH. Control variables were regressed on SRH but not

shown in the figure for the sake of clarity.

2.4.3 Results

Descriptive statistics and bivariate correlations of all variables were shown in Table
4 and Table 5, respectively. There were 1955 respondents (Nwomen = 996; Mage =42.11
years, SDage = 13.11). Thus, overall response rate was 97% considering total of 2012
participants who were reached via the phone interviews. Majority of the participants
had a high school degree [1 = primary school (17.6%), 2 = secondary school (12.6%),
3= high school (33.6%), 4 = vocational school of higher education (5.6%), 5 =
university degree (25.1%), 6 = Master's/ Doctoral degree (3.2%)]. 63.9% of

respondents had a romantic relationship. 67.2% of respondents had at least a child.



Table 4
Descriptive Statistics

Variables M SD Min.  Max. Skewness Kurtosis
Age 4211 1311 18.00 110.00 0.33 0.03
SES 5.34 1.88 1.00 10.00 -0.12 -0.24
Household size 3.56 1.49 1.00 14.00 1.11 4.11
COVNUMB 0.25 0.85 0.00 11.00 5.58 42.56
COVRISK 0.36 0.68 0.00 6.00 2.26 7.24
JOBLOST 0.12 0.45 0.00 9.00 7.11 94.70
Bonding 3.13 0.49 1.00 4.00 -0.52 0.39
Bridging 2.10 0.70 1.00 4.00 0.08 -0.23
Linking 2.98 0.76 1.00 4.00 -0.54 -0.27
Self-rated health 8.03 1.79 0.00 10.00 -1.07 1.14

Note. COVNUMB = Number of people (if any) in the family diagnosed with
COVID-19; COVRISK = Number of people (if any) in the family who are
susceptible to COVID-19; JOBLOST = Number of people (if any) in the family on
unpaid vacation due to COVID-19. The household size question (How many people
live in the house, including you?) was slightly different from the pilot study; that is
why the minimum number is one.

To test the hypotheses, a moderated regression analysis was conducted where SRH

was the outcome variable predicted by the followings: gender, age, level of education,

SES, relationship status, presence of a child, household size, the number of people (if

any) in the family diagnosed with COVID-19, number of people (if any) in the family

on unpaid vacation due to COVID-19, number of people (if any) in the family who

are susceptible to the COVID-19, bonding social capital, bridging social capital,

linking social capital, and an interaction term between bonding and linking

dimensions. First, linear regression assumptions were checked by screening

homoscedasticity, linearity through partial plots, multicollinearity, and multivariate

normality.
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Table 5
Bivariate Relationships Among Variables (N = 1955)

1 2 3 4 5 6

1 Gender
2 Age -.009
3 Education 013  -.318**
4 SES 028  -175** 361**
5 Relationship status -040 .252** -035 -.052*
6 Presence of a child 047*%  491** -187** -095** 412**
7 Household size -096** -193** -109** -.079** .136** .103**
8 COVNUMB .009 -060** -014 -019 -015 -.013
9 COVRISK 073**  127** -105** -167** -023 -.042
10 JOBLOST 008 -073** -031 -.073** 0  -.080**
11 Bonding -.028 017 -002 .150** -.008 .049*
12 Bridging .045*  -033 .177**  .026 .008 043
13 Linking -016  -.017 -.089** .229** -068** -.023
14 Self-rated health -106** -.169** 127** 176** 020  -.043
Table 5 (Continued)

7 8 9 10 11 12 13
7 Household size
8 COVNUMB A131**
9 COVRISK 103** | 148**
10 JOBLOST .098** 286** .107**
11 Bonding -011  -029 -.084** -.068**
12 Bridging -.083** -033 .009 -.052* .283**
13 Linking 035 -029 -.087** -040 .298** -122**
14 Self-rated health .079** -019 -156** -.043 .181** .056* .119**

Note. * p <.05; ** p <.001, two-tailed. COVNUMB = Number of people (if any)
in the family diagnosed with COVID-19; COVRISK = Number of people (if any) in
the family who are susceptible to the COVID-19; JOBLOST = Number of people

(if any) in the family on unpaid

vacation due to COVID-19.

It seemed that there was not any serious violation of assumptions for

homoscedasticity, linearity, and multicollinearity (VIFmaks = 1.7, Toleransmin = 0.6).

Multivariate normality based on 14 predictors seemed to be violated (Mahalanobis

distance > 23.68, p = 0.05) for 181 participants. Then, regression analysis was

conducted by including the outliers first, and then the same analysis was conducted

without the outliers. Since there was not any noticeable change after excluding the
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outliers, all findings were reported based on the original data. This is also an

advantage for the sake of protecting the representativeness of the current sample.

First, hypotheses were tested without control variables, shown in Table 6. Then,
results with covariates were presented in Table 7. As seen from Table 7, women
reported worse SRH compared to men (B = -0.183, SE = 0.044, 95% CI [-0.269, -
0.096], p < 0.001). Also, age and number of people in the family who are susceptible
to the COVID-19 significantly and negatively predicted SRH (B =-0.127, SE =0.028,
95% ClI [-0.182, -0.072], p < 0.001; B = -0.098, SE = 0.023, 95% CI [-0.144, -0.053],
p <0.001, respectively). In contrast, education (B = 0.056, SE = 0.025, 95% CI [0.006,
0.106], p = 0.028), SES (B = 0.092, SE = 0.025, 95% CI [0.044, 0.141], p < 0.001),
household size (B = 0.066, SE = 0.024, 95% CI [0.019, 0.114], p = 0.006), bonding
social capital (B = 0.140, SE = 0.025, 95% CI [0.092, 0.188], p < 0.001), and linking
social capital (B =0.053, SE = 0.024, 95% CI [0.005, 0.100], p = 0.031) significantly
and positively predicted SRH. It should be noted that significant and positive
bivariate relationship (r = 0.056, p = 0.013) between bridging social capital and SRH
became non-significant in regression analysis. In addition, interaction term between
bonding and linking aspects of social capital on SRH was non-significant.
Consequently, Hypothesis 1 and Hypothesis 3 were confirmed. However, Hypothesis

2 and Hypothesis 4 were failed to be confirmed.

Table 6
Analysis Results without Control Variables

B SE p LLCI ULCI

Self-rated Health

R?=0.04*
Bonding 0.154 0.025 <0.001 0.105 0.203
Bridging 0.022 0.024 0.357 -0.025 0.069
Linking 0.078 0.024 0.001 0.031 0.125
Interaction Term 0.014 0.02 0.502 -0.026 0.053

Note. *p <.001; Unstandardized regression coefficients were reported; Interaction
term: Bonding*Linking.
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Table 7
Linear Multiple Regression on Self-rated Health

B SE p LLCI  ULCI

Self-rated Health

R?=0.11*
Gender -0.183 0.044 <0.001 -0.269 -0.124
Age -0.127 0.028 <0.001 -0.182 -0.072
Education 0.056 0.025 0.028 0.006 0.106
SES 0.092 0.025 <0.001 0.044 0.141
Relationship status 0.098 0.051 0.053 -0.001 0.198
Presence of a child 0.008 0.059 0.894 -0.108 0.124
Household size 0.066 0.024 0.006 0.019 0.114
COVNUMB -0.003 0.023 0.902 -0.048 0.042
COVRISK -0.098 0.023 <0.001 -0.144 -0.053
JOBLOST -0.026 0.023 0.263 -0.071 0.019
Bonding 0.140 0.025 <0.001 0.092 0.188
Bridging 0.015 0.024 0.534 -0.032 0.061
Linking 0.053 0.024 0.031 0.005 0.100
Interaction Term 0.012 0.020 0.553 -0.027 0.051

Note. *p <.001; Gender: 0 = Male, 1 = Female; Education was measured from 1
(Primary School) to 7 (Master's/Doctoral Degree); Relationship Status: 0 = No, 1 =
Yes; Presence of a child: 0 = No, 1 = Yes; COVNUMB = Number of people (if
any) in the family diagnosed with COVID-19; COVRISK = Number of people (if
any) in the family who are susceptible to the COVID-19; JOBLOST = Number of
people (if any) in the family on unpaid vacation due to COVID-19. Unstandardized
regression coefficients were reported; Interaction term: Bonding*Linking.

To examine Research Question, predictive powers of bonding and linking dimensions
were compared. Since the bridging aspect was not a significant predictor of SRH, it
was not included in the predictive power analysis. To test this research question, |
estimated a constrained model and compared it with the saturated model via the chi-
square difference test. The following links were set equal in the constrained model:
the path from bonding social capital to SRH and linking social capital to SRH.
Findings showed a significant difference between the saturated and constrained
models, [Ay? (1) = 5.119, p = 0.024], suggesting that the predictive power of the
dimensions was significantly different. Thus, magnitude of estimate from bonding
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dimension to SRH (B = 0.140, SE = 0.025, 95% CI [0.092, 0.188], p < 0.001) was
greater than magnitude of estimate from linking dimension to SRH (B = 0.053, SE =
0.024, 95% CI [0.005, 0.100], p = 0.031).

2.4.5 Follow-up Analysis

The Nomenclature of Territorial Units for Statistics (NUTS) classification for Turkey
was published in 2002 to identify regional statistics and compare these statistics to
the European Union Regional Statistics System. The regions were categorized based
on economic, social, and geographical similarities (The Official Gazette of The
Republic of Turkey, 2002, p. 1). According to that classification, there are 12 regions,
as shown in Table 8. Based on the NUTS classification, the Turkish Statistical
Institute (TurkStat) publishes annual data regarding citizens’ income and living
conditions in Turkey. Those annual statistics show that there are not only similarities
but also differences across the regions (e.g., TurkStat, 2021). Thus, considering such
discrepancy across the regions, as an exploratory analysis, | aimed to investigate
whether the same relationship patterns reported above could be different across the
regions in the current representative data from Turkey. Such a follow-up analysis was

considered based on the following suggestions:

1) The follow-up analysis was based on a multilevel analysis of the same
relationship patterns in which it would be possible to examine the data
collected from each individual nested within each region. Thus, any
potential impact of the context (i.e., different regions) on SRH along with
the individual-level variables examined in Study 1 could be detected.
Therefore, interdependency between individual- and contextual-level
variables was considered to increase the correct estimation of error terms
at both levels, which is the main reason behind the multilevel analysis
technique (Enders & Tofighi, 2007).

2) Based on the annual statistics published by TurkStat, one of the salient
differences across these regions is income inequality (TurkStat, 2021)

which is a consistent predictor of both social capital and health (Ehsan et
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3)

Table 8

al., 2019). Previous findings suggested that income inequality would
negatively predict social capital, which in turn increases mortality (e.g.,
Kawachi et al., 1997) or leads to poor health (e.g., Ichida et al., 2009).
Although we did not measure such a theory-driven predictor (i.e., income
inequality) on both social capital and health, a multilevel analysis, where
income inequality was included as a contextual-level variable after
considering the findings of TurkStat, was conducted to predict SRH.
Similarly, the interaction between social capital dimensions and income
inequality was examined in different models based on an exploratory
purpose. Through that approach, it could be seen whether the predictor
role of the focal variables (i.e., social capital dimensions) on SRH would
be conditional on the context-level variable (i.e., income inequality).

In addition, each social capital dimension was predicted based on a
multilevel analysis where only income inequality was included as a
context-level variable. That analysis would also show whether there could
be any discrepancy across the regions in terms of social capital level.
Finally, such attempts would show us any necessity to conduct a further
study considering contextual differences in the same relationship patterns

suggested in the current dissertation.

The 12 Regions and Each Province with Total Sample Size

Region Provinces N

Istanbul (TR1) Istanbul 383

West Marmara (TR2) Tekirdag 24
Edirne 9
Kirklareli 9
Balikesir 28
Canakkale 10
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Table 8 (Continued)

Region Provinces N
Aegean (TR3) [zmir 102
Aydin 27
Denizli 26
Mugla 24
Manisa 33
Afyonkarahisar 18
Kiitahya 13
Usak 8
East Marmara (TR4) Bursa 71
Eskisehir 20
Bilecik 6
Kocaeli 44
Sakarya 22
Diizce 10
Bolu 9
Yalova 6
West Anatolia (TR5) Ankara 121
Konya 54
Karaman 8
Mediterranean (TR6) Antalya 59
Isparta 10
Burdur 6
Adana 51
Mersin 41
Hatay 41
Kahramanmaras 25
Osmaniye 12
Central Anatolia (TR7)  Kirikkale 7
Aksaray 5
Nigde 7
Nevsehir 7
Kirsehir 5
Kayseri 32
Sivas 44
Yozgat 9
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Table 8 (Continued)

Region Provinces N
West Black Sea (TR8) Zonguldak 13
Karabiik 7
Bartin 5
Kastamonu 9
Cankir1 5)
Sinop 11
Samsun 30
Tokat 15
Corum 12
Amasya 10
East Black Sea (TR9) Trabzon 17
Ordu 17
Giresun 8
Rize 8
Artvin 4
Gilimiighane 4
North East Anatolia (TRA) Erzurum 17
Erzincan 5
Bayburt 2
Agri 12
Kars 6
Igdir 4
Ardahan 3
Central East Anatolia (TRB) Malatya 15
Elazig 15
Bingol 6
Tunceli 2
Van 25
Mus 9
Bitlis 7
Hakkari 6
South East Anatolia (TRC) Gaziantep 48
Adiyaman 14
Kilis 3
Sanliurfa 10
Diyarbakir 40
Mardin 19
Batman 14
Sirnak 14
Siirt 6
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2.4.5.1 Data Analysis Plan

The estimation method was chosen as full maximum likelihood to examine regression
coefficients and variance components simultaneously (Bickel, 2007). Since the
primary focus was on the main effects of level 1 and level 2 variables while
controlling their effects on each other, all predictors were standardized as
recommended due to computational advantage (Enders & Tofighi, 2007). Parallel to
Study 1, individual-level variables were as follows: gender, age, level of education,
SES, relationship status, presence of a child, household size, the number of people (if
any) in the family diagnosed with COVID-19, number of people (if any) in the family
on unpaid vacation due to COVID-19, number of people (if any) in the family who
are susceptible to the COVID-19, bonding social capital, bridging social capital,
linking social capital, and an interaction term between bonding and linking
dimensions. The contextual-level variable was income inequality, a theory-driven

predictor considered through the annual statistics of TurkStat.

In the existing body of knowledge (e.g., Ichida et al., 2009), income inequality is
often assessed through the Gini coefficient, theoretically ranging from 0 to 1. A
higher value for this coefficient indicates higher income inequality across countries
or regions. Thus, | used Gini coefficients calculated by TurkStat (2021) for each of
the 12 regions in 2020 when data from Study 1 were collected (see Table 9).

Table 9
Gini Coefficients Across Regions

Region Gini Coefficients
TR1 0,451
TR2 0,367
TR3 0,368
TR4 0,302
TR5 0,385
TR6 0,391
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Table 9 (Continued)

Gini
Region Coefficients

TR7 0,345
TRS 0,343
TR9 0,346
TRA 0,366
TRB 0,362
TRC 0,383

2.4.5.2 Results

In the original data set of Study 1, there were 1955 participants; however, for 32 of
them, we do not have any data identifying in which province they participated in the
study. Thus, after excluding data collected from those participants, the final sample
size for multilevel analysis was 1923. The number of participants from each province
was shown in Table 8. Only exploratory results of the multilevel analysis were
reported in this part, rather than any descriptive statistics or correlations.

A multilevel analysis was conducted where SRH was an outcome variable. In
addition to above mentioned individual-level predictors, the Gini coefficient was
included as a contextual-level variable. An intra-class correlation (ICC) of .04 was
obtained using Model 1, suggesting that 4% of the statistically significant variance
(B =0.127, SE = 0.064, p = 0.047) in SRH was at the contextual level. This means a
significant variation across the 12 regions in terms of SRH. Thus, this could be
counted as the first evidence regarding the necessity for considering potential context-

related variables. Findings regarding the remaining models were shown in Table 11.

First, hypotheses were tested without control variables, shown in Table 10. Then,
results with covariates were presented in Table 11. As shown in Model 2 (see Table
11), results regarding the individual-level variables were almost the same as in Study
1. When it comes to the theory-driven variable, i.e., income inequality, it did not
significantly predict SRH. Thus, this variable did not significantly contribute to the
significant 4% of the explained variance on SRH. Then, in the following models (i.e.,
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Model 3, Model 4, Model 5), | examined possible cross-level interactions between
the focal predictors (i.e., social capital dimensions) and income inequality which was
examined as the context-related variable. As shown in Model 3, interaction between
bonding aspect and income inequality was significant in terms of SRH (B = -0.092,
SE =0.040, p = 0.019). Specifically, the positive link between bonding social capital
and SRH was significantly more pronounced when income inequality was at the low
and moderate levels, respectively; however, such interaction disappeared at the high
level of income inequality (see Figure 2). Similarly, in Model 4, interaction between
bridging aspect and income inequality was found as significant (B = -0.132, SE =
0.040, p = 0.001). Specifically, the positive link between bridging social capital and
SRH was pronounced when income inequality was only at a low level (see Figure 3).
However, as shown in Model 5, there was no significant interaction between the
linking aspect and income inequality. Nevertheless, meaningful cross-level
interactions between the focal predictors (i.e., bonding and bridging aspects) and

income inequality could refer to the need to consider regional discrepancies.
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Interaction between Bridging Social Capital and Income Inequality on SRH

Lastly, to further examine the regional discrepancies, each social capital dimension
was predicted in a multilevel model in which only the contextual-level variable, i.e.,
income inequality, was included (see Table 12). ICC for the bonding aspect was .09.

This means 9% of the statistically significant variance (B = 0.023, SE = 0.010, p =

36



0.026) in the bonding aspect that the context could explain. Similarly, ICC for the
bridging aspect was .09, meaning 9% of statistically significant variance (B = 0.043,
SE = 0.019, p = 0.025) in the bridging aspect that the context could explain. In
addition, ICC for linking aspect was .19, meaning that there was 19% of statistically
significant variance (B = 0.116, SE = 0.050, p = 0.020) which could be explained by
regional discrepancies. However, income inequality, the context-level variable, did
not significantly predict any of the social capital dimensions. In any case, statistically
meaningful variance showed that there could be regional discrepancies across each

of the focal predictors.

Table 12
Social Capital Dimensions Regressed on Income Inequality

Bonding SC Model 1 Model 2
Fixed Effects
Intercept 3.161(.046)** 3.148(.047)**
Group-level
Income
Inequality -.050(.055)

Random Effects
Individual-level .230(.007)** .230(.007)**

Group-level .023(.010)*  .021(.009)*

Deviance 2.660.462 2.659.668

Parameters 3 4
Bridging SC Model 1 Model 2

Fixed Effects

Intercept 2.081(.062)** 2.096(.065)**

Group-level

Income

Inequality .054(.077)

Random Effects
Individual-level 449(.015)** .449(.015)**

Group-level .043(.019)*  .042(.019)*
Deviance 3.950.391 3.949.900
Parameters 3 4
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Table 12 (Continued)

Linking SC Model 1 Model 2
Fixed Effects
Intercept 3.078(.100)** 3.020(.094)**
Group-level
Income
Inequality -.199(.111)

Random Effects
Individual-level ~ .505(.016)** .505(.016)**

Group-level .116(.050)*  .090(.039)*
Deviance 4,185.917 4,183.071
Parameters 3 4

Note: *p<.05, **p<.001.

2.5 Discussion

The current study that is part of a larger project consists of a pilot study and the main
study. In the pilot study, the main purpose was to test the validity and reliability of
the measurement tools and examine initial findings based on bivariate relationships.
Findings indicated that measurement tools could adequately be used parallel to the
existing theoretical background for operationally defining the social capital construct.
Moreover, preliminary analysis showed that the three aspects of social capital (i.e.,
bonding, bridging, and linking) were positively associated with SRH. In a sense,
individuals having higher trust in bonding (e.g., family relationships), bridging (e.qg.,
relationships with people meeting for the first time), and linking relationships (e.g.,
the relationship between citizens and state institutions) would be more likely to report
better SRH.

To further examine the initial findings, the main study was conducted, for the first
time, to examine the relationship between social capital dimensions and SRH in a
sample of respondents representing the Turkish population during the COVID-19
pandemic. Findings suggested that bridging relationships and the interaction term
between bonding and linking aspects were not significant on SRH (i.e., Hypothesis 2
and Hypothesis 4, respectively). However, higher trust in close relationships (e.g.,
family) led to better SRH (i.e., Hypothesis 1). Likewise, higher trust in people-

38



authority/state relationships led to better SRH (i.e., Hypothesis 3). Also, the predictor
power of the bonding aspect on SRH was larger than the linking aspect (i.e., the
Research Question). These findings were consistent with the existing body of
knowledge suggesting an adaptive role of social capital during crisis or post-disaster
cases such as natural disasters (Aldrich, 2012) or pandemics (Chuang et al., 2015;
Ronnerstrand, 2013).

Previous studies showed that strong social ties could be adaptive to disaster recovery
processes (e.g., Aldrich, 2012; Nakagawa & Shaw, 2004; Smiley et al., 2018).
Especially, bonding and linking aspects of social capital were vital during crisis
management (e.g., Hilfinger et al., 2012; Kyne & Aldrich, 2020). Social capital
represents social ties relying on trust/confidence that could be fundamental for
community response during crisis management (Dynes, 2005). In such a crisis
situation, close relationships would be the safer resource that could buffer against
stressors by providing social support. The existing body of knowledge suggests that
social support is a focal predictor fostering a sense of trust in the immediate
environment, which in turn, leading positive health-related outcomes (Glanville &
Story, 2018). It should be recognized that what we call social capital basically
consists of human relationships and the quality of these relationships, which are
defined based on the level of trust (Pitas & Ehmer, 2020). Thus, the stress-buffering
role of close relationship dynamics (Cohen & Pressman, 2004), i.e., bonding
relationships, could provide emotional and instrumental (e.g., provision of basic
needs such as meals financial aid) support during the pandemic, which in turn leads

adaptive health-related outcomes (Borgonovi & Andrieu, 2020).

Furthermore, in societies where the sense of trust toward the authority/power is
strong, individuals would put their personal interests aside and facilitate health
behaviors in a way that could protect the benefit of the society, and as a result, they
can adopt behaviors that are beneficial for health. Such attitude and behavior adoption
would depend on transparent and consistent policies applied by the authority in which
individuals should have confidence in the authority that they could access health

services and equipment (e.g., test Kits, vaccination), regardless of socio-economic
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background (Wong & Kohler, 2020). Similarly, a sense of trust is essential in the
diffusion of health-related information since the tendency to adopt that information
and act accordingly (e.g., wearing a mask, frequent hand washing, intention to receive
vaccination, self-quarantine) would depend on the confidence in that source (e.g.,
government agencies) (Chuang et al., 2015). For instance, in Sweden and USA, trust
in the government could increase individuals’ tendency to receive vaccination against
the HIN1 pandemic in 2009 (Ronnerstrand, 2013; 2016). Therefore, linking
relationships built between the citizens and the authority would contribute to the
extent to which subjective health evaluations could be influenced during disaster

recovery.

When it comes to the non-significant role of bridging relationships, there could be at
least two contextual explanations for this finding. The first explanation may be related
to the context. Namely, due to shelter-in-place orders such as lockdown and social
distance limiting social bubbles during the pandemic process, individuals had to
reduce face-to-face communication. As a result, while bridging relationships with
others (e.g., friends, colleagues) would have declined, the relationship of individuals
with the immediate environment may have become more evident (Pitas & Ehmer,
2020). That could also explain the stronger predictor power of the bonding aspect,

including close social relationships, than other aspects of social capital.

The second reason may be discussed based on the individualism vs. collectivism
perspective. Hofstede argued that interpersonal social ties would tend to disappear in
individualist societies, and everyone would be obliged to take care of themselves. On
the other hand, in collectivist societies like Turkey, individuals would develop a
cohesive in-group identity and a deep commitment to the group (e.g., family).
Ultimately, collective well-being would be emphasized rather than own well-being
(Hofstede, 1991). Parallel to this, ultimate in-group loyalty to primary social units
(e.g., family) led those groups to be the only resource for social support (Allik &
Realo, 2004). Thus, as a collectivist society in Turkey, the link between human
relationships and health-related outcomes could be more reflected based on bonding

relationships rather than bridging relationships.
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In addition, the discussion on social capital in individualist and collectivist cultures
has moved one step further after introducing a new phenomenon, trust radius,
referring to the width of trust scope (Delhey et al., 2011). According to this
phenomenon, the critical point is to have broader trust across different social
relationships rather than having solid trust in a particular aspect of social
relationships. In this context, bonding and bridging aspects of social capital* were
focused across different cultures (i.e., individualistic vs. collectivistic) in terms of
trust radius (Realo et al., 2008; Van Hoorn, 2015). A comprehensive analysis of the
fifth wave of the World Values Survey, including 36 countries (N = 44,845), showed
that while the trust radius is wider in individualist societies, it was narrower in
collectivist societies (Van Hoorn, 2015). This finding suggested that while the trust
radius in collectivist societies would be more limited to bonding relationships, in
individualistic societies, the scope of trust would be broader to include both bonding
and bridging relationships. Thus, if in-group trust is more salient, as in collectivist
societies, individuals could have a limited resource (e.g., family/bonding aspect) for
social support (Triandis, 1995). As a result, perceived subjective health evaluation of
individuals would be less likely to depend on bridging relationships in collectivist
societies like Turkey.

Another hypothesis examined in the current study proposed that there may be an
interaction between the bonding aspect and linking aspect of social capital on
subjective health evaluations. The basic argument was that close relationships have a
compensatory role on health-related outcomes when perceiving distress or lack of
social support (e.g., Bradbury & Karney, 2004; Cohen & Pressman, 2004).
Comparatively, the existing body of knowledge suggests that the core element of
social capital, i.e., trust, could play a compensatory role on health (e.g., Uphoff et al.,
2013; Van Lange, 2015). Based on such arguments, for the first time, it was

investigated whether the closest horizontal social ties we have, i.e., bonding ties,

4 These two aspects of social capital reflecting horizontal relationships seem to be more appropriate
to examine cultural differences. That is why the linking aspect is not focused on this part as it has
never been discussed in the literature based on individualism vs. collectivism comparison or other
culture-related concepts.
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could have a compensatory side in case of a lack of confidence in vertical relations
with authority. However, no significant relationship was found. This finding could
also be attributed to the salience of bonding relationships, as mentioned above, during
the crisis phase. Thus, the relationship between bonding social ties and SRH was not
conditional on the relationship quality between citizens and authority.

Concerning the link between social capital and health, previous findings suggested
that there may be within-country variability in social capital and health-related
outcomes (Chen & Meng, 2015). That is why there are many studies (e.g., Chu et al.,
2018; Murayama et al., 2012; Sundquist et al., 2006) investigating social capital-
health linkage in nationwide survey data relying on multilevel analysis, which
accounts for interdependency between individual- and contextual-level variables.
Following those suggestions and taking advantage of the current nationwide data, |
exploratorily examined the same relationship patterns in a follow-up analysis,
considering potential social capital and health discrepancies across 12 regions based

on NUTS classification for Turkey.

In this follow-up analysis, income inequality was theoretically assessed as a
contextual-level variable assigned for each region. Although income inequality was
not directly assessed in the current study, there is a plausible reason to select that
theory-driven variable. The reason is that annual statistics of TurkStat showed that
one of the salient differences across the 12 regions is income inequality (TurkStat,
2021). Cumulative knowledge assertively suggested that income inequality could be
a critical variable in both social capital and health-related outcomes (Wilkinson,
2005). For instance, as a result of his time-series analysis in the USA, Uslaner stated
that the rise in income inequality (measured by the Gini index) alone would account
for two-thirds of the fall in trust level (Uslaner, 2002, pp.181-189). In addition, a
seminal work conducted by Kawachi et al. (1997) across 39 states of the USA found
a large indirect effect where income inequality would adversely influence social

capital, which leads to an even increased mortality rate.
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As aresult of the follow-up analysis, findings showed the necessity of taking not only
individual-level but also contextual-level variables into account. The analysis result
showed a significant discrepancy between the 12 regions in terms of SRH and all
aspects of social capital. Yet, income inequality did not contribute to that significant
discrepancy regarding both SRH and social capital dimensions across the regions.
However, cross-level interactions between bonding-income inequality and bridging-
income inequality on SRH were found as significant. Namely, the adaptive role of
increased trust in both bonding and bridging relationships on better SRH would be

more pronounced in the regions where income inequality is lower.

The existing literature rarely examined such an interaction between different social
capital dimensions and income inequality on health-related outcomes. Instead,
previous studies focused on the interaction between generalized social trust/capital
and inequality in health (see Uphoff et al., 2013). In this context, a systematic review
conducted by Uphoff et al. (2013) on the previous research hypothesized that social
capital could be a buffering resource compensating for the adverse effect of inequality
on health. Comparatively, the authors also stated a dependency hypothesis (which |
later call the booster effect), suggesting that the positive relationship between social
capital and health is more salient in societies with high equality. Previous findings
did not present a clear picture regarding such interaction effect on health-related
outcomes. Specifically, results showed a buffering effect, booster effect or no effect
regarding the interaction between social capital and inequality on health (Uphoff et
al., 2013).

Focusing on the booster effect, which was consistent with the current analysis, it was
suggested that disadvantaged people suffering from inequality would possess a
limited level of social capital, meaning that they would not be able to benefit from
social capital-related resources and, as a result, adaptive role of social capital on
health would have vanished. One explanation could be that in egalitarian societies,
there would be more shared values and fewer social distances among individuals;
therefore, interpersonal interactions and a high sense of trust in those interactions

would be more likely to occur (Uslaner, 2002, Wilkinson, 2005). In contrast,
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individuals with a sense of deprivation or in a disadvantaged position could not have
the opportunity to gain and use social relations, so it would not be possible to observe
an adaptive effect of social capital on their health. Consequently, according to this
view parallel to the current findings, equality would become a preliminary
assumption for those who can benefit from the adaptive role of social resources on
health-related outcomes. Nevertheless, it should be noted that there were found
between-country variations regarding the buffering or booster role of social capital
on health (see Uphoff et al., 2013). Therefore, data collected across different

countries could provide a more generalizable picture of such relationship patterns.
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CHAPTER 3

STUDY 2

3.1 Aims and Hypotheses of the Study

Follow-up analysis in Study 1 showed that there could be regional differences in a
given sample in which social capital and health were examined. This idea is
consistent with the existing body of knowledge on social capital and health,
suggesting that any context-level (e.g., across countries) comparisons for this link
should be investigated in multilevel analysis (Murayama et al., 2012; Sundquist et
al., 2006). Based on this suggestion, | aimed to examine the same relationship patterns
to see whether those patterns would be consistent across different countries after

adjusting for income inequality as a country-level predictor of SRH.

In that exploratory analysis, although the direct predictor role of income inequality
on SRH and social capital dimensions was not significant, interactions of income
inequality with bonding and bridging aspects would arouse curiosity about the
possible contextual role of income inequality across different countries. Thus, Study
2 is a kind of extension of the previous study considering country-level differences
based on a new variable, i.e., income inequality, by using joint data set consisting of
the last waves of the World Values Survey and European Values Study (EVS/WVS,
2021) including data collected from 81 countries. However, acknowledging the
COVID-19 context in which the first study was conducted, the findings of that study
were considered based on disaster-related literature covering the link between social
capital and health. However, in Study 2, | aimed to present a general picture of such
relationship patterns rather than compare it with the first study’s findings. Thus,

theoretical discussion across the two studies is needed to be differentiated.
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3.2 Method

3.2.1 Procedure and Participants

The WVS consists of data representing 90 percent of the world’s population and has
been collected since 1981 in collaboration with a large network of various social
science fields. It is the largest data set shared publicly and accessible for everyone
(World Values Survey, n.d.-a). Those data, including human beliefs, values, and
various motivations, are frequently used for various purposes such as international
developmental reports, teaching courses at universities, Ph.D. dissertations, and
media publications (World Values Survey, n.d.-a). Similarly, The EVS was initiated
by a group of academics in the late 1970s to examine moral and social values in
European countries. WVS Association and EVS were officially cooperated to
incorporate the last waves of their study conducted between 2017-2020 (EVS/WVS,
2021). EVS was responsible for surveying European countries, and WVS Association
was responsible for conducting the survey outside Europe. In both questionnaires,
there were joint questions called Common Core, which involves almost the same
items to measure social capital dimensions and SRH used in the first study. Taking
advantage of those open data sets, in Study 2, previous hypotheses suggested in the
first study were aimed to be examined in multilevel modeling, considering possible

country-level variations.

WVS was conducted in 51 countries (N = 76,897) and EVS (N = 58,103) was
conducted in 35 countries (Ntwta = 135,000). Five countries (i.e., Germany, Romania,
Russia, Serbia, and Ukraine) were included in both surveys. In all countries, surveys
were released by random sampling representing nationwide data. The methodology
and descriptive results for WVS and EVS were previously described in detail
elsewhere (see World Values Survey, n.d.-b, European Values Study, n.d.,

respectively).

Before conducting the analysis, data from each country were carefully checked. Two
exclusion criteria were strictly assessed after data screening. First, since COVID-19

was declared a pandemic by the World Health Organization on March 11, 2020, any
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country, including the time interval for data collection after March 11, 2020, was
excluded from the analysis. Partial exclusion of data covering before March 11 was
not an option due to protecting the representativeness of the data from any country.
Thus, considering the first criteria, data collected in Canada, Ethiopia, Iran,
Singapore, Zimbabwe, Ukraine were completely excluded. Secondly, if there was no
data regarding the focal predictors (social capital dimensions and income inequality),
such countries were also excluded. In this case, Andorra, Bosnia Herzegovina, Irag,
Lebanon, and Macau Special Administrative Region were excluded due to a lack of
data regarding the Gini coefficient to assess income inequality. Additionally, data
collected in Egypt were excluded due to a lack of measurement for linking social
capital. Thus, the final sample included 69 countries (see Table 13) with a total of
114,774 participants.

Table 13
Countries Included in The Current Analysis

Gini
Countries N Index
Albania 1435 0,386
Azerbaijan 1800 0,286
Argentina 1003 0,411
Australia 1813 0,332
Austria 1644 0,308
Bangladesh 1200 0,395
Armenia 1500 0,344
Bolivia 2067 0,446
Brazil 1762 0,539
Bulgaria 1558 0,404
Myanmar 1200 0,307
Belarus 1548 0,252
Chile 1000 0,459

China 3036 0,51
Taiwan 1223 0,339
Colombia 1520 0,504
Crotia 1487 0,304
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Table 13 (Continued)

Gini
Countries N Index
Cyprus 1000 0,327
Czechia 1811 0,249
Denmark 3362 0,287
Ecuador 1200 0,454
Estonia 1304 0,303
Finland 1199 0,274
France 1870 0,328
Georgia 2194 0,364
Germany 3698 0,311
Greece 1200 0,344
Guatemala 1203 0,445
Hong Kong 2075 0,539
Hungary 1514 0,296
Iceland 1624 0,314
Indonesia 3200 0,378
Italy 2277 0,334
Japan 1353 0,299
Kazakhstan 1276 0,278
Jordan 1203 0,4
South Korea 1245 0,307
Kyrgyzstan 1200 0,297
Lithuania 1448 0,357
Malaysia 1313 0,428
Mexico 1739 0,454
Montenegro 1003 0,341
Netherlands 2404 0,285
New Zealand 1057 0,325
Nicaragua 1200 0,432
Nigeria 1237 0,351
Norway 1122 0,276
Pakistan 1995 0,316
Peru 1400 0,424
Philippines 1200 0,479
Poland 1352 0,297
Portugal 1215 0,319
Puerto Rico 1127 0,593
Romania 2870 0,358
Russia 3635 0,372
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Table 13 (Continued)

Countries N Gini Index
Serbia 2545 0,362
Slovakia 1432 0,232
Vietham 1200 0,357
Slovenia 1075 0,242
Spain 1209 0,347
Sweden 1194 0,288
Switzerland 3174 0,327
Tajikistan 1200 0,447
Thailand 1500 0,364
Tunisia 1208 0,333
Turkey 2415 0,419
North Macedonia 1117 0,307
Great Britain 1788 0,335
United States 2596 0,412

A sensitivity analysis was conducted using G*Power Software (Faul et al., 2007) to
examine what effect sizes the current sample size is sensitive to detect. The analysis
was based on ideally minimum statistical power (0.80), a sample size of 114,774, and
12 predictors (five of the predictors were the focal predictors, including an interaction
effect). The smallest effect size of interest which could be found in the current sample
was 0.0001 at the 0.05 alpha level.

3.2.2 Measurements

3.2.2.1 Self-Rated Health, Social Capital, and Income Inequality

Measurements for SRH and social capital dimensions were almost the same as in the
previous study. For SRH, the only noticeable difference was that the scale ranged
from 1 to 5 as opposed to the previous study where SRH ranged from 1 to 10.

For social capital dimensions, the only noticeable difference was that two items (i.e.,
confidence in education services and confidence in public services provided
electronically) measuring the linking aspect of social capital did not exist in this study

since linking social capital measurement was slightly different in WVS and EVS
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compared to Study 1. In the joint data set of WVS and EVS, there were 14 different
institutions (e.g., armed forces, labor unions, The United Nations) that participants
were asked to rate their trust/confidence in these institutions. Previous studies (e.g.,
Chu et al., 2018; Elgar et al., 2011) measured linking social capital by selectively
using the level of trust toward some of those institutions. Thus, based on the previous
studies (cf. Chu et al., 2018; Elgar et al., 2011), participants’ confidence in the
following three organizations was included to assess linking social capital: the armed
forces, the police, the courts. For bonding and bridging aspects, questions were the
same as in Study 1. Reliability coefficients for bonding, bridging, and linking social
capital dimensions were found .63, .83, and .71, respectively, in the current analysis.

Income inequality was measured via the Gini coefficient, as in the follow-up analysis
of the first study. It should be noted that in WVS, data regarding Gini coefficients
were already included based on the latest assessment of the World Bank between
2012-2019. However, in the current analysis, | try to include the latest Gini index as
accessible as possible. To do so, first, the Gini index of all countries published by the
World Bank was checked (the World Bank, n.d.). If the Gini index of a country
representing the particular year, when the data of that country were collected in three
years at the latest was available, then it was used. However, if the Gini index
represented more than three years before the data collection, then data from World
Health Organization (the World Health Organization, 2021) were checked. If the Gini
index of a particular country could not be found there, finally, the following website,
which is among the credible sources for global statistics, was visited:

https://knoema.com/atlas. Therefore, three different sources, primarily the World

Bank, were used to determine the most up-to-date Gini coefficients based on the data

collection time for countries.

3.2.2.2 Control Variables

All identical variables in both the previous study and the current analysis included in
this study as follows: gender (0 = man, 1 = woman), age (range:16-82), education (0

= less than primary, 1 = primary, 2= lower secondary, 3 = upper secondary, 4 = post-
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secondary non tertiary, 5 = short-cycle tertiary, 6 = bachelor or equivalent, 7 = master
or equivalent, 8 = doctoral or equivalent), socio-economic status (SES; 1 = lowest
group, 10 = highest group), marital status (0 = single, 1 = married), presence of a
child (0 = no, 1 = yes), and household size (How many people permanently live in
your household, including you and children?).

3.2.3 Data Analysis Plan

First, descriptive statistics and bivariate relationships were examined. Then,
multilevel analysis was conducted to examine hierarchically nested data
(Raudenbush et al., 2019). The estimation method was chosen as full maximum
likelihood to examine regression coefficients and variance components
simultaneously (Bickel, 2007). Since the primary focus was on the main effects of
level 1 and level 2 variables while controlling their effects on each other, all
predictors were standardized as recommended due to computational advantage
(Enders & Tofighi, 2007). This computational advantage makes sense while
interpreting the magnitude of effect sizes for each predictor. In multilevel analysis,
effect size calculation is a more complex issue than effect size comparison via
bivariate relationships since it would not be possible to examine the strength of a
particular variable after statistically controlling for other variables (Lorah, 2018).
Concerning that issue, it was recommended that the coefficients obtained after
standardizing each variable score before conducting the multilevel analysis could be
used as effect size (Ferron et al., 2008; Snijders & Bosker, 2012). Since the sample
size is very large in the current analysis, there would be a greater chance to find
statistically significant results based on the p-value. Thus, standardized estimates in
the current analysis will be used as effect size criteria to avoid such a large sample

fallacy.
Gender, age, education, SES, marital status, presence of a child, household size,

bonding social capital, bridging social capital, linking social capital, and an

interaction term between bonding and linking dimensions were placed as individual-
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level predictors. Income inequality was examined as a country-level predictor of
SRH.

A two-level hierarchical linear modeling was run on SRH by including individual-
(i.e., Level 1) and country-level (i.e., Level 2) predictors. A total of six models were
computed sequentially. Model 1 (null model) was tested on SRH to compute
individual- and country-level variation. In Model 2, | included individual-level
predictors. In Model 3, income inequality was added as the country-level predictor.
In the following three models (i.e., Model 4, Model 5, Model 6), cross-level
interactions between the three social capital dimensions and income inequality were
added, respectively. The main aim of the last three models was to examine the
replicability of those exploratory findings regarding cross-level interactions found in
the follow-up analysis of the previous study. Lastly, to determine the goodness of fit
of the model, each model was compared with the previous one based on the deviance
statistics. Models with a lower deviance statistic present a better fit than models with

a higher deviance statistic (Hox, 2017).

3.3 Results

Descriptive statistics and bivariate correlations of variables were shown in Table 14
and Table 15, respectively. There were 114,774 respondents (Nwomen = 61,949; Mage
= 46.27 years, SDage = 17.31). Majority of the participants’ highest educational level
was upper secondary school [0 = less than primary (3.1%), 1 = primary (9.8%), 2=
lower secondary (14.4%), 3 = upper secondary (33.7%), 4 = post-secondary non
tertiary (6.5%), 5 = short-cycle tertiary (7.4%), 6 = bachelor or equivalent = (13.6%),
7 = master or equivalent (9.4%), 8 = doctoral or equivalent (1.1%)]. 60% of

respondents were not single. 71.7% of respondents had at least a child.
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Table 14
Descriptive Statistics

Variables M SD Min. Max. Skewness Kurtosis
Age 46,27 17,28 16,00 82,00 0,21 -0,96
SES 4,90 2,29 1,00 10,00 0,21 -0,41
Household size 3,24 1,56 1,00 6,00 0,28 -0,98
Bonding 3,22 0,53 1,00 4,00 -0,82 1,09
Bridging 2,26 0,72 1,00 4,00 -0,02 -0,60
Linking 2,71 0,72 1,00 4,00 -0,29 -0,29
Income inequality 0,36 0,07 0,23 0,59 0,86 0,32
Self-rated health 3,78 0,90 1,00 5,00 -0,47 0,01
Table 15
Bivariate Relationships Among Variables (N = 114,774)

1 2 3 4 5 6

1 Gender
2 Age ,010**
3 Education -,023** - 124**
4 SES -,057** - 123**  290**
5 Marital status -,041**  158** - 045**  131**
6 Presence of a child ,090**  433** - 130** -,023**  ,492**
7 Household size -,011** - 357** - 094** | 106** [ 272**  135**
8 Bonding -,020*%*  145**  095** | 104** ,042** ,036**
9 Bridging -,018**  |131**  172**  |135*%* - 030** -,022**
10 Linking 0,002  ,069** -017** 020** ,054** 037**
11 Income inequality -,013** - 138** - 114** -075** ,032** -013**
12 Self-rated health -,050** - 2092**  141**  201**  007* -131**
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Table 15 (Continued)

7 8 9 10 11
7 Household size
8 Bonding -,102**
9 Bridging -, 182**  484**
10 Linking -,034**  284**  169**
11 Income inequality ,204** - 235%* . 206** - 082**
12 Self-rated health ,103**  120**  088**  073** - 007*

Note. * p <.05; ** p <.001, two-tailed.

To test the hypotheses, a multilevel analysis was conducted where SRH was the
outcome variable predicted by the followings: gender, age, level of education, SES,
marital status, presence of a child, household size, bonding social capital, bridging
social capital, linking social capital, an interaction term between bonding and linking
dimensions, and income inequality. First, linear regression assumptions were checked
by screening homoscedasticity, linearity through all partial plots, multicollinearity,
and multivariate normality. It seemed that there was not any serious violation of
assumptions for homoscedasticity, linearity, and multicollinearity (VIFmas = 1.7,
Toleransmin = 0.6). Multivariate normality based on 12 predictors seemed to be
violated (Mahalanobis distance > 21.03, p = 0.05) for 7,423 participants. Thus,
regression analysis included the outliers first; then, the same analysis was conducted
without the outliers. As there was not any noticeable change after excluding the
outliers, all findings were reported based on the original data. This is also an
advantage for the sake of protecting the representativeness of the current sample from

different countries.

First, hypotheses were tested without control variables, shown in Table 16. Then,
results with covariates were presented in Table 17. As seen from Table 17, women
reported worse SRH compared to men (effect size = -0.025, SE = 0.002,). Also, age
significantly and negatively predicted SRH (effect size = -0.264, SE = 0.003). In
contrast, education (effect size = 0.064, SE = 0.003), SES (effect size = 0.105, SE =
0.003), marital status, (effect size = 0.030, SE = 0.003), bonding social capital (effect
size =0.107, SE = 0.003), bridging social capital (effect size = 0.021, SE = 0.003) and
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linking social capital (effect size = 0.049, SE = 0.003) significantly and positively
predicted SRH. In addition, interaction between bonding and linking aspects of social
capital was found as significant (effect size = 0.014, SE = 0.002). Specifically, the
relationship was more pronounced at greater levels of linking capital (see Figure 4).
Presence of a child, household size, and Gini index did not significantly predict SRH.

Regarding the cross-level interactions, findings were consistent with follow-up
analysis such that the interaction between bonding-income inequality and bridging-
income inequality were significant on SRH (see Table 17). Comparatively,
interactions were significant at all levels of income inequality; however, the positive
relationships between the two social capital dimensions and SRH were more
pronounced at lower levels of income inequality (see Figure 5 and Figure 6,

respectively).

Regarding the Research Question in the first study, the predictive power of each
social capital dimension on SRH was compared, relying on their effect sizes in the
current analysis. Accordingly, the magnitude of the effect sizes on SRH were
bonding, linking, and bridging, respectively, from largest to smallest (see Table 17).
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3.4 Discussion

In the current study, secondary data analysis was conducted on the joint data of WVS
and EVS to investigate the same hypotheses in the previous study. Findings suggested
that having higher trust in all aspects of social relationships (i.e., Hypothesisl-
Hypothesis 3) led respondents to report better subjective health evaluation. Also, the
significant link between bonding relationships and SRH was more salient for those
having greater trust in the authority (i.e., Hypothesis 4). Moreover, interactions
between the two social capital dimensions (i.e., bonding and bridging) and income
inequality on SRH were found as significant. However, the country-level variable,

income inequality, was not related to SRH.

Although there are mixed findings regarding the link between social capital with
different aspects and health, it was suggested that there is convincing evidence in
terms of the adaptive role of social capital on health (Xue et al., 2020). For example,
as a result of a meta-analysis, Gilbert et al. (2013) stated that “an average one-unit

increase in social capital will increase the odds of survival by 17 percent and increase
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the odds of reporting good health by 29 percent” (Gilbert et al., 2013, pp.1390-1391).
Specifically, this rate was 30 percent, 18 percent, and 10 percent for the effect of

bonding, bridging, and linking relationships on health, respectively.

Regarding the relationship between social capital and health, scholars claimed
different explanations. For instance, the stress level of individuals can be reduced
through supportive relationships, trust, and socialization (Folland, 2008). In addition,
more health information can be obtained in a socialization environment where the
sense of trust is high (Kawachi & Berkman, 2000). Moreover, strong social
relationships may provide a sense of responsibility for implementing positive, healthy
behaviors such as regular check-ups and quitting smoking (Folland, 2008).
Additionally, health behaviors can be controlled informally through social pressure

to prevent unhealthy behavior (Story, 2014).

More specifically, in bonding relationships, social support provided by family
members or neighbors could help reduce distress in not only times of sudden health
crisis or chronic health conditions (Story et al., 2016) but also in any time when
people face a conflicting and negative stimulus (Bradbury & Karney, 2004). This
support may be emotional (e.g., empathy, caring), informational (e.g., providing
health-related info) or instrumental (e.g., financial aid) that make individuals feel that

they are cared for and valued (Kawachi, 2010).

Moreover, in societies with a higher sense of trust in bridging relationships, strong
ties could facilitate mobilization and collective action that may improve health-
related outcomes by creating a sense of belonging and togetherness. Such positive
emotions would make individuals put their own interests aside and exhibit health
behaviors in a way that would protect the benefit of society, or they can collectively
act for change in social policies facilitating healthy behaviors (Glanville & Story,
2018), resulting in an influence on policy changes impacting the whole community
(Kawachi, 2010). In addition, new information beneficial for health-related outcomes

would be more likely to diffuse in such strong social ties since higher confidence
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among those ties would facilitate the adoption and usage of such information to create

attitudes and behaviors congruent with that information (Kawachi, 2010).

Deficiency in trust toward the authority would obstruct peace and tranquility,
resulting in damage to solidarity and a sense of security in the community. By
contrast, if the sense of trust is higher toward the authority institutions, there would
be a greater chance to interact with the power gradients so that individuals could feel
more sense of power and control over health-related policies influencing their lives
(Sundquist & Yang, 2007). Thus, all dimensions of social capital are key for good
health as indicated: bonding aspect for social support, bridging aspect for solidarity
and respect in the society, and linking aspect for the ability to mobilize resources

provided by the power or authority (Poortinga, 2012).

The significant interaction term between bonding and linking aspects on SRH results
from a unique research hypothesis investigated for the first time. The hypothesis was
based on the compensatory role of close relationship dynamics, bonding aspect in the
current study, on health-related outcomes for individuals with a lower level of trust
toward the authority. However, the findings illustrated a distinct relationship pattern
similar to the booster effect found between the bonding aspect and income inequality
in the follow-up analysis of the first study. Although the positive association between
bonding relationships and SRH existed in all levels (low, moderate, and high) of
linking relationships, such relationship pattern was more pronounced for people with
greater trust against the authority. Such booster effect could be explained through the
association between institutional/vertical trust and interpersonal/horizontal trust.
There were findings suggesting a reciprocal relationship between the two kinds of
trust in different contexts and countries (e.g., Rothstein & Stolle, 2008; Senderskov
& Dinesen, 2014; 2016).

Beyond the reciprocal relationship pattern, there are arguments about a causal
pathway from institutional trust to interpersonal trust (e.g., Rothstein & Stolle, 2008)
in which the former is an experiential process where the latter is learned to be built

by interactions with institutional representatives (e.g., members of the judiciary,
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police officers). For instance, a repeated measure analysis through two representative
Danish survey data showed that institutional trust could influence interpersonal trust
among the citizens (Senderskov & Dinesen, 2016). The authors also reported that
such a causal pathway was robust after controlling for influential confounds (e.g.,
personality characteristics). One explanation could be that people’s perceptions of
how trustworthy others are may be constructed through the rule-makers that govern
the behavior of society members. In a sense, the fairness, transparency, and efficiency
of government institutions are indicative of norms for other members of society and
the encouragement of trustworthiness (Senderskov & Dinesen, 2016). Simply put,
dishonesty is seen as unusual, and citizens would believe that the ones who break
such norms would be imposed severe sanctions (Rothstein & Stolle, 2008).
Supporting that, corruption or other malfunctions in institutions would undermine
trust in institutions and reduce interpersonal trust (Senderskov & Dinesen, 2014).
Therefore, a greater sense of trust at the macro level is reflected in other social
relations through positive experiences at the individual level, where trust in bonding
relationships could become more prominent and, therefore, more pronounced for
health-related outcomes. In other words, people with greater trust toward the state
would be more advantageous to experience the adaptive effect of trust as a cognitive

resource in bonding relationships on their health.

Over and above, interactions between the two social capital dimensions (i.e., bonding
and bridging) and income inequality on SRH were consistent with the follow-up
analysis in the previous study. The current findings increased the generalizability of
such assumption that the adaptive role of horizontal relationships on SRH could be
more likely to be detected in societies where income inequality is lower. Thus, the
results strengthened the reliability and generalizability of the booster effect that was

discussed in the previous study.

Lastly, a weak pairwise relationship between income inequality and SRH became
non-significant in the multilevel analysis, including several individual-level variables
along with the social capital dimensions. This result is not surprising considering the

previous interpretations (e.g., Kawachi et al., 1997; Wilkinson, 2005) on income
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inequality, social capital, and health linkage. In their seminal work, Kawachi et al.
(1997) indicated that the relationship between income inequality and health-related
outcomes (e.g., mortality) became negligible after controlling for social capital. Thus,
they rather emphasize a mediating mechanism, rather than a direct link, where income

inequality could be related to health via social capital.

Such an indirect path may be interpreted relying on the Relative Deprivation Theory
(Crosbhy, 1976) in a way that individuals go through the following processes in social
experiences, respectively: First, people make comparisons; second, individuals make
cognitive assessments that they or their group are disadvantaged; third, as they see
these disadvantages as unfair to themselves, then negative feelings would appear,
resulting in maladaptive health consequences. Therefore, scholars (e.g., Uslaner,
2002; Wilkinson, 2005) supported the idea that income inequality results in relative
deprivation and deterioration of community unity, which negatively affects health.
For instance, Wilkinson claimed that income inequality could lead to forming a
hierarchical social structure by fostering the perceptions of inferiority and superiority
among individuals. Afterward, competition for status and personal interests would
become evident in society. Such prominent perceptions can damage the sense of trust,
resulting in damage to social relationships and would cause stress (Wilkinson, 2005).
Supporting this idea, Uslaner (2002) also argued that income inequality would
damage the self-esteem and optimism of individuals and lead them to feel deprived.
Then, economic and social inequalities would bring about anxiety for individuals
living in a society where inter-class disrespect and isolation would appear, negatively
influencing health (Wilkinson & Pickett, 2006; Pickett & Wilkinson, 2010). Thus,
indirect pathways were rather emphasized in the association among income

inequality, social capital, and health.
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CHAPTER 4

GENERAL DISCUSSION

The concept of social capital is a psychosocial construct in which the emphasis is
placed on integrating and establishing strong ties with society. According to the
theory, strong social networks involve beneficial resources that could only be
activated through an essential component, i.e., trust (Putnam, 2000). Thus, trust is a
reflection of good quality relationships promoting meaning in life and positive
emotions (Sun & Lu, 2020). In this context, numerous studies found that people with
strong social ties would benefit from the adaptive role of such bonds on health-related
outcomes (Rodgers et al., 2019; Xue et al., 2020).

Although there has not been a clear-cut consensus regarding the definition of social
capital, trust was accepted as a good and most frequently used proxy of such a
psychosocial construct (Rodgers et al., 2019). One criticism was related to the
measurement of the target relationship, which raises the question of to whom we are
talking about trust (Elgar et al., 2011; Glanville & Story, 2018)? In this case, three
aspects of social relations (i.e., bonding, bridging, and linking) were suggested as the
clearest distinguishing conceptualization providing a well-established and testable
framework for the target relationship patterns (Szreter & Woolcock, 2004). However,
there has been a limited attempt to include all three dimensions simultaneously
(Ehsan et al., 2019). Concerning that, this study is an attempt to examine the
relationship between all of these aspects and SRH, which provides secondary data
commonly used in numerous studies, and is suggested as a valid and reliable proxy

for physical and mental health and mortality (Gilbert et al., 2013).

Previous findings showed that the relationship pattern between social capital and
health may change during crises or disasters due to shifts in daily routines and

experiences of people so that there may be variation in social network resources (Noel
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et al., 2018) which could also influence health-related outcomes. For instance, it was
shown that community engagement and strong social bonds could facilitate social
integration, increasing individual resilience during and after the crisis (Kyne &
Aldrich, 2020). That is why the findings of the first study were interpreted
considering the huge global disaster, COVID-19, to re-examine, for the first time,
whether there could be consistency or difference in the relationship patterns
investigated in a different country, Turkey. Remember that infectious diseases can
affect not only the health of those infected but also the general psychological health
and well-being of other people. For example, severe acute respiratory syndrome
(SARS) disease increased the level of anxiety, depression, and stress in the general
population (Wu et al., 2005). Concerning such critical health outcomes, an analysis
conducted by Borgonovi and Andrieu (2020) supported the idea that societies with
strong social relations can be more prepared, especially in the early stages when
infectious diseases begin to spread and would exhibit adaptive behaviors to protect

other members of society.

In the early stages of such crises, governments may delay acting due to different
concerns (financial or political), and at this point, individuals can alleviate the burden
on the authority with their own responsible attitudes and behaviors without being
imposed mandatory measures. In short, in crisis situations, social capital stock at both
individual and community levels is as important as material stock (e.g., face masks,
test kits) in terms of health. Remember that interventions aiming health promotion at
only the individual level, without considering the community level, would lead to a

lower impact than expected (Glass, 2000).

Emphasizing the importance of social capital stock at the community level, WHO
and OECD suggested initiatives to develop health where social capital is one of the
protective factors for community health (Keeley, 2007; World Health Organization,
2013). For instance, in a health-related policy, Health 2020, WHO European
suggested that social capital could be a critical antecedent of quality of life and
longevity, and there needs to be more research on this topic (World Health

Organization, 2013). In addition, as indicated above, a multidimensional approach to
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social relations provides a more nuanced understanding (Chen & Meng, 2015) and
insight for future interventions that could decrease the great burden on health
facilities (Lofors & Sundquist, 2007). Thus, cross-cultural studies with consistent
conceptualization and measurement of social capital are needed to determine whether

different communities could be distinguished, including all dimensions.

However, in general, data come from wealthier, developed countries such as the USA
and Western European countries (Ehsan et al., 2019) and samples including youths
almost do not exist (Rodgers et al., 2019). However, variation in cultural or socio-
demographic characteristics may influence the level of trust, therefore, health-related
outcomes. For instance, a comprehensive analysis of previous WVS and EVS data
conducted by Balliet and Van Lange (2013) showed that there was a great variation
in trust levels across the countries. Following that finding, Van Lange (2015) argued
that there must be a modest genetic effect on trust across different countries. In this
context, analyzing Turkish data and joint data of WVS and EVS, including a wide
range of demographic and social characteristics, provides a unique case for the

existing body of knowledge.

Another limitation in the literature is the lack of moderating and mediating
mechanisms in terms of the social capital and health linkage (Rodgers et al., 2019).
In the current research, an original attempt presented a moderating mechanism
between bonding and linking aspects of SRH. In addition, other moderating
relationship patterns (e.g., interaction between bonding and income inequality) were
exploratorily presented for the first time. Further studies may extend these findings
by investigating potential interaction between different aspects of social capital, for
instance, the interaction between the cognitive aspect — referring to what people feel
or perceive (e.g., trust) — and the structural aspect representing behavioral proxies of

social capital (e.g., associational membership, voluntary actions) on health.

There should be an important reminder of the inconsistent finding regarding the
interaction between bonding and linking aspects on SRH. A small effect of this

interaction on SRH in the second study was not found in the first study. Such
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inconsistency should be interpreted based on two reminder information. First, the
effect size of this interaction was small; the statistical significance of such interaction
could be detected in a very large sample size in the second study. Therefore, such a
small effect may not be detected in a smaller sample in the first study compared to
the second study. Such statistical power argument would be only reasonable
considering, as noted before, bonding relations could become the most salient social
ties during crisis times so that its association with health may not be conditional on
any level of linking relationships or even if there may be a conditionality, it may only
be detected through such a larger sample size in the second study. Nevertheless, the
interplay between different aspects of social capital on health is an original finding

that can further be extended.

The cross-sectional nature of the current research is a caveat to infer cause and effect
relationships. Also, the findings of the first study are limited Turkish population and
should be interpreted considering the huge global disaster, the COVID-19 pandemic,
influencing daily social routines. Nevertheless, the secondary data analysis drawing
nationwide pictures from 69 countries could increase the replicability and
generalizability of the current findings. It should also be recognized that data from
large sample sizes must have increased the likelihood of finding even very small
effects on health outcomes, whereas a statistical significance does not necessarily
mean a practical significance. For this reason, in the second study, | reported effect
sizes rather than p-values to assess practical significance. Based on Cohen’s (1977)
accepted effect size classification, in the current study, it seems that there were small
effect sizes for social capital dimensions on health. However, Cohen (1977) also
pointed out that such effect size classifications may be arbitrary, so researchers should
appraise the previous work in the field. In this context, the current effect sizes were
consistent with the existing knowledge emphasizing modest effects of social capital
dimensions on health (Gilbert et al., 2013; Xue et al., 2020). In this case, the extent
to which the effects are “impactful” depends on the work area. For instance, greater
statistical power through large sample sizes would be useful to detect small effects,
which could be critical in health-related works (e.g., drug studies or cardiovascular

device studies; Lantz, 2013). Thus, it can be argued that the current health-related
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work would also contribute to cumulative knowledge by theoretical and practical

meaning.

4.1 Conclusion

Recalling Erikson’s (1968) theory of psychosocial development, the sense of trust is
a fundamental cognitive resource that begins to be built through close relationships
in the earliest stages of life and, as suggested by interdisciplinary research, it can be
reinforced by new sorts of social relationships formed later in life. In this study, the
impact of trust, a critical cognitive resource in social relations from early childhood
to adulthood, was examined on health within the framework of a psychosocial
construct, i.e., social capital. The findings also provide a comprehensive view of how
societies can adapt to the new normal in disaster situations when we leave our daily
routines behind, called normal times, and how governments can deal with global
crises by taking social relations into account. In short, this study reinforces previous
insights and adds new evidence for practitioners and decision-makers to re-consider
the influence of social relationships and cultural and socio-economic diversity on

health interventions.
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APPENDIX B: INFORMED CONSENT FORM (PILOT STUDY & STUDY 1)

Dog¢. Dr. Mehmet Harma'nin yiiriitiiciisii oldugu TUBITAK tarafindan desteklenen
120K392 kodlu ve “Ag Analizi Perspektifinden Covid-19 Kiiresel Salgininin Psiko-
Sosyal Etkilerinin Incelenmesi” konulu kapsamli ¢alismamizin 6n ¢alismasi igin
sizden bazi sorulara cevap vermenizi isteyecegiz. Anketleri doldurmak yaklasik 30-
35 dakika siirmektedir. Caligmaya katilmak tamamen goniillillik esasina
dayanmaktadir. Calismanin amacina ulasmasi i¢in sizden beklenen, biitiin sorular
eksiksizce cevaplamaniz ve size en uygun gelen sekilde isaretlemenizdir. Bu formu
okuyup onaylamaniz, arastirmaya katilmay1 kabul ettiginiz anlamina gelecektir.
Ancak, ¢alismaya katilmama veya katildiktan sonra istediginiz an ¢alismay1 birakma
hakkina da sahipsiniz. Bu ¢alismadan elde edilecek bilgiler tamamen bilimsel amagh
kullanilacak olup kisisel bilgileriniz gizli tutulacaktir.

Eger arastirmanin amaci ile ilgili verilen bu bilgiler disinda daha fazla bilgiye ihtiyag
duyarsaniz arastirma asistanlarina corelab@khas.edu.tr e- posta adresi iizerinden
ulasabilirsiniz.

CoReLab Ekibi olarak tesekkiir ederiz.

Calismaya katilmay1 kabul ediyor musunuz?

e Kabul ediyorum
e Kabul etmiyorum
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APPENDIX C: DEBRIEFING FORM (PILOT STUDY & STUDY 1)

Degerli katilimet,

Dog¢. Dr. Mehmet Harma’nin damigmanlhiginda yiritilen “Network Analizi
Perspektifinden Covid-19 Kiiresel Salgininin Psiko-Sosyal Etkilerinin Incelenmesi”
isimli TUBITAK projesinin 6n ¢alismasina katiliminiz i¢in ¢ok tesekkiir ederiz. Bu
form size bu pilot ¢calismanin igerigi hakkinda daha detayli bilgilendirme sunmak
amaciyla olusturulmustur.

Ozel olarak, COVID-19 temelinde yapilmis benzer bir ¢alisma bildigimiz kadariyla
olmamakla birlikte, geg¢miste yapilan incelemeler -COVID-19 gibi- viriis
salginlarimin  kisilerin  yasantilarinda uzun vadeli etkileri olabilecegini
gostermektedir. Bu pilot ¢alismada COVID-19 nedeniyle yasanan pandeminin
olusturabilecegi tutumsal ve davramigsal farkliliklari incelemek amaciyla
gerceklesecek bir sonraki incelemede kullanacagimiz 6l¢iim araglarinin gegerlik ve
giivenirliklerinin  test edilmesi ve 1ilgili 6n testlerin gergeklestirilmesi
amaclanmaktadir. Buna paralel olarak, bu ¢alismada COVID-19 salginin digerleriyle
olan iliskilerimizde yaratabilecegi farkliliklar1 anlamak adina katilimcilardan
tiksinme duyarlilig1, iliski memnuniyeti, insanlara duyulan giiven duygusu ve olumlu
sosyal davraniglar (yardim sergileme, bagista bulunma, vb.) gibi sosyallesmeye
iliskin farkli degiskenlere dair bilgiler edinilmektedir. Bunun yani sira, katilimeilarin
ekonomik seviye, medeni durum, ¢ocuk sayisi, yas ve yasadigi sehir gibi farkli
demografik 6zelliklerinin, bahsi gegen iliskisel degiskenlerde farkli etkiler ortaya
cikarabilecegi 6ngoriilmektedir. Bu yoniiyle, bu pilot calismanin sonuclari vasitasiyla
sekillenecek olan bir sonraki incelemenin, potansiyel risk faktorlerinin 6niine gegmek
icin miidahale programlarina bilgi sunmasi1 hedeflenmektedir.

Katilimcilardan alinan tiim kisisel bilgilerin “anonim” olarak tutuldugunu ve
cevaplariizin kimlik ve demografik bilgilerinizle eslestirilmedigini belirtmek isteriz.
Calisma hakkinda daha fazla bilgi sahibi olmak veya c¢alisma tamamlandiginda
sonuglar hakkinda bilgi edinmek isterseniz corelab@khas.edu.tr e-mail adresinden
arastirma asistanlarina veya g¢alismanin yiiriitiiciisii Do¢. Dr. Mehmet Harma’ya
(mehmet.harma@khas.edu.tr) ulagarak bilgi alabilirsiniz.

Devam butonuna basarak ¢aligmay1 tamamlayabilirsiniz.

Sevgilerimizle,
CoRe Lab Ekibi
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APPENDIX D: QUESTIONNAIRES (PILOT STUDY & STUDY 1)

Social Capital Dimensions

1. Litfen asagidaki sorulari cevaplayiniz.

Aldigimiz saglik hizmetlerine ne kadar giiveniyorsunuz?

Egitim kurumlarina ne kadar giiveniyorsunuz?

Elektronik ortamda sunulan (6rnek: e-devlet) kamu hizmetlerine ne
kadar giiveniyorsunuz?

Asayis/kamu diizeni hizmetlerine (polis, jandarma, bekg¢i vs.) ne kadar

giiveniyorsunuz?

1 (Hig glivenmem) 2 (Pek giivenmem) 3 (Biraz giivenirim) 4 (Tamamen

giivenirim)

2. Liitfen, asagida belirtilen cesitli gruplardan insanlara ne kadar giivendiginizi

belirtiniz.

a. Aileniz

b. Mahalleniz

C. Sahsen tanidiginiz insanlar
d. ilk kez tamistiginiz insanlar

@

Baska bir dinden insanlar

Bagka bir milletten insanlar

1 (Hi¢ giivenmem) 2 (Pek giivenmem) 3 (Biraz giivenirim) 4 (Tamamen

giivenirim)
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One-Item Self-Rated Health Measure and Demographics

1. 0’m “olabilecek en kot saglik durumunu ve 10’un “olabilecek en iyi saglik
durumu’nu ifade ettigi bir dl¢ekte, bugiinlerde saglik durumunuza 0 ile 10

arasinda kag¢ puan verirsiniz?

0 (Enkotii) 123456789 10 (En iyi)

2. Cinsiyet

e Kadin

e Erkek

e Belirtmek istemiyorum

e Diger:

w

Dogum yilinizi yaziniz (6r.,, 1981)

&

Egitim Diizeyiniz (En son bitirdiginiz okulu belirtiniz)
e ilkokul

e Ortaokul

o Lise

e Yiiksek okul (2 yillik)

e Universite

e Yiiksek Lisans & Doktora
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5. Merdivenin en list basamaginda (10) en iyi durumda olan, en fazla paraya, en
yuksek egitime ve en iyi islere sahip insanlar oldugunu diisiiniin. En altta (1)
ise en kotii kosullarda yasayan, en az parasi, en az egitimi olan, en kotii iglere
sahip ya da hi¢ isi olmayan insanlar var. Liitfen merdivenin hangi

basamaginin sizi daha iyi temsil ettigini isaretleyiniz.

I
o

HFeoNwoh N W

6. Su an romantik bir iliskiniz var m1 (sevgili, es, partner vb.)?
e Evet

e Hayir

7. Cocugunuz var mi?
e FEvet

e Hayir

8. Siz dahil, evde kag kisi yastyorsunuz?

9. Hanenizde COVID-19 teshisi almis kag kisi oldugunu belirtiniz (eger kimse

yoksa sifir yaziniz)
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10. Hanenizde COVID-19 salgini dolayisiyla {icretsiz izne ayrilmis kisi sayisini

belirtiniz (eger kimse yoksa sifir yaziniz)

11. Hanenizde COVID-19 salgininda hassas ve riskli gruplar (6rnegin, kronik
hastalik sahibi veya 65 yas tlizeri gibi) igerisinde olan kisi sayisiniz belirtiniz

(eger kimse yoksa sifir yaziniz)
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APPENDIX E: QUESTIONNAIRES (STUDY 2)

Social Capital Dimensions

1. Size gesitli gruplardan insanlara ne kadar giivendiginizi soracagim. Bunlarin

her biri i¢in, “tamamen giivenirim”, “biraz giivenirim”, “pek giivenmem”,

“hi¢ glivenmem” seklinde bir cevap veriniz.

a. Aileniz

b. Mahalleniz

c. Sahsen tanidiginiz insanlar
d. ilk kez tamstiginiz insanlar

@

Baska bir dinden insanlar

=h

Baska bir milletten insanlar

1 (Hi¢ giivenmem) 2 (Pek giivenmem) 3 (Biraz giivenirim) 4 (Tamamen

giivenirim)

2. Asagida sayacagim kurumlardan her birine ne kadar gilivenirsiniz? Gene
“tamamen glivenirim”, “biraz giivenirim”, “pek glivenmem”, ‘“hi¢

giivenmem” seklinde bir cevap veriniz.

e. Ordu
f. Polis

g. Mahkemeler, hukuk sistemi

1 (Hi¢ glivenmem) 2 (Pek giivenmem) 3 (Biraz giivenirim) 4 (Tamamen

giivenirim)
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One-Item Self-Rated Health Measure and Demographics

1. Genel olarak bugiinlerde saglik durumunuz nasil? Cok mu iyi, iyi mi, orta

halli mi, k6tii mii, yoksa ¢cok mu kotii?

1 (gok kétii) 2 (kotii) 3 (fena degil) 4 (iyi) 5 (cok iyi)

2. Cinsiyet
e Kadin
e FErkek

3. Dogum yilmiz1 yazimiz. (Eger dogum yilin1 bilmiyorsa) Peki kag

yasindasiniz?

4. Egitim Diizeyiniz (En son bitirdiginiz okulu belirtiniz)

e Hig okula gitmedim

e Ilkokul
e Ortaokul
e Lise

e Lise sonrasi yiiksekogretim dist
e Meslek yiiksek okulu

e Lisans

e Yiiksek lisans

e Doktora
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5. Insanlar1 gelir durumlari bakimindan 10 puanli bir cetvele yerlestirecek olsak,
siz kendinizi bu cetvelin neresinde goriirsiiniiz? Cetvelde “1” en alt gelir

grubu, “10” ise en iist gelir grubunu gosteriyor.
l(enalt)23456789 10 (en iist)

6. Su andaki medeni durumunuz asagidaki sayacaklarimdan hangisidir?
(ANKETORE: Siklar1 okuyunuz ve tek bir sikki isaretleyiniz)
e EvVli
e Evli gibi birlikte yasamakta
e Bosanmis
e Evli fakat esinden ayri yasiyor
e Esi 6lmiis yani dul

e Bekar

7. Kag ¢ocugunuz var?

8. Siz ve gocuklar dahil, hanenizde siirekli kag kisi yastyor?
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APPENDIX H: TURKISH SUMMARY/TURKCE OZET

BOLUM 1

1. GIRIS

Ozellikle Avrupa ve Amerika'da saglik belirleyicileri iizerine yapilan calismalar,
yasam beklentisi ve kronik hastaliklarin artmasiyla birlikte en 6nemli halk saglig
sorunlart arasinda yer almistir. Bu calismalarda, saglikla ilgili sonug(lar) farkl
operasyonel tamimlara gore degisiklik gdsterebilir (Xue ve digerleri, 2020). Ornegin
saglikli birey genellikle herhangi bir hastali§i veya engeli olmayan kisi olarak
tamimlanmaktadir (Aydim, 2020). Ancak Diinya Saglik Orgiitii'niin (DSO) tanimini
hatirlayacak olursak, saglik “yalnizca hastalik ve sakatligin olmayis1 degil, bedenen,
ruhen ve sosyal yonden tam bir iyilik halidir” (DSO, 1946). Bu nedenle, nesnel
degerlendirmelere (6rnegin biyomedikal oOlc¢limler, klinik bir tani1) ek olarak,
bireylerin 6znel degerlendirmesi de saghigin kritik bir gdstergesidir (DSO, 2014). Bu
baglamda, bireylerin fiziksel ve zihinsel saglik durumlarini tahmin etmek i¢in kisinin
kendi saglik durumunu degerlendirmesi (KKSD) o6l¢iimii yaygin olarak
kullanilmaktadir. Bu nedenle, KKSD kiiresel olarak nesnel sagligin (6rnegin, Idler ve
Benyamini 1997; Wu ve digerleri, 2013), 6liimliiliikk ve morbiditenin (6rnegin, Jylhd
ve digerleri, 2006; Lekander ve digerleri., 2004; Leung ve digerleri, 1997) yordayicisi

olarak kullanilmstir.

Ayrica, Oncelikle fiziksel ve biyolojik faktorlere odaklanan bu tanim ekonomik,
psikolojik, sosyal ve kiiltiirel gibi saglig1 etkileyen toplumsal diizeydeki gdstergeleri
gozden kagirarak saghigin belirleyicileri hakkindaki anlayisimizi sinirlayabilir
(Marmot & Wilkinson, 1999; DSO, 2008). Toplumdaki farkli sosyal yapilarla
(0rnegin aile, mahalle, kamu kurumlar1) giivene dayali iligkileri igceren sosyal

sermaye (Putnam, 2000; Szreter ve Woolcock, 2004), saglik agisindan genis ¢apta

96



arastirilan toplumsal diizeydeki degiskenlerden biridir (Helliwell ve Putnam, 2004;
Kawachi ve digerleri, 2008). 20 y1llik bilgi birikimini kapsayan bu arastirmalara gore,
farkli kavramsallastirmalar (6rnegin, sosyal sermayenin farkli yonlerinin dahil
edilmesi) ve farkli baglamlardan (6rnegin, afet sonrasv/krizler veya farkl iilkeler)
(Aldrich, 2010; Moore ve Kawachi, 2017) dolay1 literatiirde karisik sonuglar
raporlanmistir. Bununla birlikte, mevcut meta-analiz ¢alismalarina dayanarak, sosyal
sermaye hem fiziksel (Rodgers ve digerleri, 2019) hem de zihinsel saglhigin (Xue ve

digerleri, 2020) tutarl bir yordayicisi olarak gosterilebilir.

1.1 Sosyal Sermaye ve Saghk

Sosyologlar ekonomik ve sosyal sorunlara iligkin Oneriler icin giliven, degerler,
karsiliklilik ve normlar gibi temel sosyal sermaye bilesenlerini tartigmislardir
(Woodhouse, 2006). Kokeni tarihsiz olmasina ragmen, sosyal sermaye kavramini
operasyonel olarak tanimlamak hala zor olabilir (Sun ve Lu, 2020). Degisen tanimlara
ragmen, iligkilerde giliven, sosyal sermayenin en sik kullanilan bileseni olmustur
(Rodgers vd., 2019). Giiven, insanlarin iligkileri hakkinda nasil algiladiklar1 veya
hissettikleri anlamina gelen sosyal sermayenin bilissel kismini temsil etmektedir
(Kawachi vd., 2008). Bu aragtirma Onerisinde, sosyal sermaye, biligsel yoniine (yani

giivene) dayali olarak tanimlanmustir.

En basit ifadeyle, sosyal sermaye, toplumun farkli seviyelerinde olusan karsilikli
giivene dayali sosyal aglart igerir. Bu farkli seviyeler, dayanismaci, araci ve
baglayict sosyal sermaye olarak kategorize edilir (Kawamoto ve Kim, 2019).
Dayanigsmaci sosyal sermaye, homojen, yatay grup i¢i sosyal iliskilere (6rnegin, aile,
akrabalar, en iyi arkadaslar, komsular) atifta bulunur. Araci sosyal sermaye, yatay
iligkilere atifta bulunur; ancak, baglanma yoniinden daha heterojendir (6rnegin, diger
dinlerden veya milliyetlerden insanlar). Bu nedenle, bize benzer biriyle baglanti
kurmak i¢in gelistirdigimiz en giiglii sosyal bag, dayanismaci sosyal sermaye iken,
araci iliskiler, daha az ortak noktamiz olan daha zayif sosyal baglardir (Kawachi,

2006).
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Daha sonra Szreter ve Woolcock, baglayici sosyal sermaye olarak adlandirilan baska
bir boyutla insanlar ve devletler arasindaki heterojen ve dikey iliski dinamiklerini
tanimlayarak sosyal sermaye literatiiriine katkida bulunmustur. Baglayici sosyal
sermaye, “Toplumdaki acik, resmi veya kurumsallasmis gii¢ veya otorite arasinda
etkilesimde bulunan insanlar arasindaki saygi normlart ve gilivene dayali iliskiler

aglar1” olarak tanimlanmstir (Szreter ve Woolcock, 2004, s.655).

Yirmi y1l1 agkin stiredir devam eden arastirmalar, sosyal sermaye ve saglik arasindaki
baglantiya odaklanmistir (Kawachi vd., 2008; Rodgers vd., 2019). Bu arastirma
sonuclarina gore yukarida bahsedilen {i¢ sosyal sermaye boyutu ve saglik ¢iktilar
arasinda anlaml iligskiler bulunmustur. Buradan yola ¢ikarak, bu c¢aligmada su {i¢

hipotez ortaya atilmistir:

H1: Dayanismaci sosyal sermaye KKSD’yi pozitif olarak yordayacaktir.
H2: Araci sosyal sermaye KKSD’yi pozitif olarak yordayacaktir.
H3: Baglayici sosyal sermaye KKSD’yi pozitif olarak yordayacaktir.

Iliski bilimi, stresli veya sosyal destegin olmadig1 zamanlarda saglikla ilgili sonuglar
tizerinde yakin iligkilerin telafi edici roliine odaklanmistir (6rnegin, Bradbury ve
Karney, 2004; Cohen ve Pressman, 2004). Bu argiimandan yola ¢ikarak yakin iligki
dinamiklerini igeren dayanismaci sosyal sermayenin bir nevi telafi edici rolii olup

olmadig1 su hipotezle incelenmistir:

H4: Dayanigmaci sosyal sermaye ve KKSD arasindaki pozitif iligki baglayici sosyal

sermayesi daha diisiik bireyler i¢in daha belirgindir.

1.2 Baglama Ozgii Meseleler: COVID-19

Sosyal sermaye ve saglik arasindaki baglantiyr sunan mevcut bilgi birikimi, bu
baglantinin dogal afetler (6r., deprem, sel, kasirga, tsunami), ekonomik kriz, (or.,
Sarracino ve Piekatkiewicz, 2020) ve pandemi (6r., Gu ve Zhu, 2020) gibi afet/kriz

sonrast durumlarda arastirildigi baglama 6zel calismalari igerir (Aldrich, 2012). Bu
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aragtirma Onerisinde, ABD'de 13 Mart 2020'de ciddi afet ilan edilen COVID-19
pandemisi (Federal Acil Durum Yonetim Ajansi, 2020) sosyal sermaye ve KKSD
iliskisinin ele alindig1 baglama 6zel konulardan biri olacaktir. Baglama 6zel ikinci
konu, bir sonraki boliimde tartisilan sosyal sermaye ve saglik baglantisina iliskin

potansiyel bir {ilke diizeyinde karsilastirmaya dayanacaktir.

Sosyal sermaye ile bulasici hastaliklar arasindaki iligkiyi inceleyen ¢alisma sayisi
azdir (Borgonovi ve Andrieu, 2020). Bu caligmalarin ¢ogu cinsel yolla bulasan
hastaliklara odaklanmistir (6r., Frumence ve digerleri, 2014; Mukoswa ve digerleri,
2017). Bununla birlikte, COVID-19 salgini sirasinda sosyal sermayenin saglik
izerindeki kritik roliinii incelemeyi amaglayan birka¢ mevcut girisim bulunmaktadir.
Ornegin, Cin'de yasli bireylerle gerceklestirilen bir arastirma, sosyal sermayenin
biligsel yoniiniin (0rnegin, iliskilerde gliven ve karsiliklilik) yapisal sosyal sermaye
(yani, COVID-19 ile ilgili goniilliliik, organizasyon iiyeligi) ve zihinsel saglik
arasindaki iliskiye aracilik edip etmeyecegini incelemistir (Sun ve Lu, 2020).
Bulgular, biligsel sosyal sermayenin tam araci roliinii gostermistir; bu da yapisal
sosyal sermayenin zihinsel saglig1 dogrudan yordamadigi anlamina gelir. Bu bulguya
gore, literatiirde daha 6nce de vurgulandigr gibi, biligsel sosyal sermayenin saglik
tizerindeki kritik rolii, yapisal sosyal sermayeye gore daha tutarlidir (Kim vd., 2008;
Sarracino ve Piekatkiewicz, 2020). Bu tez calismasinda 6zellikle biligsel sermayenin
ele alinmasindaki bir sebep bu tutarliliktir. Ayrica, pandemi gibi fiziksel ve sosyal
mesafenin arttig1 zamanlarda davranigsal oriintiileri incelemek daha az uygulanabilir

bir durum olabilir. Bu ise biligsel sermayenin ele alinmasindaki bir diger sebeptir.

1.3 Mevcut Calisma

Mevcut arastirma, yeni bir aragtirma sorusunu ve orijinal hipotezi arastirmayi ve
sosyal sermaye ile saglik arasindaki baglantiya iliskin dnceki bulgular: tekrarlamay1
amaclamaktadir. Bu amagla, bu arastirmanin, Tiirkiye Bilimsel ve Teknolojik
Arastirma Kurumu (TUBITAK) tarafindan finanse edilen ve COVID- 19 sirasinda
psikososyal degiskenler ve saglikla ilgili sonuglar arasindaki iliskiyi arastiran daha

kapsamli bir projenin (Proje No:120K392) pargasi olmasi amaglanmistir. Proje, bir
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pilot caligma ve ana ¢alisma (yani Calisma 1) olmak iizere iki anketten olusmaktadir.
Ayrica, bulgularin giivenilirligini ve genellenebilirligini artirmak ve mevcut
caligmada yeni arastirma sorularimi kesfetmek icin ikincil veri analizini igeren

Calisma 2 Onerilmistir.

Bu arastirma teorik olarak mevcut bilgi birikimine cesitli sekillerde katkida
bulunacaktir. Birincisi, Tiirkiye'de sosyal iliskiler ve saglik arasindaki baglantiy1
sosyal sermaye teorisi perspektifinden inceleyen herhangi bir ampirik bulgu
bulunmamaktadir. ikincisi, sosyal iliskiler ve saglik arasindaki baglanti, insan
iligkileri ve bunun saglik ve esenlik lizerindeki etkisi géz oniine alindiginda oldukga
spesifik bir baglam olan COVID-19 salgmi sirasinda nadiren arastirilmigtir.
Ucgiinciisii, Hipotez 4, literatiirde hig test edilmemis benzersiz bir arastirma sorusunu
yansitmaktadir. Ayn1 sekilde, pandemi sirasinda sosyal sermayenin farkli yonlerinin
saglik tizerindeki tahmin giiclinli test etmeyi amaglayan Arastirma Sorusu, orijinal
bulgularin pesinden gitmeye deger bir baska soru olabilir. Son olarak, onerilen
hipotezler, sosyal iliskilerin saglik tizerindeki etkisine iliskin literatiirii zenginlestiren
gelecekteki arastirma Onerilerini  liretebilecek bulgularin  gilivenilirligini  ve
genellenebilirligini daha fazla arastirmak i¢in 69 iilkeden gelen veriler dahil olmak

tizere ikincil veriler araciligryla test edilecektir.

2. PILOT CALISMA VE CALISMA 1

2.1 Calismanin Amaclari

Pilot arastirma, kolayda ornekleme (N = 445) yoluyla ilk bulgular1 (6rnegin, iki
degiskenli korelasyonlar, faktor yapilari) incelemek icin yapilmistir. Yaklasik 30
dakikada tamamlanabilen tiim 6l¢iimlerin kisa formlar1 pilot ¢alismanin bulgularina
gore uyarlandigindan, ilk bulgular kritiktir. Boyle bir zaman ayarlamas1 énemliydi
¢linklii ana calisma i¢in Tirkiye'deki temsili bir 6rneklemden veri toplanmasi
amaclanmistir ve bunu yapmak i¢in birincil endise, kayip verileri en aza indirmeye

calisarak ana ¢alismanin (yani Calisma 1) kalitesini artirmakti.
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2.2 Yontem

2.2.1 islem ve Katihmcilar

Tiirkiye Bilim ve Teknoloji Kurumu (TUBITAK) tarafindan onaylanan c¢alisma,
Qualtrics anket linki ile sosyal medya kanallarinda duyuruldu. Bu ¢alismaya katilim,
acik bir tesvik olmaksizin tamamen goniilliik esasina dayanmaktadir. Tek dislama
kriteri 18 yasindan kiiciik olmakti. Tim Olgiimleri veya odak degiskenleri
tamamlamadan anketi yarida birakan (N = 82) katilimecilar hari¢ tutulmustur. Nihai

orneklemde 363 katilimci yer aldi.

2.2.2 Ol¢iimler

2.2.2.1 Kendi Kendine Saghk Degerlendirmesi (KKSD)

Katilimcilarin 6znel degerlendirmeye bagli raporladiklari saglik durumu, mevcut
caligmanin bagimli degiskeniydi. Katilimcilara, “Genel olarak, bugiinlerde saglik
durumunuzu nasil tanimlarsiniz?” diye soruldu ve 1 (koti) ile 10 (miikemmel)
arasinda bir olgek verildi. Bu tek, kendi kendine puanlanan saglik sorusu, nesnel
saglik, morbidite ve 6liim riskini dngoren ¢ok sayida ¢alisma tarafindan kiiresel
olarak gecerli ve giivenilir bir ara¢ olarak gosterilmistir (6r., Idler & Benyamini,
1997; Meng ve Chen, 2014).

2.2.2.2 Sosyal Sermaye Boyutlari

Sosyal sermayenin tiim boyutlari, sosyal sermayenin temel unsuru olan giiven diizeyi
ile degerlendirilmistir (Fukuyama, 1995; Putnam, 2000; Uslaner, 1999). Dayanigsmaci
boyutu i¢in katilimcilara “ailenize, mahallenize, sahsen tanidiginiz insanlara” ne
kadar giivendikleri soruldu. Ol¢iim giivenilir bulundu (Cronbach alfa katsayis1 = .60).
Araci sermaye i¢in, katilimcilara su kisilere ne kadar giivendikleri soruldu: "ilk kez
tanistiginiz insanlar, baska bir dinden insanlar, baska bir milletten insanlar." Bu dl¢gek

iyi bir giivenilirlik gostermistir (Cronbach's alpha = 0.77). Baglayici boyutu igin,
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katilimcilara su kurumlara/kamu hizmetlerine ne dlgiide glivendikleri sorulmustur:
“saglik hizmetleri, glivenlik hizmetleri (or., polis, jandarma, mahalle bekgisi), egitim
hizmetleri, elektronik olarak saglanan kamu hizmetleri” Bu 6l¢ek iyi bir giivenilirlik
gostermistir (Cronbach's alpha = 0.76). Katilimcilar bu sorular1 daha onceki
caligmalarda da kullanildig1 gibi 1 (hi¢ giivenmiyorum) ile 4 (tamamen giiveniyorum)
arasinda degisen Likert tipi bir dlgege gore yanitlamislardir (6r., Chu ve digerleri,

2018; Alpaslan ve Yildirim, 2020).

2.2.2.3 Kontrol Degiskenleri

Cinsiyet, yas, egitim, sosyoekonomik statii, iliski durumu, c¢ocuk sahibi
olma/olmama, hane halk: sayisi, ailede COVID-19 teshisi almis kisi sayisi, ailede
COVID-19 nedeniyle iicretsiz izne ayrilmis kisi sayisi, ailede COVID-19 virlisiine
duyarli kisi sayist.

2.3 Sonuclar

Pilot ¢alisma sonuglarina gore sosyal sermaye boyutlarinin faktor yapisi kullanilmaya
elverisli bulunmustur. Ayrica, ikili korelasyon sonuglarma bagli kalinarak
yorumlanan ilk bulgulara gore ii¢ sosyal sermaye boyutu da KKSD ile pozitif iliskili

olarak bulunmustur.

2.4 Cahisma 1

Bu ¢alismanin temel amaci, pilot caligmanin ilk bulgularin1 daha fazla arastirmaktir.
Onerilen hipotezler (yani, Hipotez 1-4) ve ek bir kesif sorusu (yani, sosyal sermaye
boyutlarinin tahmin giiclinii inceleyen Arastirma Sorusu) bu ¢calismada test edilmistir.
Pilot ¢alisma, kolayda ornekleme yoluyla katilan ve bulgularin genellenebilirligini
sinirlayan bir katilimcr Ornegini igermistir. Bu nedenle, mevcut ¢alisma, ilk
bulgularin tekrarlanabilirligini test etmek ve Tiirk niifusunu temsil eden {ilke
capindaki veriler araciligiyla ilk bulgularin genellenebilirligini artirmak i¢in bir firsat

olabilir.
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2.4.1 Yontem

2.4.1.1 islem ve Katihmecilar

TUBITAK projesinin bir pargasi olarak, pilot calismadan bir ay sonra, ana anket bir
arastirma sirketi tarafindan Tiirk niifusunu temsil eden bir dérneklemde (N = 2012)
uygulanmistir. Bu ¢alismada kullanilan soru bataryasi, pilot caligmada gecerliligi ve
giivenilirligi yiiksek olan 6l¢eklerden olusturulmustur. Projede kullanilan tiim 6l¢tim
araclarina suradan ulasilabilir: https://osf.i0/3248d/. Ayrica, pilot ¢alisma ile ayni
olan ve mevcut calismaya dahil edilen dlgekler icin Ek D'ye bakimiz. Olgekler
Qualtrics iizerinden online olarak toplanmak iizere hazirlanmis ve her katilimciya
dengeli ve rastgele bir sirada dagitilmistir. Bu calismaya katilim, acik bir tesvik

olmaksizin tamamen goniilliik esasina dayanmaktadir.

Her yas grubundan ve ekonomik diizeyden katilimcilar tarafindan ¢evrimigi 6l¢iimler
doldurulamadigindan, goriismeciler katilimcilara telefon goriismeleri yoluyla
ulagsmiglardir. COVID-19 salgin1 nedeniyle veriler yiiz yiize toplanamadi; bunun
yerine telefon goriismeleri yapildi. Goriismeciler, katilimcilardan ¢evrimigi anketi
yamtlamalarmi istedi ve yamtlari isaretledi. Olgekler doldurulduktan sonra
bilgilendirme formu goriismeciler tarafindan tiim katilimcilara okunmustur. Daha
sonra, arastirma sirketi ankete katilip katilmadiklarimi teyit etmek i¢in ankete
katilanlarin %40'm1 (N = 758) tekrar telefonla aramistir. Boyle bir kalite kontrol

stirecinden gecemeyen vaka olmamustir.

Tiirkiye 6rneklemini temsil eden her il (N = 81) kendi niifus oranlarina gore (ilgeler
dikkate alinarak) ¢alismaya dahil edilmistir. Tek dislama kriteri 18 yasindan kiiciik
olmakti. Calisma degiskenlerinin veya ana degiskenlerin yarisina yanit vermeyen
katilimcilarin verileri (N = 57) hari¢ tutulmustur. Nihai 6rneklem, 1955 katilimciy1

igermistir.
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2.4.3 Bulgular

Sonuglara gére Hipotez 1 ve Hipotez 3 onaylanmistir. Fakat Hipotez 2 ve Hipotez 4
onaylanmamigtir. Dayanismact sosyal sermaye ve baglayici sosyal sermayenin
KKSD iizerindeki yordayici giicliniin incelendigi analiz sonucunda ise dayanigmaci

boyutun daha gii¢lii bir yordayici oldugu sonucuna ulasilmistir.

2.4.5 Takip Analizi

Bolgesel istatistikleri belirlemek ve bu istatistikleri Avrupa Birligi Bolgesel Istatistik
Sistemi ile karsilagtirmak igin 2002 yilinda Tiirkiye Istatistik Bolgesel Birimleri
Siniflandirmas1 (NUTS) yaymlanmistir. Bolgeler ekonomik, sosyal ve cografi
benzerliklere gore siniflandirilmistir (Tiirkiye Cumhuriyeti Resmi Gazetesi, 2002, s.
1). Bu smiflandirmaya gore Tablo 8'de gosterildigi gibi 12 bolge bulunmaktadir.
NUTS smiflandirmasina gore Tiirkiye Istatistik Kurumu (TUIK), Tiirkiye'deki
vatandaslarin gelir ve yasam kosullarina iliskin yillik verileri yayinlamaktadir. Bu
yillik istatistikler, bolgeler arasinda yalnizca benzerliklerin degil, farkliliklarin da
oldugunu gostermektedir (6r., TUIK, 2021). Bu nedenle, bolgeler arasindaki bu
farklilig1 g6z 6niinde bulundurarak, kesifsel bir analiz olarak, Tiirkiye'den elde edilen
mevcut temsili verilerde yukarida belirtilen ayni iligki kaliplarinin bolgeler arasinda
farkli olup olmayacaginin arastirilmasi amaglanmistir. Boyle bir takip analizi,

asagidaki onerilere dayali olarak diistiniilmiistiir:

1) Takip analizi, her bolge iginde yerlesik her bir bireyden toplanan verilerin
incelenmesinin miimkiin olacagi ayni iliski modellerinin ¢ok diizeyli bir analizine
dayaniyordu. Boylece, Calisma 1'de incelenen bireysel diizeydeki degiskenlerle
birlikte baglamin (yani farkli bolgelerin) KKSD {izerindeki herhangi bir potansiyel
etkisi tespit edilebilir. Cok diizeyli analiz tekniginin arkasindaki ana neden olan,
bireysel ve baglamsal diizeydeki degiskenler arasindaki karsilikli bagimliligin g6z
oniinde bulundurulmasinin her iki diizeyde de standart hatanin azaltilarak dogru

tahminini artirdig1 diistiniilmektedir (Enders ve Tofighi, 2007).
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2) TUIK tarafindan yayimlanan yillik istatistiklere gore, bu bolgeler arasindaki goze
carpan farkliliklardan biri, hem sosyal sermayenin hem de sagligin tutarli bir
yordayicis1 olan gelir esitsizligidir (TUIK, 2021). Onceki bulgular (6r., Kawachi ve
digerleri, 1997), gelir esitsizliginin sosyal sermayeyi olumsuz bir sekilde tahmin
edecegini, bunun da Olim oranini artiracagini veya kotii sagliga yol acacagini

gostermistir.

3) Ayrica, her bir sosyal sermaye boyutu, baglam diizeyinde bir degisken olarak
yalnizca gelir esitsizliginin dahil edildigi cok diizeyli bir analize dayal1 olarak tahmin
edilmistir. Bu analiz ayn1 zamanda bolgeler arasinda sosyal sermaye diizeyi agisindan
herhangi bir farklilik olup olmadigini da gdsterecektir. Son olarak, bu tiir girisimler,
mevcut tezde Onerilen ayni iliski kaliplarindaki baglamsal farkliliklar1 géz 6niinde

bulundurarak daha ileri bir ¢aligma ytiriitmenin gerekliligine isaret edebilir.

2.4.5.1 Bulgular

KKSD’nin yordanan degisken oldugu ¢ok diizeyli regresyon analizi sonuglarina gore
12 bolge arasinda KKSD baglaminda farkliliklar bulunmustur. Bu sonug, bolgesel
farkliliklarin g6z Oniinde bulundurulmasi gerektigine dair ilk ipucu olarak
degerlendirilebilir. Bununla beraber, gelir esitsizligi KKSD’yi anlamli olarak
yordamamistir. Benzer sekilde, gelir esitsizligi sosyal sermaye boyutlarin1 anlamh
olarak yordamamistir ancak her bir sosyal sermaye boyutu baglaminda anlamli

bolgesel farkliliklar tespit edilmistir.

Diger regresyon modellerinde gelir esitsizliginin sosyal sermaye boyutlariyla olasi
etkilesimi incelenmistir. Buna gore, KKSD iizerinde dayanismaci ve araci sermaye
boyutlariyla gelir esitsizliginin ayr1 ayr1 anlaml etkilesimleri bulunmustur. Bu tiir

etkilesimler de bolgesel farkliliklarin dikkate alinmasi gerektigine isaret etmektedir.
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2.4.4 Tartisma

Onceki calismalar, felaket durumlarinda gii¢lii sosyal baglarin adaptif roliinii
vurgulamistir (6r., Aldrich, 2012; Nakagawa ve Shaw, 2004; Smiley vd, 2018).
Ozellikle kriz yonetimi sirasinda sosyal sermayenin dayanismaci ve baglayici
boyutlari hayati 6nem tasimaktadir (6r., Hilfinger vd., 2012; Kyne ve Aldrich, 2020).
Sosyal sermaye, kriz yonetimi sirasinda topluluk tepkisi igin temel olabilecek, giivene
dayanan sosyal baglar1 temsil eder (Dynes, 2005). Boyle bir kriz durumunda, yakin
iligkiler, sosyal destek saglayarak stresorlere karsi tampon olabilecek daha giivenli
bir kaynak olacaktir. Mevcut bilgi birikimi, sosyal destegin yakin ¢evrede giiven
duygusunu besleyen odak bir belirleyici oldugunu ve bunun da saglikla ilgili olumlu
sonuglara yol agtigini gostermektedir (Glanville ve Story, 2018). Sosyal sermaye
dedigimiz seyin temelde insan iligkileri ve bu iliskilerin giiven diizeyine gore
tanimlanan niteliklerinden olustugu kabul edilmektedir (Pitas ve Ehmer, 2020).
Boylece, yakin iligki dinamiklerinin (Cohen ve Pressman, 2004), yani baglanma
iliskilerinin stresi tamponlayici rolii, pandemi sirasinda duygusal ve aragsal (6rnegin,
yemek finansal yardimi gibi temel ihtiyaglarin saglanmasi) destek saglayabilir ki bu
da olumlu saglik ¢iktilariyla iligkili olabilir (Borgonovi ve Andrieu, 2020).

Ayrica, otoriteye/giice karsi giiven duygusunun giiclii oldugu toplumlarda bireyler,
kisisel c¢ikarlarini bir kenara birakarak, toplum yararim1 koruyacak sekilde saglik
davraniglarin1 kolaylastiracak ve bunun sonucunda da toplum yararimi gozetecek
davraniglar1 benimseyebileceklerdir. Bu tiir bir tutum ve davranisin benimsenmesi,
bireylerin sosyoekonomik gec¢misleri ne olursa olsun saglik hizmetlerine ve

ekipmanlarina ulagmasina baglidir (6r., Wong ve Kohler, 2020).

Sosyal sermaye ve saglik arasindaki baglantiyla ilgili olarak, 6nceki bulgular, sosyal
sermaye ve saglikla ilgili sonuglarda iilke i¢i degiskenlik olabilecegini 6ne slirmiistiir
(Chen ve Meng, 2015). Bu nedenle, iilke capinda anket verilerinde sosyal sermaye ve
saglik bagintisin1 arastiran ve karsilikli bagimliligi aciklayan c¢ok diizeyli analize
dayanan bir¢ok calisma (6r. Chu vd., 2018; Murayama vd., 2012; Sundquist vd.,

2006) bulunmaktadir. Bu onerilerin ardindan, iilke ¢apindaki mevcut verilerden
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yararlanarak, Tiirkiye icin NUTS siniflandirmasina gore 12 bolgede potansiyel sosyal
sermaye ve saglik farkliliklarini géz 6niinde bulundurarak bir takip analizinde ayni

iliski modelleri incelenmistir.

Izleme analizi sonucunda bulgular, sadece bireysel diizeyde degil, aym1 zamanda
baglamsal diizeydeki degiskenlerin de dikkate alinmasinin gerekliligini géstermistir.
Analiz sonucu, KKSD ve sosyal sermayenin tiim yonleri agisindan 12 bolge arasinda
onemli bir farklilik oldugunu gostermistir. Ancak, bolgeler arasinda hem KKSD hem
de sosyal sermaye boyutlarinda bu énemli farkliliga gelir esitsizliginin anlamli bir

etkisi olmamustir.

3. CALISMA 2

3.1 Calismanmin Amaci ve Hipotezleri

Calisma 1'deki takip analizi, sosyal sermaye ve sagligin incelendigi belirli bir
orneklemde bolgesel farkliliklar olabilecegini gostermistir. Bu fikir, sosyal sermaye
ve saglik konusundaki bilgi birikimi ile tutarhidir ve bu baglant1 i¢in herhangi bir
baglam diizeyinde (6rnegin iilkeler arasinda) karsilastirmalarin ¢ok diizeyli analizle
arastirilmasi gerektigi vurgulanmistir (Murayama vd., 2012; Sundquist vd., 2006).
Bu Oneriye dayanarak, KKSD’nin iilke diizeyinde bir yordayicisi olarak gelir
esitsizligi belirlendikten sonra bu modellerin farkli iilke verileriyle tutarli olup

olmayacagini gérmek i¢in ayni iligki modellerinin incelenmesi amaglanmastir.

Bu kesifsel analizde, gelir esitsizliginin KKSD ve sosyal sermaye boyutlari
iizerindeki dogrudan yordayici rolii 6nemli olmasa da, gelir esitsizliginin
dayanigmaci ve araci sermayeyle etkilesimleri, farkli {ilkelerde gelir esitsizliginin
olas1 baglamsal rolii hakkinda merak uyandirmaktadir. Bu nedenle Calisma 2, Diinya
Degerler Anketi (DDA) ve Avrupa Degerler Anketi’nin (ADA) son dalgalarindan
olusan ortak veri setini kullanarak yeni bir degiskene, yani gelir esitsizligine dayal
olarak iilke diizeyindeki farkliliklar1 dikkate alan Onceki c¢alismanin bir tiir

uzantisidir. Ancak, COVID-19 baglami géz oniinde bulundurularak ilk ¢alismanin
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bulgulari, sosyal sermaye ve saglik arasindaki bagmtiyr kapsayan afetle ilgili
literatiire dayali olarak degerlendirildi. Bununla birlikte, Calisma 2'de, ilk ¢alismanin
bulgulariyla karsilastirmak yerine, bu tiir iliski kaliplarinin genel bir resminin
sunulmast amaglanmistir. Bu nedenle, iki ¢alisma arasindaki teorik tartismanin

farklilagtirilmasi gerekmektedir.

3.2 Yontem

3.2.1 islem ve Katiimcilar

DDA, diinya niifusunun yiizde 90'in1 temsil eden verilerden olusur ve 1981'den beri
cesitli sosyal bilim alanlarindan olusan genis bir ag ile isbirligi i¢inde toplanmustir.
Herkese agik olarak paylasilan ve herkes tarafindan erisilebilir en biiylik veri setidir
(World Values Survey, n.d.-a). insan inanglari, degerleri ve gesitli motivasyonlari
iceren bu veriler, uluslararasit gelisim raporlari, {iniversitelerde 6gretim kurslari,
doktora tezleri ve medya yaynlari gibi ¢esitli amaglar i¢in siklikla kullanilmaktadir.
(World Values Survey, n.d.-a). Benzer sekilde, ADA 1970'lerin sonlarinda bir grup
akademisyen tarafindan Avrupa iilkelerindeki ahlaki ve sosyal degerleri incelemek
icin baslatilmistir. DDA ve ADA’nin 2017-2020 yillarin1 kapsayan son dalgalarinda
yiiriitiilen calismalarinin birlestirilmesi i¢in resmi olarak is birligi yapilmistir
(EVS/WVS, 2021). ADA, Avrupa iilkelerinin arastirilmasindan sorumluyken ve
DDA ekibi anketin Avrupa disinda yiiriitilmesinden sorumluydu. Calisma 2'de bu
acik veri setlerinden yararlanilarak, ilk g¢alismada Onerilen hipotezlerin, {ilke
diizeyindeki olas1 varyasyonlar g6z 6niinde bulundurularak ¢ok diizeyli modellemede

incelenmesi amaglanmustir.

DDA 51 iilkede (N = 76.897) ve ADA (N = 58.103) 35 iilkede (Ntoplam = 135.000)
yuritillmiistir. Her iki ankette de dahil edilen bes iilke (Almanya, Romanya, Rusya,
Sirbistan ve Ukrayna) bulunmaktadir. Ttiim tilkelerde anketler, lilke ¢apindaki verileri
temsil eden rastgele 6rnekleme yoluyla yayimlandi. Her iki anket ¢alismasi icin

metodoloji ve tamimlayicit sonuglar daha Once baska bir yerde ayrintili olarak
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aciklanmistir (bk., sirasiyla World Values Survey, n.d.-b, European Values Survey,
n.d.).

Analizlere gegmeden Once veri seti iki dislama kriterine gore gozden gecirildi.
COVID-19, 11 Mart 2020 tarihinden itibaren pandemi ilan edildigi i¢in bu tarih ve
sonrasinda veri toplanan llkeler analize dahil edilmedi. Ayrica sosyal sermaye
boyutlarindan herhangi birine anketinde yer vermeyen iilkelerin verisi de analize

dahil edilmedi. Sonug olarak geriye 69 lilke verisi kalmistir.

Olgiimler bir 6nceki calismayla neredeyse aynidir. Ek olarak bu calismada gelir
esitsizligini tespit etmek amaciyla Gini indeksi kullanilmigtir. Bu indeks igin temel
kaynak olarak Diinya Bankasi verilerinden faydalanilmistir. Cinsiyet, yas, egitim,
sosyoekonomik statii, medeni durum, ¢ocuk olup/olmadigi ve hane halki sayisi

kontrol degiskenleri olarak ele alinmustir.

3.3 Bulgular

Ug sosyal sermaye boyutu da KKSD’yi pozitif yonde yordamistir. Ayrica,
dayanigmaci ve baglayict boyutlar arasindaki etkilesim KKSD {izerinde anlamli
bulunmustur. Dayanismaci sosyal sermaye ve KKSD arasindaki pozitif iligki

baglayici sosyal sermayesi daha yiiksek bireyler i¢in daha belirgin bulunmustur.

Bir dnceki ¢aligmadaki takip analiziyle tutarli olarak, dayanismaci ve araci boyutlarla
gelir esitsizliginin etkilesimi tutarli bir sekilde bu calismada da tespit edilmistir.
Sosyal sermayenin etki biiytikliikleri ise biiyiikten kiiclige sirasiyla su sekildedir:

dayanismaci, baglayici ve araci.

3.4 Tartisma

Sosyal sermaye ve saglik arasindaki iliskiyle ilgili olarak bilim adamlar1 farkli
aciklamalarda bulunmuslardir. Ornegin, destekleyici iliskiler, giiven ve sosyallesme

yoluyla bireylerin stres diizeyi azaltilabilir (Folland, 2008). Ayrica giiven
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duygusunun yiiksek oldugu bir sosyallesme ortaminda daha fazla saglik bilgisi elde
edilebilir (Kawachi ve Berkman, 2000). Ayrica, giiclii sosyal iligkiler, diizenli saglik
kontrolleri ve sigaray1 birakmak gibi olumlu saglikli davraniglarin uygulanmasi i¢in
bir sorumluluk duygusu saglayabilir (Folland, 2008). Ek olarak, sagliksiz davraniglar
onlemek i¢in saglik davranislari sosyal baski yoluyla gayri resmi olarak kontrol

edilebilir (Story, 2014).

Daha spesifik olarak, dayanismaci sermayeyi ifade eden iliskilerde, aile tiyeleri veya
komsular tarafindan saglanan sosyal destek, yalnizca ani saglik krizleri veya kronik
saglik kosullarinda degil (Story ve digerleri, 2016) ayn1 zamanda insanlarin stresli bir
durumla veya olumsuz bir uyaranla karsi karsiya kaldigi herhangi bir zamanda
sikintty1 azaltmaya yardimci olabilir (Bradbury & Karney, 2004). Bu destek,
bireylere dnemsendiklerini ve deger verildigini hissettiren duygusal (6r., empati,
bakim), bilgilendirici (6r., saglikla ilgili bilgi saglama) veya aragsal (6r., finansal
yardim) bir yolla saglanabilir (Kawachi, 2010).

Ayrica, aract iligkiler kurma konusunda daha yiiksek giiven duygusuna sahip
toplumlarda, giiclii baglar, bir aidiyet ve birliktelik duygusu yaratarak saglikla ilgili
sonuglari iyilestirebilecek seferberligi ve toplu eylemi kolaylastirabilir. Bu tiir olumlu
duygular, bireylerin kendi ¢ikarlarini bir kenara birakip toplum yararin1 koruyacak
sekilde saglik davranislar1 sergilemelerine ya da saglikli davranislar1 kolaylastiran
sosyal politikalarin degistirilmesi i¢in topluca hareket etmelerine (Glanville ve Story,
2018) yol agabilir. Ek olarak, saglikla ilgili sonuglar i¢in faydali olan yeni bilgilerin
bu tiir giiglii sosyal baglarda yayilmasi daha olas1 olacaktir zira bu baglar arasindaki
daha yiiksek giiven, bu bilgilerle uyumlu tutum ve davranislar olusturmak i¢in bu tiir

bilgilerin benimsenmesini ve kullanilmasini kolaylastiracaktir (Kawachi, 2010)

Otoriteye duyulan giiven eksikligi, baris ve huzuru engelleyerek, toplumda
dayanisma ve giivenlik duygusunun zedelenmesine neden olabilir. Buna karsilik,
otorite kurumlarina kars1 giiven duygusu daha yiiksekse, bireylerin yasamlarini
etkileyen saglikla ilgili politikalar iizerinde daha fazla gii¢ ve kontrol duygusu

hissetmeleri sonucu otoriteyle etkilesime girme sansi daha yiiksek olacaktir
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(Sundquist ve Yang, 2007). Bu nedenle, sosyal sermayenin tiim boyutlar1 aslinda
saglik agisindan mithimdir. Ornegin, sosyal destek igin dayanismaci sermaye,
toplumda dayanisma ve saygi igin araci sermaye ve gii¢ veya otorite tarafindan
saglanan kaynaklar1 harekete gecirme yetenegi igin ise baglayict sermaye anahtar
niteligindedir (Poortinga, 2012).

KKSD iizerindeki dayanigsmaci ve baglayici sermayeler arasindaki 6nemli etkilesim,
ilk kez arastirilan bir arastirma hipotezinin {riiniidiir. Hipotez, yakin iligki
dinamiklerinin, mevcut ¢alismada dayanismaci Ssermayenin, otoriteye karsi daha
diisiik diizeyde giivene sahip bireyler i¢in saglikla ilgili sonuglar iizerindeki telafi
edici roliine dayaniyordu. Bulgular, ilk calismanin takip analizinde dayanigmaci
sermaye ile gelir esitsizligi arasinda bulunan gii¢lendirici etkiye benzer belirgin bir
iligki Oriintlisiinii gostermistir. Dayanismaci iligkiler ve KKSD arasindaki pozitif
iligki, baglayicu iligkilerin tiim seviyelerinde (diisiik, orta ve yiiksek) mevcut olmasina
ragmen, bu tiir bir iliski modeli, otoriteye kars1 daha fazla giiven duyan insanlar i¢in
daha belirgindi. Bu tiir gii¢lendirici etki, kurumsal/dikey giiven ile kisilerarasi/yatay
giiven arasindaki iliski ile agiklanabilir. Farkli baglamlarda ve iilkelerde iki tiir giiven
arasinda karsilikli bir iligki oldugunu one siiren bulgular bulunmaktadir (or.,

Rothstein ve Stolle, 2008; Senderskov ve Dinesen, 2014; 2016).

Karsilikli iligkinin de 6tesinde, kurumsal giivenden kisilerarasi giivene dogru sebep-
sonug iliskisi vurgusunun yapildig1 ¢alismalar bulunmaktadir. Ornegin, iki temsili
Danimarka anket verisi araciligiyla tekrarlanan bir 6l¢lim analizi, kurumsal giivenin
vatandaglar  arasindaki kisileraras1  giliveni etkileyebilecegini = gostermistir
(Senderskov & Dinesen, 2016). Yazarlar ayrica, boyle bir nedensel yolun, ortak
degiskenler (6rnegin, kisilik o6zellikleri) kontrol edildikten sonra bile gecerli
oldugunu raporlamistir. Bir agiklama, insanlarin digerlerinin ne kadar giivenilir
olduguna dair algilarinin, toplum tiyelerinin davranislarini yoneten kural koyucular
aracilifiyla olusturulabilecegi olabilir. Bir anlamda, devlet kurumlarinin adaleti,
seffafligi ve verimliligi, toplumun diger iiyeleri i¢cin normlarin ve gilivenilirligin
tesvik edilmesinin gostergesidir (Senderskov ve Dinesen, 2016). Basitge soylemek

gerekirse, diiriist olmama olagandis1 olarak goriiliir ve vatandaslar bu tiir normlari
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ihlal edenlere ciddi yaptirimlar uygulanacagina inanabilirler (Rothstein ve Stolle,
2008). Fakat tam tersi durumda, kurumlardaki yolsuzluk veya diger arizalar
kurumlara olan giiveni sarsacak ve kisiler aras1 giiveni azaltacaktir (Senderskov ve
Dinesen, 2014). Bu nedenle, makro diizeyde daha biiyiilk bir giiven duygusu,
dayanismaci iligkilerde olan giiven duygusunu daha belirgin hale getirebilir ve
dolayisiyla saglikla ilgili sonuglar i¢in daha etkili olabilecek diizeyde olumlu bireysel
deneyimler olarak a¢iga ¢ikabilir. Bagka bir deyisle, devlete daha fazla giiven duyan
insanlar, sagliklari lizerinde etkili dayanigsmaci iliskilerinde biligsel bir kaynak olarak

giivenin adaptif etkisini deneyimlemek i¢in daha avantajli olacaktir.

Son olarak, gelir esitsizligi ile KKSD arasindaki zayif ikili iligki, ¢ok diizeyli
analizde, sosyal sermaye boyutlariyla birlikte bircok bireysel diizeyde degisken
analize dahil edildiginde anlamsiz hale gelmistir. Bu sonug, gelir esitsizligi, sosyal
sermaye ve saglik baglantisina iliskin onceki yorumlar (6r., Kawachi vd., 1997;
Wilkinson, 2005) dikkate alindiginda sasirtict degildir. ilgili literatiirde en gok atif
alan onceki ¢alismalarinda Kawachi ve digerleri (1997), sosyal sermaye etkisi kontrol
edildikten sonra gelir esitsizligi ile saglikla ilgili sonuclar (6rnegin 6liim) arasindaki
iligkinin ithmal edilebilir hale geldigini belirtmistir. Bu nedenle yazarlar, dogrudan bir
bagintidan ziyade gelir esitsizliginin sosyal sermaye yoluyla saglikla

iliskilendirilebilecegi araci bir mekanizmay1 vurgulamislardir.

4. GENEL TARTISMA

Sosyal sermaye kavrami, toplumla biitiinlesmeye ve gii¢lii baglar kurmaya vurgu
yapilan psikososyal bir yapidir. Teoriye gore, giiclii sosyal aglar, yalnizca temel bir
bilesen, yani giiven yoluyla etkinlestirilebilecek faydali kaynaklar1 i¢erir (Putnam,
2000). Bu nedenle giiven, yasamdaki anlam1 ve olumlu duygular1 destekleyen kaliteli
iligkilerin bir yansimasidir (Sun ve Lu, 2020). Bu baglamda, ¢ok sayida ¢alisma,
giiclii sosyal baglar1 olan kisilerin, bu tiir baglarin saglikla ilgili sonuglar {izerindeki
uyarlayici roliinden fayda saglayacagini raporlamistir (Rodgers vd., 2019; Xue vd.,
2020).
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Sosyal sermayenin tanimi konusunda net bir fikir birligi olmamasina ragmen giiven,
boyle bir psikososyal yapinin iyi bir temsili ve en sik kullanilan bileseni olarak kabul
edilmistir (Rodgers ve ark., 2019). Bir elestiri, kime kars1 glivenden bahsettigimiz
sorusunu giindeme getiren hedef iliskinin ol¢limii ile ilgiliydi (Elgar vd., 2011;
Glanville ve Story, 2018). Bu durumda, sosyal iliskilerin ti¢ boyutu hedef iliski
kaliplar1 i¢in iyi kurulmus ve test edilebilir bir ¢erceve saglayan en net ayirt edici
kavramsallastirma olarak onerilmistir (Szreter ve Woolcock, 2004). Ancak, iig¢
boyutun hepsini ayn1 anda dahil etmek i¢in sinirli bir girisimde bulunulmustur (Ehsan
vd., 2019). Bununla ilgili olarak, bu calisma, birgok calismada yaygin olarak
kullanilan ikincil veriler saglayan, fiziksel saglik, zihinsel saglik ve o6liim riskini
yordama noktasinda gegerli ve giivenilir bir degisken olarak 6nerilen (Gilbert vd.,

2013) KKSD ile tiim bu boyutlar arasindaki iliskiyi inceleme girisimidir.

Onceki bulgular, sosyal sermaye ve saglik arasindaki iliski driintiisiiniin krizler veya
afetler sirasinda insanlarin giinliik rutinlerindeki ve deneyimlerindeki degisimler
nedeniyle degisebilecegini ve dolayisiyla sosyal ag kaynaklarinda da farkliliklar
olabilecegini gostermistir (Noel vd., 2018). Ayrica, topluluk katilim1 ve giiglii sosyal
baglarin sosyal entegrasyonu kolaylastirabilecegi, kriz sirasinda ve sonrasinda
bireysel dayanikliligi artirabilecegi gosterilmistir (Kyne ve Aldrich, 2020). Bu
nedenle, ilk ¢aligmanin bulgulari, Tiirkiye'de ilk kez ele alinan iliski kaliplarinda
tutarlilik veya farklilik olup olmadigini incelemek icin biiyiik kiiresel felaket olan
COVID-19 dikkate alinarak yorumlanmistir. Bulasic1 hastaliklarin sadece enfekte
olanlarmn sagligin1 degil, ayn1 zamanda diger insanlarin genel psikolojik sagligini ve
esenligini de etkileyebilecegini unutmamak gerekir. Ornegin, siddetli akut solunum
sendromu (SARS) hastaligi, genel popiilasyonda anksiyete, depresyon ve stres
diizeyini artirmistir (Wu vd., 2005). Bu tiir kritik saglik sonuglartyla ilgili olarak,
Borgonovi ve Andrieu (2020) tarafindan yapilan bir analiz, gii¢lii sosyal iligkileri olan
toplumlarin, 6zellikle bulasici hastaliklarin yayilmaya bagsladigi erken evrelerde daha
hazirlikli olabilecegi ve toplumun, diger iiyeleri korumak i¢in uyumsal davraniglar

sergileyecekleri fikrini desteklemistir.
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Bu tiir krizlerin ilk asamalarinda hiikiimetler farkli kaygilar (mali veya siyasi)
nedeniyle harekete gegmeyi erteleyebilirler ve bu noktada bireyler zorunlu tedbirler
uygulanmadan kendi sorumlu tutum ve davranislariyla otorite iizerindeki yiikii
hafifletebilirler. Kisacasi, kriz durumlarinda hem bireysel hem de toplumsal diizeyde
sosyal sermaye stoku, saglik agisindan maddi stok (0r., yiiz maskeleri, test kitleri)
kadar Onemlidir. Saglikli davranislarin tesviki ve gelistirilmesini hedefleyen
miidahalelerin, toplum diizeyini dikkate almadan yalnizca bireysel diizeyde ele
alindiginda, beklenenden daha diisiik bir etkiye yol agacagini unutmamak gerekir
(Glass, 2000).

DSO ve OECD, sosyal sermaye stokunun toplum diizeyinde énemini vurgulayarak,
sosyal sermayenin toplum sagligini koruyucu faktorlerden biri oldugu girisimlerde
bulunmustur (Keeley, 2007; World Health Organization, 2013). Ornegin, saglikla
ilgili bir politika olan Saglik 2020'de DSO Avrupa, sosyal sermayenin yasam kalitesi
ve uzun Omiirliiliglin kritik bir yordayicist olabilecegini ve bu konuda daha fazla
arastirma yapilmasi gerektigini 6ne siirmiistiir (World Health Organization, 2013).
Ek olarak, yukarida belirtildigi gibi, sosyal iligkilere cok boyutlu bir yaklasim, daha
ayritili bir anlayis (Chen ve Meng, 2015) ve saglik tesisleri iizerindeki biiytik yiikii
azaltabilecek gelecekteki miidahaleler igin bir i¢ gorii saglayabilir (Lofors ve
Sundquist, 2007). Bu nedenle, tiim boyutlar1 dahil olmak tizere farkli topluluklarin
saglikla ilgili tutum ve davranislar agisindan ayirt edilip edilemeyecegini belirlemek
i¢in tutarl kavramsallastirma ve sosyal sermaye 6l¢iimii ile kiiltiirler aras1 caligmalara

ithtiya¢ bulunmaktadir.

Bununla birlikte, genel olarak, veriler ABD ve Bat1 Avrupa iilkeleri gibi daha zengin,
gelismis iilkelerden gelmektedir (Ehsan vd., 2019) ve gengleri igeren 6rneklemler
neredeyse yoktur (Rodgers vd., 2019). Bununla birlikte, kiiltiirel veya sosyo-
demografik ozelliklerdeki cesitlilik, giliven diizeyini, dolayisiyla saglikla ilgili
sonuglar1 etkileyebilir. Ornegin, Balliet ve Van Lange (2013) tarafindan yiiriitiilen
onceki DDA ve ADA verilerinin kapsamli bir analizi, llkeler arasinda giiven
seviyelerinde biiylik farkliliklar oldugunu gdstermistir. Bu bulgunun ardindan Van

Lange (2015), farkli {ilkelerde giliven iizerinde bir genetik etki olabilecegini
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savunmustur. Bu baglamda, ¢ok ¢esitli demografik ve sosyal 6zellikler de dahil
olmak tizere DDA ve ADA'nin ortak verilerinin ve Tiirkiye verisinin pandemi
stirecindeki analizi, mevcut bilgi birikimi i¢in ilgili literatiire biricik bir katki

saglamaktadir.

Literatiirdeki bir diger smirlilik ise sosyal sermaye ve saglik bagintisi agisindan
diizenleyici ve araci mekanizmalarin olmamasidir (Rodgers vd., 2019). Mevcut
arastirmada 0zgiin bir sonug olarak, dayanigsmaci sermaye ve KKSD arasindaki
iliskide baglayic1 sermayenin diizenleyici bir rolii ortaya konulmustur. Ek olarak,
diger diizenleyici iliski kaliplart (6r., dayanigmaci sermaye ve gelir esitsizligi
arasindaki etkilesim) ilk kez sunulmustur. Gelecek g¢alismalar sosyal sermayenin
farkli yonleri arasindaki potansiyel etkilesimi saglik ¢iktilar1 baglaminda arastirarak
bu bulgular1 genisletebilir, 6rnegin biligsel sermaye — insanlarin ne hissettigine veya
algiladigina (6rnegin giivene) atifta bulunan — ve sosyal sermayenin davranigsal
boyutlarini temsil eden yapisal sermaye arasindaki etkilesim bu arastirmalara 6rnek

olabilir.

Mevcut arastirmanin kesitsel dogasi, neden-sonug iligkilerini ortaya koyabilmek
adina bir engeldir. Ayrica, ilk ¢alismanin bulgulari Tiirkiye 6rneklemi ile sinirlidir ve
glinliik sosyal rutinleri etkileyen biiyiik kiiresel felaket, COVID-19 pandemisi dikkate
almarak yorumlanmalidir. Bununla birlikte, 69 iilke capinda genis bir tablo sunan
ikincil veri analizi, mevcut bulgularin tekrarlanabilirligini ve genellestirilebilirligini
artirabilir. Ayrica, bilyllk Orneklemlerden elde edilen verilerin saglik sonuglar
tizerinde ¢ok kiiciik etkiler bulma olasihigini artirmig olabilecegi ve istatistiksel bir
anlamliligin mutlaka pratik bir anlamlilik demek olmadigi kabul edilmelidir. Bu
nedenle, ikinci ¢alismada pratik anlamliligi degerlendirmek igin p-degerlerinden
ziyade etki biiyiikliikleri raporlanmistir. Cohen'in (1977) kabul ettigi etki biiytikligi
siiflandirmasina gore mevcut ¢alismada saglik {lizerinde sosyal sermaye boyutlari
icin kiictik etki biiytikliikleri oldugu goriilmektedir. Ancak Cohen (1977), bu tiir etki
biiyiikliigii siniflandirmalarinin gegici olabilecegine ve bu nedenle arastirmacilarin
bu alandaki onceki calismalar1 degerlendirmeleri gerektigine isaret etmistir. Bu

baglamda, mevcut etki biiyiikliikleri, sosyal sermaye boyutlarinin saglik iizerindeki
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miitevazi etkilerini vurgulayan mevcut bilgilerle tutarlidir (Gilbert vd., 2013; Xue ve
digerleri, 2020). Bu durumda, etkilerin ne 6l¢iide "etkili" oldugu ¢alisma alanina
baglidir. Ornegin, biiyiik 6rneklemler vasitasiyla saglanan daha fazla istatistiksel giic,
saglikla ilgili c¢aligmalarda (Or., ilag caligmalart veya kardiyovaskiiler cihaz
calismalari; Lantz, 2013) kritik olabilecek kiiciik etkileri tespit etmek i¢in faydali
olacaktir. Dolayistyla bu tezdeki bulgularin, saglikla ilgili teorik ve pratik anlamda

kiimiilatif bilgiye katki saglayacagi soylenebilir.
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