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Abstract
During the past ten years, the Taiwanese government has invested more than
$AUS 9 billion in aged care policies. The Building Community Care Centres Practice
Plan was one of these policies which, had led to the establishment of 1,805 community
care centres (CCCs) in 2013. The aims of CCCs are to enhance older people’s
participation and interaction in their local neighbourhood, increase their prospects of
receiving welfare services, and enhance their opportunities to live in the local
community instead of residential care institutions. Little research has considered the
effectiveness of CCCs, and there is no evidence about the impact of CCCs on the
wellbeing of older people.
Using social capital theory this research examined the wellbeing of CCC users
compared to non-users, and explored the association between participants’ social
relationships and wellbeing. The research utilised a mixed-method design.
Two-hundred CCC users, 204 non-users, and 17 CCC managers were surveyed. In
addition a total of 37 people from across these three groups participated in six focus
groups.
The research found CCC users had higher levels of individual social capital
(ISC) and wellbeing than non-users. The findings confirmed the influence of ISC on
wellbeing and identified five factors associated with ISC. These were tolerance of

xvi

diversity, contribution to the community, connections with family and friends,
feelings of trust and safety, and participation in local community. These factors were
also reflected in the qualitative data, which found CCC users had greater interaction
with others in their neighbourhoods and received more support from social networks
than non-users. CCC managers pointed to two key strategies used to enhance CCC
users’ wellbeing and social connections; use of activities designed to foster social
interaction, and cooperation with health professions. Findings from this research
provide strong evidence of the benefits of using CCCs for older people in Taiwan.

1

Chapter 1: Introduction
Taiwan is ageing rapidly, with both the percentage and the absolute number
of people over 65 years relative to the rest of the total population continuing to
increase. This change in the population pyramid is an international phenomenon and
it presents many challenges for social welfare professionals, such as how to care for
the increasing number of older people and meet their physical, mental and social
needs. Community care is one useful and practical approach to respond to this issue.
Community care aims to enable older people to remain as independent as possible
(Cox, 2004, p. 1). This concept has influenced aged care policy in Taiwan, and since
the 1990s, the Taiwanese government has introduced a series of community care
policies, including the current ‘Building Community Care Centres (CCCs) Practice
Plan’. Under this plan, CCCs are expected to be located in each neighbourhood in
order to provide services to older people in their own locality.
The first time this researcher became aware of the potential benefit of CCCs
was when I worked on a project that collaborated with a CCC in order to enhance
older people’s wellbeing. Through a sport-based activity, the project invited older
people to join the CCC and organised regular sporting activities for them. The older
people were not familiar with each other at the beginning of the project. By the end,
however, participants said they felt more confident and had more friends stemming
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from the shared sporting activity (Cheng, Chen, & Cheng, 2008). This experience
inspired the interest and motivation for this thesis.

1.1 Care Challenge Caused by Increasing Numbers of Older People
A common problem in modern society is the increasing number of older people.
In September 1993, the total percentage of older people (over 65 years old) was over
seven per cent in Taiwan, which meant Taiwan had become an ageing society. This
number is increasing rapidly. The change of the percentage of older people in Taiwan
in the past 37 years can be seen in Figure 1.1. The Taiwanese Ministry of the Interior
reported that there were more than 2,600,152 older people in Taiwan in 2012,
representing 11.15% of the population (Department of Statistics, 2013). A report by
the Taiwanese Council for Economic Planning and Development estimated that the
proportion of older people would be 10.72%, over 20% and almost 30% of the
population in 2011, 2026 and 2040 respectively (see Figure 1.2). This situation
reflects a future in which Taiwan will become an aged society (over 14% of the
population aged 65 or over) in the next 20 years.
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Figure 1.1. Percentage of older people in Taiwan. (Department of Statistics, 2013)

100%
90%

10.58

13.00

20.62
36.97

80%
70%
60%
50%

73.58

Age over 65
73.98

40%

Age 15~64

68.12
55.21

30%

Age 0~14

20%
10%

15.80

13.00

11.30

7.80

2010

2016

2026

2051

0%

Figure 1.2. Taiwan population forecast
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Moreover, the proportion of the population aged 65 years and over in Taiwan
is increasing faster than in most of the Organisation for Economic Cooperation and
Development (OECD) countries, as can be seen in Table 1.1. The percentage of older
people in the Taiwanese population will have increased by almost 19% between the
1960s and the 2030s. Only two OECD countries, Italy (20%) and Japan (21%), have
higher growth rates in their elderly populations. Compared with the OECD countries,
Taiwan not only has a more rapid increase in its older population, but also has less
time to deal with the issue of an ageing population. Most OECD countries became
ageing societies in the 1960s, but Taiwan only reached this threshold in 1993. This
means that the Taiwanese government must respond to this challenge quickly and
redesign the social welfare service system in order to provide better services for older
people.
An ageing population affects many different aspects of society, from the
individual to the national level. For example, at the individual level, the increase in the
number of older people living alone needs more attention and support in order to
maintain their quality of life (QOL); at the national level, both the social service
delivery system and policy need to be restructured.
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Table 1.1
Proportion of Older People in OECD Countries
Nation
Australia
Austria
Belgium
Canada
Czech Republic
Denmark
Finland
France
Germany
Greece
Hungary
Iceland
Ireland
Italy
Japan
Korea
Luxembourg
Mexico
Netherlands
New Zealand
Norway
Poland
Portugal
Spain
Sweden
Switzerland
Turkey
United Kingdom (UK)
United States (US)

Percentage of the Population Comprising Older People
1960s
2000s
2030s
8
12
22
12
15
25
12
17
25
7
12
24
8
13
25
10
15
23
7
15
25
12
16
23
12
16
25
8
18
25
9
15
19
8
12
19
11
11
18
10
16
30
6
17
27
3
7
18
11
14
23
5
5
11
9
14
26
9
11
19
11
15
23
6
12
20
8
16
23
8
17
26
12
17
25
10
15
25
4
6
11
12
16
23
9
12
20
(Source: OECD, 2000)
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The Taiwanese welfare system and social services are influenced by the ageing
population. It is very clear that many different kinds of services should be provided in
order to satisfy the variety of demands caused by the increasing number of older
people, such as the need for medical services (Chen et al., 2005; Chuang, 2002),
economic support (Ho, 2007; Tsai & Chou, 1995), leisure activities (Shih & Chen,
2000), social and emotional support systems (Chen et al., 2005; Li & Su, 2003; Yeh,
2004) and long-term care (Chen et al., 2005; Ho, 2007). Therefore, it is important for
the authorities of Taiwan to consider this situation and how to best meet the needs of
older people in Taiwan.

1.2 Importance of Community Care in Taiwan
Helping older people to live a good quality life in their local community is one
of the major aims of aged care policy around the world (George & Wilding, 2002).
The aim is that older people should remain in their own communities with the
necessary support and services to enable them to live independently and to maintain
their self-esteem and wellbeing.
Since 1993, when the idea of community care was formally introduced to
Taiwan, it has played an increasingly significant role in Taiwanese welfare policy.
Taiwan uses community care as an important method to provide care for its older
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people. The Taiwanese central government has legislated a series of community
care-related policies in the 20th century. These policies are long-term plans and cost
more than A$10 billion dollars. As a result of these policies, older people have more
opportunities to receive more services that enable them to remain living in their own
home as an alternative to nursing home care.
The core concept in these policies is ‘the local taking care of the local’. As Wu
and Chuang (2001) stated, the Taiwanese government is attempting to establish an
effective community care system for older people that provides local services to
satisfy their needs. The latest community care policy is the ‘Building CCCs Practice
Plan’ and according to this plan, CCCs are expected to be established in each
community (Ministry of the Interior, 2006). Although the plan is a national care
policy, CCCs are not operated by the authorities. Rather, civic organisations play the
major role in running them. The ‘Building CCCs Practice Plan’ was initiated in 2005.
There were 1,805 CCCs in 2013 (Department of Social Affairs, 2013).
Under this plan, CCCs provide health enhancement activities for older people
(Ministry of the Interior, 2006). However, there is little evidence-based research that
focuses on the health outcomes or the effect of CCCs on older people. Previous
research studies have discussed the management and development of CCCs (Chao et
al., 2007; Cheng et al., 2009), the service models or functions of CCCs (Chao, 2007;
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Chiu & Lin, 2010; Huang & Chao, 2007) and the health activities undertaken in
these centres (Chiu, 2010). None of these previous studies has focused on health
outcomes of the people who used CCCs. Studying the relationship between the
health and wellbeing of older people and CCCs will provide a better understanding
of their effectiveness and help to guide the development of care policies and services
in Taiwan.

1.3 Why Social Capital is a Useful Way to Study Community Care
The idea of social capital has been a central topic of discussion in the field of
social science over the past two decades. Poortinga (2006) claimed that, as in the
public health profession, the theory of social capital has become one of the most
popular topics of study in social science. This interest stems from the combination of
knowledge from the disciplines of sociology and economics. Many empirical
researchers have provided evidence to demonstrate that social capital is an influential
factor in a range of economic, social, health and educational outcomes.
Social capital is not a new concept, although the specific term has been coined
fairly recently (Bankston & Zhou, 2002; Lazega & Pattison, 2001; Putnam, 1995). The
idea behind social capital has its foundations in the work of the economic and
sociological philosophers of over 100 years ago. Many authors have contributed to the
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rudimentary conceptualisation of and the meaning behind social capital. However, it
did not become a topic of interest until the 1980s.
The most important theoretical developments of the concept of social capital
that contributed to its renaissance were led by the French sociologist Pierre Bourdieu
(1986), the American educational sociologist James Coleman (1988), and the
American political scholar Robert Putnam (1993). Bourdieu and Coleman both
emphasised that this concept provides a significantly new point of view that can be
used to analyse the benefits accruing to individuals or families by virtue of their
relationships, while Coleman and Putnam popularised the debate over the concept of
social capital. Following these three scholars, many others have become involved in
exploring social capital. Isham et al. (2002) also concluded that there had been a
consistent increase in references to social capital in the academic literature between
1990 and 2000.
The work of these researchers has not only enriched the development and
application of the concept of social capital, but more importantly, they have
successfully ‘exported’ this idea from sociology to other social sciences, public
discourse, and policy-making. Now the concept of social capital is widely used in a
number of disciplines. For example, it has been used in educational research to explain
the connection between students’ performance and their relationship with their family
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(Hao, 1994), to explore the relationship between civic engagement, social trust, and
individual social networks (Li & Pickles, 2005), and to explain economic
development (Schiff, 1992), and to examine government efficiency (Putnam, 1993).
A good standard of living for older people is multidimensional and includes
the maintenance of good physical and emotional function and sustained engagement in
social activities (Rowe & Kahn, 1998). Social capital provides a good perspective to
examine the relationship between the older people and their social and community
context. First, in a direct manner, it has been shown that people have better emotional,
monetary, and logistical resources if they live in an environment where there are
higher levels of trust and perceived reciprocity (Islam et al., 2006). Second and more
indirectly, people who live in a neighbourhood with a high social capital may be more
likely to assist seniors and promote feelings of security and active engagement
(Cannuscio, Block, & Kawachi, 2003; Glass & Balfour, 2003). Therefore, many
countries have used the idea of social capital to inform the development of social and
health services for older people (Kawachi & Berkman, 2000).
The concept of social capital provides several new approaches that can be used
to improve social wellbeing and health through social policy and social work practice.
In fact, some social work studies have recommended that the idea of social capital
should be integrated into the profession (Folgheraiter & Pasini, 2009; Healy &
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Hampsire, 2002); other social workers already use this idea in their practice. For
example, Mathbor (2007) explored the role of a social worker who helped to build
social capital in the community following a natural disaster. However, in Taiwan,
there is a lack of academic study of community care and social capital.

1.4 Why Social Work Needs Social Capital
The profession of social work has given great attention to the concept of social
capital. For example, the Social Services Abstracts database1 showed that 1,165
journal articles were published related to the concept of social capital in the period
from 2000 to September 2013. Moreover, social capital has also had an important
effect upon social policy and social services. In Australia, social capital and
community capital are two of the major elements in current social policy debates
(Department of Families and Community Services, 2000; Niland, 2000). Folgheraiter
and Pasini (2009) suggested that the concept of social capital is not only a useful
concept to research but has also influenced the design of social welfare and social
policy. Social capital has also created a paradigm to explain the contribution of social
elements to a variety of individual and collective behaviours (Lin & Erickson, 2008).

1

‘Social capital’ was used as the search key word, on 6 November 2013.
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The concept of social capital is used in different academic disciplines.
However, it is difficult to apply in practice given its sometimes conflicting and
different definitions. Some scholars have argued that the definition and
conceptualisation of social capital is not clear (Krishna & Uphoff, 2002; Lin, Cook, &
Burt, 2001). The current study will consider the different definitions of social capital
through a review of the literature and use the idea of social capital to examine the
relationship between older people’s wellbeing and community care policy in Taiwan.

1.5 Research Gaps and Contributions
Drawing on the concept of social capital, there is a growing body of research
that has explored the nexus between social ties and health outcomes. Researchers have
defined the concept of social capital in many different ways: at the individual,
community, organisational, and national levels. Putnam (2000), for example, divided
social capital into two levels, ecological and collective. He defined it as ‘the
connections among individual social networks and the norms of reciprocity and
trustworthiness that arise from them’ (Putnam, 2000, p. 19). By contrast, Bourdieu
(1986) preferred to define the concept at the individual level as ‘the aggregate of the
actual or potential resources which are linked to possession of a durable network of
more or less institutionalised relationships of mutual acquaintance and recognition’
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(p. 248). This individual definition provides an approach to explain how intangible
social resources in social networks can be accessed and mobilised by people. In fact,
many studies have already used this kind of definition of social capital to examine the
relationship between public health and individual health (Hyyppa & Maki, 2001; Rose,
2000; Veenstra, 2000), as well as the association between social capital and mental
health (Drukker et al., 2003; Harpham, Grant & Rodriguez, 2004).
However, these studies have not explained how individuals access social
resources. Gray (2009) attempted to discuss the question ‘how can the social capital
inherent in social networks provide contacts through which older people access
practical and emotional support?’ (p. 5). He relied, however, on secondary data
analysis of the British Household Panel Survey rather than collecting primary data.
The current study will make an important contribution to knowledge by
exploring the meaning and elements of individual-level social capital (ISC) and
organisational-level social capital (OSC) in Taiwan. This will help to generate a
better understanding of social capital and establish a foundation for its measurement
in Taiwan. This thesis will also contribute to an investigation of the benefits of using
CCCs by comparing the ISC and wellbeing of older people who use these services
with those who do not. This will contribute to understanding of the effectiveness of
CCCs. The final contribution will be in exploring the relationship between ISC, OSC,
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and wellbeing. All aspects of the current study will provide insights into potentially
useful management strategies for CCCs and suggestions for the development of aged
care policy in Taiwan.

1.6 Study Aims
The aims of this study are:


to understand the meaning and elements of ISC in Taiwan



to investigate the differences in ISC and wellbeing between people who use
CCCs and those who do not



to explore the relationship between ISC, OSC, and wellbeing.
The rest of the thesis is structured as follows. Chapter 2 outlines the major

background literature covering the concept of community care and the theory of
social capital in order to establish the theoretical framework of the study. Chapter 3
addresses the methodology and research design selected to examine the influence of
ISC and OSC on older people’s wellbeing. The four following chapters report the
findings. Chapter 4 describes the characteristics of the individual participants and the
relationship between ISC and wellbeing. Chapter 5 provides basic information about
the CCCs that participated in the study and the correlation between OSC and
individual wellbeing. Chapter 6 illustrates the multi-level relationship between ISC
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and OSC and participants’ wellbeing. Chapter 7 presents the qualitative results,
provide further understandings of the quantitative findings in the previous three
chapters. Chapter 8 draws together the findings and considers them in the light of the
mechanisms of social capital. It also discusses the contribution, implications, and
suggestions for future research that arise from this study.
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Chapter 2: Literature Review
This chapter examines the literature in three sections in order to establish an
essential knowledge foundation for this study. The first section presents the idea of
community care and current community care policy in Taiwan. The second section
introduces the theory of social capital and its relationship with older people’s
wellbeing. The last section discusses the previously described studies and gaps in the
existing research that will be addressed in this thesis.

2.1 Community Care
2.1.1 Introduction.
Currently, community care is an essential part of the welfare system, especially
for older citizens. However, it is not easy to define community care, because it can be
explained from various points of view even within the same profession. Further, the
meaning of community care and the services offered as a part of community care must
always be considered within local cultures and conditions (Burau & Kröger, 2004).
In Taiwan, according to traditional culture, families always take major
responsibility for caring for their older relatives and society expects them to do this.
The long-established principle of filial piety is the key element in the Taiwanese
system of care. Generally, older people are expected to live with their families rather
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than by themselves or in a residential care facility. A study showed that when older
people are sick or disabled, 70-80% of them are cared for by their relatives, while the
remaining 20-30% of them are cared for by hired caregivers or live in residential
institutions (Wu, Jhuang, & Chen, 2004). A Taiwanese government statistical report
has shown that older people prefer to live with their families; almost 75% of older
people live with their children and 20% live with their spouse, while less than 3% of
older people live by themselves or in residential institutions (Ministry of Interior,
1997). Without doubt, this kind of informal and traditional care plays an essential part
in the aged care system in Taiwan.
The policies in Taiwan regarding caring for older people reflect familism
(Syu, 2000). The task of the government is to assist families to care and overcome
the barriers that may exist in caring for older people (Ministry of Interior, 2000).
Community care is considered a way of assisting families to care for their older
members, because it aims to create additional resources in the community to support
people with care needs (Chou, 1997).
The following two sections discuss the idea of community care. First, a
definition of community care is presented. Second, the meaning and history of the
development of Taiwan’s community care policy is considered.
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2.1.2 Definition and history of the development of community care.
The idea of community care has a long and complex history and has been
defined in diverse ways in different countries and cultures. Community care was
introduced initially to the Taiwanese government by the community development
programme sponsored by the United Nations in 1949 (Lin, 1994). However, there
was no clear understanding of community care in Taiwan in the 1950s. A better and
clearer conceptual understanding of community care occurred in the 1990s, with the
idea coming from the UK to Taiwan via Hong Kong (Harris & Chou, 2001). The
concept of community care and its practical application to aged care policy were
discussed at two conferences held in Hong Kong and Taipei (Harris & Chou, 2001).
Subsequently, in 1996, several books in Taiwanese that explained the idea of
community care were published (Kan, 1996; National Contemporary Social Welfare
Association, 1996; Su, 1996). The British definition and service system of
community care was described and discussed at these conferences and in these books
(Harris & Chou, 2001). As the original idea of community care in Taiwan was
heavily influenced by the UK, it is necessary to review the development of
community care in the UK in order to understand the foundation of this idea in
Taiwan.
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Community care policy in the UK was a reaction against institutional care,
which developed during the Industrial Revolution and was the mainstream care policy
until the 1980s. Institutional care provided accommodation care and health services
for people with special needs, including older people and those with mental illness,
physical impairments, or learning disabilities. Some studies have equated institutional
care with a culture of neglect, abuse, and stereotypical labelling of particular groups
(Bytheway et al., 2002; Means, Richards, & Smith, 2008).
The negative aspects of institutional care prompted a long period of slowly
growing commitment to community care. The major development in community care
policy was the welfare reforms following the Second World War that in 1948
established an income support system and the National Health Service in the UK. The
major target of the institutional care reform was to provide better services to people
with mental handicap or mental health problems. For example, Titmuss (1968)
argued that:
More and more people suffering from schizophrenia, depressive illnesses and
other mental handicaps have been discharged from hospitals, not cured but
symptom-treated and labelled ‘relieved’. More and more of the mentally
subnormal have needed to be placed under statutory supervision in the
community. (p. 105)
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Community-based services replaced institutional care for people with mental
handicap or mental health problems (Titmuss, 1968). The care policy known as the
‘Hospital Plan’ developed in 1962 by the UK Ministry of Health launched a closure
programme for the large mental health and mental handicap hospitals and their
replacement with local community-based networks of services (Means et al., 2008).
This meant that people who did not have a high level of need for medical care could
remain living in the community rather than having to move to a nursing home or
other form of residential service.
In the 1960s, the major approach of the aged care system was residential
homes (Aves, 1964, p. 12). Reform of aged care services followed developments in
mental health. In a 1960 annual report, the Ministry of Health recognised the
importance of community-based services to enable older people to live in their
homes instead of in institutional care (Means & Smith, 1998). In 1963, the Ministry
of Health published a report ‘Health & Welfare—The Development of Community
Care’, which described the target population for community care services and
emphasised the importance of older people (Ministry of Health, 1963). These
developments in the UK meant that community care became an essential part of the
social and health services delivery system for older people and a range of other
groups. A primary aim of community care remains enabling people to receive various
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kinds of services in order to help them to live at home in the community instead of
moving to live in residential institutions.
Concern about community care services grew in the UK, especially at the
political level. In the 1980s, the government tried to define the idea of community care
and discussed it in the publication ‘Growing Older’:
Whatever level of public expenditure proves practicable and however it is
distributed, the primary sources of support and care for elderly people are
informal and voluntary … It is the role of public authorities to sustain and,
where necessary, develop—but never to displace—such support and care.
Care in the community must increasingly mean by the community.
(Department of Health and Social Security, 1981, p. 3)
In 1988, Sir Roy Griffiths conducted a review of community policy and made
several recommendations regarding community care to the British government. The
suggestions from the ‘Griffiths Report’ fed into the 1989 White Paper ‘Caring for
People’. A clear statement of the function of community care was stated in this
White Paper, which indicated that one objective of community care is to promote the
development of domiciliary, day, and respite services to enable people to live in their
own homes wherever feasible and sensible (Department of Health, 1989).
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After the White Paper, the British government announced the ‘National
Health Service’ and ‘Community Care Bill’. These two policies set the framework
for community care from 1991 to 1993 (Sharkey, 2007). The major function of
community care was stated in the White Paper:
Community care means providing the right level of intervention and support
to enable people to achieve maximum independence and control over their
own lives. For this aim to become a reality, the development of a wide range
of services provided in a variety of setting is essential. (Department of
Health, 1989, p. 9)
Several major strategies were written into the National Health Service and
Community Act 1990. It consolidated a market-oriented approach, which was
regarded as ushering in a period of significant change in community care policy
(Audit Commission, 1992). Sharkey (2007) stated there were five key objectives in
community care policies, which included control of expenditure, the development of a
mixed economy of care, achieving a seamless service, care management, and quality
assurance (pp. 6–9). Several new functions were introduced in this Act, such as a care
management system as part of a mixed economy of care. The core concepts of mixed
economy of care included encouraging greater pluralism in provision, with greater
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roles for private (for-profit) and voluntary (non-profit) agencies and the possibility of
a greater variety of funding sources (Knapp & Wistow, 1996, p. 359).
In conclusion, community care was a substitute service model for institutional
care in the UK, developed to enable a range of vulnerable groups to remain in the
community with an appropriate level of support rather than being congregated in
institutional care. It continues to be an important care model in the social service and
health care system.
2.1.3 Community care policy in Taiwan.
Unlike de-institutionalisation, which was the original motivation for the
development of community care in the UK, the initial idea of community care in
Taiwan was to enhance the family’s and the community’s ability to care for their
family members. Traditionally, family is regarded as the strength of Chinese society
and takes the major responsibility of caring for older people (Chow, 2004). Older
people prefer to live with their children, because of the influence of traditional
morality. Residential care is the last choice for older people; even they require a high
level of care. According to a Taiwanese national survey of older people’s living
situations in 2009, 66.47% of people aged 65 years and above lived with their
children, while only 2.79% of older people lived in residential care facilities
(Ministry of Interior, 2009).
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There was no clear community care policy for older Taiwanese people before
the 1980s (Huang, 2000). The major welfare policy was the ‘Principle of Community
Development’ and aimed to enhance economic and social development and
encourage people to become involved in social welfare services as volunteers (Huang,
2000). At this time, the values of Confucianism and filial piety remained a great
influence on the responsibility of family to provide care for their older members.
The Senior Citizens’ Welfare Act was enacted in 1980. This Act
acknowledged the importance of the family in caring for older people (Wu, 2005). In
1983 a social welfare policy, ‘Strengthening the Association with Private Sectors to
Promote Social Welfare’, aimed to help private organisations to provide more services
to families and communities, to build cooperative relationships between neighbours,
and to enhance people’s motivation to provide care (Lee, 1987). Several pilot and
small home-based aged care plans were also launched in some areas in 1983. For
example, a volunteer service was provided to older people who were low-income and
lived alone in Kaohsiung City and Taipei City (Wu, 2004). However, these aged care
plans were not implemented in all cities in Taiwan.
The idea of community care was first formally introduced to Taiwan in 1993
at a conference, ‘Community Care and the Chinese Community’, in Hong Kong (Chen,
1997). After this conference, community care was adopted as an essential part of
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Taiwanese welfare policy. In 1994, the ‘Social Welfare Policy Guiding Principles’
report proposed that the welfare services delivery system should be structured using a
community-based design and authorities should work with the private sector to
provide services. This was the first time that the community care approach to services
was formally used in Taiwanese aged care policy (Huang, 2000). In 1996, the term
‘welfare communitilisation’2 was used in the ‘Enhancing the Improvement of
Community Development Practice Plan’. According to this plan, the government
should assist private organisations and volunteer groups to provide more social
welfare services within the community (Ye, 2010). After the Taiwanese Social
Welfare Convention in 1998, community care was adopted as a key factor of aged
care policy in Taiwan and became the major model of service provision (Wang,
2008).
In Taiwan, community care is generally defined as the integration of different
types of services in the community and enhanced cooperation between formal and
informal services providers in order to provide a better aged care service and to enable
older people to live at home in their communities (Kan, 1993; Wan, 1995). The

2

‘Welfare communitilisation’ was used by the Taiwanese government. The meaning of this term is

quite close to community care. Both highlight the need for community-based support and services so
that people can live at home in their neighbourhoods with a better quality of life than would
otherwise be achievable (Chou, 1997).
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Taiwanese definition of community care is quite similar to that used in Western
countries, as discussed above. However, Taiwanese community care policies focus
particularly on the responsibility of the family, which is embedded in the law and
traditional morality. The Taiwanese Civil Code, for example, has a chapter that
describes filial responsibility (Ministry of Justice Taiwan, 2012). According to the
law, families have the primary responsibility to care for their older members. Parents
have the right to ask their adult children to fulfil their filial responsibility. If the
children do not provide care for their parents, the parents can approach the Family
Court and file a formal decision that their children must either care for them or
provide financial support. Traditional morality based on the value of Confucianism
has a significant influence on the family’s responsibility to care for their members.
This value emphasises the priority of family responsibility, that family members
should help each other first, before seeking others’ help (Chen & Huang, 1995;
Harris & Chou, 2001).
From 2000 onwards, the Taiwanese central government implemented new
welfare and health policies, which had community care as their central plank. For
example, NT$176 billion (around A$6.5 billion) was invested in the ‘Six Star Plan’
by Executive Yuan in the 2005. Both the ‘Building CCCs Practice Plan’ which is
part of the ‘Six Star Plan’ in Taiwan and medical services aim to enhance community

27

capacity to care for older people. In order to support the development of CCCs and
enhance the cooperation between communities, the ‘Flagship Community Plan’ was
also promoted in 2005 and aimed to encourage community organisations to
cooperate with each other as well as professionals in order to integrate services and
match the needs of people and neighbourhoods. Another important aged care policy,
the ‘10-year Long-term Care Policy’ (2007–2016), was launched in 2007 and
NT$81.7 billion (around A$3 billion) was invested in it. This health service policy
aimed to establish a better health service delivery system and long-term care system
in Taiwan in order to satisfy older people’s needs.
A significant milestone in community care was reached in 2006 when the
‘Building CCCs Practice Plan’ aimed to establish a CCC in each Li (the smallest
administrative division in Taiwan). A CCC was intended act as a one-stop shop that
could help older people to access a range of services, such as home visiting,
counselling services, delivered meals, and health promotion activities (Ministry of
the Interior, 2006). Community development and community participation are the
core concepts of the ‘Building CCCs Practice Plan’, which encourages local
communities to manage their own CCCs in order to provide some basic services to
older people. This plan is now a central plank of aged care policies in Taiwan and
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supports the goal of ageing in place (Chen, 2008).3 It aims to enhance older people’s
community participation and wellbeing and to support their continued community
living (Su & Huang, 2005).
Under the ‘Building CCCs Practice Plan’, local social groups or associations,
social welfare organisations, and non-profit organisations are eligible to apply to
manage a CCC. Local governments have the right to assess and select the successful
applicants. Around A$10,000 funding is provided to successful applicants as a
one-off grant to establish a CCC. In 2005, the first year of the ‘Building CCCs
Practice Plan’, 400 CCCs were expected to be established and 1,000 was the target
number for 2006 (Ministry of the Interior, 2010). In 2013, there were 1,805 CCCs in
Taiwan (Depaerment of Social Affairs, 2013). There were 64 CCCs in Kaohsiung
City, the site of the study reported here and the average number of participants in
each centre in Kaohsiung City was 31 (Civil Affairs Bureau Kaohsiung City
Government, 2009).
Although the Taiwanese welfare policies described above have had different
titles, they all aimed to promote community care, maintain older people’s health, and
enhance their wellbeing. A primary aim of this current study is to investigate the

3

Ageing in place means that support services should be provided to older people in order to help them

to live at home with a good QOL, rather than moving them to residential care or another setting (Wu &
Chuang, 2001; Pastalan, 1990).
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benefits that stem from participation in CCCs for older people through examining the
differences in ISC and wellbeing between people who use CCCs and those who do
not.
The theory of social capital that provided the theoretical basis for the current
study is discussed in the next section.

2.2 Theory of Social Capital
2.2.1 Introduction.
Social capital has become one of the most popular topics in public health
research in recent years (Pootringa, 2006, pp. 25–26) and has now gained more
attention than ever before (Folgheraiter & Pasini, 2009). Putnam (1993) made several
important statements about the application of social capital and thought this was a key
element that could be used both to explain the civic behaviours of communities,
regions, and states, and to understand individual behaviour (Lin & Erickson, 2008). It
is an increasingly popular theory used by social workers to explain and understand
social exclusion and inclusion, to understand service users’ behaviour, and to
improve the design of services.
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2.2.2 Background to social capital.
The concept of capital is at the heart of the idea of social capital (Bourdieu,
1986; Lin, 2001). Capital is subject to many different interpretations. For example,
Bliss (2005) used capital in relation to specific goods, finance, or entrepreneurship.
The term capital was used initially by Marx (1867/1995) to explain the relationship
between capitalists and labourers and the process of profit creation. He thought of
capital as one kind of surplus value that can create further profit and identified that
the capitalists owned more resources, such as land and materials, than labourers.
Marx’s explanation of capital, which is recognised as the classic theory of capital,
established the foundation of capital theory (Lin, 2001). Following this foundation,
several different dimensions of capital, such as human capital, culture capital, and
social capital, have been developed. The following sections discuss the meanings of
the classical theory of capital, human capital, and social capital separately.
The focus of the classical theory of capital was on material resources and had
three major elements: land, labour, and capital (Soares, 2007). Capital was described
as taking the form of money, assets, and physical resources. Karl Marx was an
influential writer who used a critical point of view to explain the idea of capital. Marx
(1867/1995) believed that capital was only owned by the bourgeoisie or capitalists and
was used either to invest or produce goods. His theory of labour explained how
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workers were exploited by the bourgeoisie or capitalists and the relationship between
them. Manson (2000) interpreted Marx’s theory of capital thus:
The basis of capitalism is the actual relationship of capital, the relationship
between the administrator of capital, who is supposed to multiply capital and
the wage labourer, who with his labour creates this increase. For Marx,
capital is never fundamentally a thing, machines or money. It is a social
relationship. (p. 24)
The classic theory of capital and the three basic elements of capital have
remained virtually unchanged from the second half of the 20th century. However,
two major additional forms of capital were introduced in the middle of 20th century.
The first is human capital. In the 1950s and 1960s, scholars from different disciplines
discussed the idea of capital (Becker, 1964/1993; Homans, 1961; Jacobs, 1961; Loury,
1977; Schultz, 1961; Seely, Sim, & Loosely, 1956). Schultz (1961) and Becker
(1964/1993) expanded the meaning of capital to include investment of time and
energy by labourers to improve their working abilities or learn new skills. In turn,
enhanced working abilities or knowledge increased the value of their labour, which
was reflected in their capacity to earn higher wages. Schultz and Becker coined the
term ‘human capital’ to describe this form of capital and suggested that education was
the most important investment to increase human capital. Schultz provided an
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example to explain the benefit of education on workers. He said that younger
workers have the advantage and may obtain more satisfactory jobs than older
workers, because these young people have undertaken 12 years of school, while most
of the older workers have six years or fewer. Samuelson and Nordhaus (1998) defined
human capital as the stock of technical knowledge and skill embodied in a nation’s
workforce, resulting from investments in formal education and on-the-job training
(p. 747).
Another additional form of capital is social capital. Although Hanifan was the
first to coin the term ‘social capital’ in his book The Community Center in 1920, this
concept was not well developed until the 1970s. Pierre Bourdieu first used the concept
of social capital in 1977. While many scholars had used the term ‘social capital’
before, it was first conceptualised the way it is used today by Bourdieu (Woolcock,
1998). In 1986, Bourdieu explained the concept in more detail in a paper titled ‘The
Forms of Capital’, in which he explained the social world as an accumulation of
history and capital as an accumulation of labour (p. 241). He believed that it is
impossible to explore the social world without understanding the concept of capital:
It is in fact impossible to account for the structure and functioning of the
social world unless one reintroduces capital in all its forms and not solely in
the one form recognised by economic theory. (Bourdieu, 1986, p. 242)
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Bourdieu (1986) suggested there were four types of capital—cultural,
economic, symbolic, and social—which constitute the foundation of social power.
Social capital is a durable network that is owned by individuals and that is built on and
maintained through material and symbolic exchanges. Bourdieu focused on labourers
and on relations between acquired capital and labour (Lin, 2001), and social capital
reflects an approach to access resources that can be used to establish or maintain
individual and group advantages (Glover & Hemingway, 2005).
Since the 1980s, researchers have become more interested in the concept of
social capital and further developed its conceptualisation. Two of the leading scholars,
James Coleman and Robert Putnam, were influenced by Bourdieu (Fine, 2001).
Coleman, an American educational sociologist, enriched the concept of social capital
by using rational choice theory to explain the way social interaction is used to
maintain relationships and maximise profit. He stated that ‘the conception of social
capital as a resource for action is one way of introducing social structure into the
rational action paradigm’ (Coleman, 1998, p. 95). In his view, social capital is
defined by its functions, which facilitate certain actions of actors, whether persons or
corporations (Portes, 1998). Several aspects of social structure that facilitate action
by actors suggested by Coleman were the trustworthiness of structures, information
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channels, norms, closure of social networks, and appropriate social organisation.
These elements of social capital are discussed in Section 2.2.4.
Coleman claimed that although social capital was not tangible, it had no less
value than any other types of capital: ‘Just as physical capital and human capital
facilitate productive activity, social capital does as well’ (Coleman, 1988, p. 101). In
his research, Coleman demonstrated that groups with high trust could achieve more
than those with low trust.
Putnam, a political scholar, broadened the notion of social capital through his
explanation of the relationship between the democratic system and economic
development in Italy. His thesis was that:
Any society—modern or traditional, authoritarian or democratic, feudal or
capitalist—is characterised by networks of interpersonal communication and
exchange, both formal and informal. Some of these networks are primarily
horizontal, bringing together agents of equivalent status and power. Others
are primarily vertical, linking unequal agents in asymmetric relations of
hierarchy and dependence. (Putnam, Leonardi, & Naneti, 1993, p. 173)
In his study, Putnam used social norms and networks to explain the potential
for cooperation in a community and also tried to redefine the meaning of trust. He
demonstrated that:
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Like conventional capital for conventional borrowers, social capital serves as
a kind of collateral, but it is available to those who have no access to
ordinary credit markets. Lacking physical assets to offer as surety, the
participants in effect pledge their social connections. (Putnam et al., 1993, p.
169)
Recently, Putnam’s research considered changes in the American lifestyle
using the concept of social capital (Putnam, 1995, 1996). Putnam claimed that social
capital and civic engagement had declined in American society (Putnam, 1996).
In conclusion, the meaning of social capital has been enriched by the
contributions of many scholars, especially Bourdieu, Coleman, and Putnam. Bourdieu
and Coleman used ideas about social networks to explain the concept of social capital,
whereas Putnam provided another useful concept, civic engagement (Navarro, 2002).
Therefore, different definitions of social capital have been applied from the different
points of view of different academic disciplines. The following section further
explores the different conceptualisations of social capital.
2.2.3 Conceptualisations of social capital.
The concept of social capital is used in many academic disciplines and has
varying definitions. Woolcock and Narayan (2000) reviewed the studies of social
capital in the social sciences and identified nine major research areas: family and
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adolescent, education, community, democracy and government, collaboration, public
health and environment, crime, and economics. Each academic discipline has its own
interest and research focus (Robison, Schmid, & Siles, 2002).
One approach has been to use descriptors of the level of social capital to
distinguish between the different definitions of social capital used in studies. Lin
(2001, p. 33) stated social capital exists on two levels: at the individual level and the
group or organisational level. Other scholars have adopted a similar method to
differentiate types of social capital (e.g., Halpern, 2005; Woolcock & Narayan, 2000).
Adler and Kwon (2002) classified social capital into three levels: external, internal to
individual networks, and the combination of these. For example, if the focus of social
capital is to explore how an actor maintains the relationship with other actors in order
to access resources, it can be defined as the external level. Both Lin’s (2001) and
Adler and Kwon’s (2002) classifications are based on the resources embedded in
networks and the relationships between actors and these resources. Considering both
Lin’s (2001) and Adler and Kwons’ (2002) classifications, the level of social capital
can be divided into three levels, including the individual level, the collective level,
and the combination of these two.
At the individual level, social capital is an individual good (Lin, 2001, p. 41).
It exists within an individual’s social networks and is owned by an individual person
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(Baker, 1990; Belliveau, O'Reilly, & Wade, 1996; Bourdieu, 1986; Fukuyama, 1995;
Knoke, 1999; Portes, 1998). Belliveau, O’Reilly and Wade (1996) saw social capital
as an individual’s personal relationship and connection to institutions (p. 1572). For
example, a person can receive support from their personal network: from relatives,
friends, and colleagues. Knoke (1999) also used this definition. He suggested that
people create and mobilise their own network to access the resources of others (p.
18). In line with these definitions, social capital exists in an open network.
Individuals can use their social capital, which exists in their own network, and have
opportunities to access other people’s resources through linking to the networks of
others.
At the collective level, social capital can be seen as a collective good (Lin,
2001, p. 41). At this level, social capital is a social structure that exists in the network
of a group or an organisation and is owned collectively by everyone who is a
member of the group or the organisation (Brehm & Rahn, 1997; Coleman, 1990;
Inglehart, 1997). This idea of the collective level of social capital is strongly
supported by Coleman (1990), who insisted that social capital cannot be attributed to
the individual. As Coleman stated in his book, Foundations of Social Theory, social
capital is not a single entity, but exists as an aspect of social structure and is shared by
the members of the social structure (p. 302). Brehm and Rahn (1997) agreed with
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Coleman’s opinion and pointed out that the relationships between members in the
same collective are the important characteristic of collective level social capital
(p. 999).
Lin (2001) combined these definitions of social capital as a resource that is
embedded either in a collective social network available to members or in individuals
who form part of the network (p. 38). In the combination of individual and collective
approach, social capital is seen as both a collective good and an individual good (Lin,
2001, p. 41). It is a collective resource that conveys benefits to members of the same
social network (Halpern, 2005; Lin, 2001; Nahapiet & Ghoshal, 1998; Putnam, 1995;
Schiff, 1992).
In conclusion, the different levels of social capital provide a useful way to
analyse the concept. Halpern (2005, p. 17) saw that using individual and collective
level social capital together could provide a much broader way of explaining and
measuring the concept. The current thesis adopts the combination of individual and
collective dimensions of social capital in order to measure social capital of both
individuals and groups in the form of CCCs.
2.2.4 Elements of social capital.
Many differences of opinion have been expressed regarding social capital.
However, there has been consensus that the resources of social capital are contingent
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on various elements and the combination of those elements, as they exist at the
individual or collective level. Therefore, the next question is: what kinds of elements
play an important role in forming social capital? Without an adequate exploration of
this question, it is impossible for the current study to understand and manage the
measurement of social capital.
Based on the foundation of the definitions of social capital outlined in the
previous section, this section identifies the leading writers and reviews their
contributions to social capital theory. All of the leading writers in Table 2.1 were
selected because they are highly cited authors in the literature. For example,
Bourdieu is considered a pioneer for bringing social capital into present-day
discussion. The researcher analysed the explanations or definitions of social capital
in 15 papers drawn from the leading authors in this field in order to distinguish the
elements of social capital.
Table 2.1 shows that the results of the analysis and the level of social capital
investigated. The analysis shows the element of social capital which are mentioned
most frequently are networks (10 times), trust (seven times), social structure (seven
times), norms (six times), and resources (five times). In the following sections, the
meanings of networks/relationships, trust, social structure, resources, and norms will
be discussed.
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Table 2.1
Elements of Social Capital
Elements
Author(s)

Level

Networks Trust

Bourdieu
(1986)
Belliveau,
O’Reilly &
Wade (1996)






Portes (1998)



Brehm & Rahn
(1997)














Collective


Inglehart
(1997)





Halpern (2005)





Lin (2001)



Nahapiet &
Ghoshal (1998)



Putnam (1995)





Knoke (1999)

Fukuyama
(1997)

Norms Resources

Individual

Baker (1990)

Coleman
(1990)

Social
Structure

Combination

Schiff (1992)
Woolcock
(1998)




























2.2.4.1 Networks.
Networks are an essential element of social capital, because of the relationship
between resources and networks (Morrow, 1999), and because relationships within
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and between networks influence access to resources (Bourdieu, 1986; Loury, 1977).
For example, Wilson (1996) used the unemployment problem in segregated ghettos
to explain the influence of network:
Segregation in ghettos exacerbates employment problems because it
embraces weak information employment networks, contributes to the social
isolation of individuals and families and therefore reduces their chances of
acquiring the human capital skills that facilitate mobility in a society. (p.
126)
Taking a network perspective, Lin (2001) defined social capital as a kind of
resource that is embedded in the social network, which people can access and use
through their interactions with others in the network. As Bourdieu (1986) stated,
social capital depends on individual networks and is based on both material and
symbolic exchange. Similarly, Coleman (1988) supported the view that social capital
is embedded in people’s networks and in the relationship between individuals and the
groups to which they belong.
There are two major ways to conceptualise networks in social capital theory.
The first approach is the differentiation between strong and weak ties, described by
Granovetter in 1973. Granovetter saw that ‘the strength of tie is a combination of the
amount of time, the emotional intensity, the mutual confiding and the reciprocal
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services which characterise the tie’ (p. 1361). He believed that while strong ties
develop between people in small cohesive groups, as an individual’s network
expands beyond their primary group, ties become weaker. He found that strong and
weak ties both play an important role as determinants of entrepreneurship activity in
immigrant communities that he studied in Java and the Philippines (Granovetter,
1995).
The second approach is to differentiate bridging and bonding social capital.
Putnam (2000) used individual social mobility to distinguish between bridging and
bonding social capital. Bridging social capital involves connections with different
others that can enhance the possibility to access resources and information. Bonding
social capital involves trust and reciprocity between members in a closed network.
These two conceptualisations distinguish types of networks in a similar way.
Bonding social capital and strong ties are usually characterised by the emotional
bonds of friendship (Granovetter, 1973) and strong in-group loyalty (Putnam, 2000),
which pertains to, for example, a classic rural community where everyone is familiar
with everyone else. These kinds of networks can provide emotional support and close
connections to their members (Granovetter, 1973). Conversely, bridging social
capital and weak ties are considered to be less frequent and less intimate (Ashman,
Brown & Zwick, 1998) and are apparent when networks’ members are diverse in
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their social identities (Putnam, 2000): for example, the relationship between total
strangers in a company. This kind of network can help members to access new
information and resources that would otherwise not be available to them.
In conclusion, relationships between people in a network can be defined as a
basic element of social capital. The way that people interact contributes to the
construction of networks, and the way within and between the networks people share
information and resources with each other.
2.2.4.2 Trust.
Trust is an individual psychological condition that has many different aspects.
In terms of social capital, trust has been defined as ‘a willingness to take risks in a
social context based on a sense of confidence that others will respond as expected
and will act in mutually supportive ways or at least do not intend to harm other
people’ (Bullen & Onyx, 2005, p. 8) and ‘as openness and sharing on the one hand
and acceptance, support and cooperative intentions on the other’ (Johnson & Johnson,
2003, p. 128).
Information exchange is more likely to occur in a network where there is
strong trust between members than in a weak trust network (Miles, Snow & Miles,
2000; Putnam, 1995; Schneider, 2006). A high level of trust in a network can
enhance cohesion between members (Coleman, 1990). For example, in a relationship
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with a high level of trust, individuals do things for other people not because they
know each other, but because they believe their actions will lead to positive
communal relations (Newton, 1999). Putnam (2000) described the value of cohesive,
trusting social connections between people in facilitating social interaction. He saw
that individuals have the potential to cooperate for their shared benefit through
relationships that are based on shared norms of trust and reciprocal behaviour. This
trusting relationship constitutes the foundation of the social capital in a group or
community.
Buskens and Raub (2002) described an example of social exchange in order
to explain how trust can increase efficiency in human interactions:
Professors lend books to colleagues or students. Most people are more
reluctant to lend their books to a complete stranger than to somebody they
know, or at least, that their friends know. Likewise, if somebody had ever
returned your book with coffee spots on every other page you might be more
reluctant to lend him a book again. If nobody would be willing to lend books,
everyone would have to buy books him/herself, which is more expensive
than when books can be shared among a group of people. (pp. 167–168)
In conclusion, trust as an important element of social capital not only provides
a good viewpoint from which to understand social capital (Coleman, 1988; Fukuyama,
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1997; Putnam, 1995), but also is an important indicator for the measurement of social
capital (Nahapiet & Ghoshal, 1998; Tsai & Ghoshal, 1998).
2.2.4.3 Social structure.
According to Bourdieu, society consists of a number of fields: dynamic sets of
social practices organised around specific interests, which operate with their own
internal logic and rules (Bourdieu & Wacquant, 1992). A field consists of a structured
system of social positions or a social hierarchy and within this system individuals
occupy positions with differing levels of power and struggle to maintain or change
their own position (Bourdieu & Wacquant, 1992; Gatrell, Popay, & Thomas, 2004;
Williams, 1995).
An individual’s position within a field is underpinned by the possession of
forms of capital and the volume and composition of the capital they possess (Gatrell et
al., 2004). In other words, possession of forms of capital is relevant for determining an
individual’s location within the wider social structure or field. Thus, for Bourdieu
(1986), all forms of social relations are characterised by struggle, as individuals
attempt to access power in order to maintain or advance their position within various
fields; for example, the tastes and behaviours that characterise elite groups act to
exclude people and become regarded as constituting snobbery by outsiders who are
not part of these elite groups.
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Considering the variety of density, connectivity, and power, Putnam (1993)
divided the structure of social relationship into two types: horizontal and vertical
relationships. He saw:
Any society, modern or traditional, authoritarian or democratic, feudal or
capitalist, is characterised by networks of interpersonal communication and
exchange, both formal and informal. Some of these networks are primarily
horizontal bringing together agents of equivalent status and power. Others
are primarily vertical linking unequal agents in asymmetrical relations of
hierarchy and dependence. In the real world, of course, almost all networks
are mixes of the horizontal and the vertical. (Putnam, 1993, p. 174)
In a horizontal relationship, the members in a group or an organisation
interact equally with each other or the partnership between social groups or
organisations is essentially as co-equals. For example, some citizens’ advocacy
groups cooperate as a coalition to complete some collective purposes, such as
stopping the use of a nuclear power station. Conversely, a vertical relationship
involves interaction between people with different backgrounds or among
functionally differentiated groups or organisations. In Putnam’s (1993) opinion, a
horizontal social relationship has more potential for sustaining trust and cooperation
than a vertical one, even if the members of a vertical relationship have close and
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important relationships with each other. Some studies also have supported Putnam’s
conclusions. Interactions of network members are more conducive to the
development of trust, cooperation, and support within a horizontal structure than a
vertical structure (Backman & Smith, 2000; Oh, Chung, & Labianca, 2004).
In short, the nature of social relationships is an important element of social
capital. It helps to explain the interactions within or between the networks and
influences the development of trust and cooperation between members, groups or
organisations.
2.2.4.4 Resources.
Use of the term ‘resources’ in relation to social capital means both tangible
resources, such as money, and those that are intangible, such as materials or
information. Resources are embedded in both individual (Coleman, 1990; Lin, 2001)
and community or organisational networks (Nahapiet & Ghoshal, 1998; Putnam,
1993). Bourdieu (1986) explained social capital from the perspective of resources,
seeing it as an ‘aggregate of the actual or potential resources, which are linked to
possession of a durable network of more or less institutionalised relationships of
mutual acquaintance or recognition’ (pp. 248). Resources exist in many different kinds
of network or relationship, involving family, neighbours, and wider community
members (Briggs, 1997). In conclusion, creating a relationship with others in the
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form of a social network not only enables social interaction between members but
access to the resources embedded in the network.
2.2.4.5 Norms.
Norms are an important component of social capital that guide individual
behaviour (Wellman, 1988) and impose sanctions on those who fail to comply
(Ostrom, Gardner, & Walker, 1994). Halpern (2005) defined a norm as ‘the rules,
values and expectations that characterize the community or network members’ (p.
10). For example, avoiding making loud noise at night is one kind of shared rule in
the neighbourhood. Norms based on trust and reciprocity encourage people to
cooperate with other network members (Fukuyama, 1999), lead to mutually beneficial
outcomes (Stone & Hughes, 2002), and facilitate collective action (Woolcock &
Narayan, 2000). Norms may be used to explain cooperative behaviour and collective
action. In summary, the potential for people to act together for their shared benefit is
increased when social relationships are based on shared norms of trust and reciprocal
behaviour.
This review in Section 2.2.4 has identified the five aspects of social capital:
networks, trust, social structure, resources, and norms. Networks are the foundation
to understanding the value of social capital. Social structure explains the nature of
social relationships. Resources exist in networks. Through interactions in social
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networks, members have opportunities to access resources. The next section
considers the association between social capital and QOL, which provides part of the
theoretical framework for this thesis.
2.2.5 Social capital and wellbeing in the ageing society.
Older people’s health issues have attracted considerable attention in academic
and political circles. Social capital provides an approach to explaining and improving
people’s health (Hyyppa & Maki, 2001). As Hawe and Shiell (2000) indicated, the
early literature on social capital demonstrates a well-developed association between
social capital and health. This includes the influence of ISC on self-rated health
(Kawachi, Kennedy, & Glass, 1999; Kawachi, Subramanian, & Kim, 2007; Veenstra,
2000) and the benefits of community or group-level social capital on overall public
health promotion (Cannuscio et al., 2003; Glass & Balfour, 2003; Mcintyre, Maciver,
& Sooman, 1993).
ISC is critical for older people. Studies in gerontology have supported the
importance of social support and social relationships for older people’s wellbeing
(Coward & Dwyer, 1990). One well-established explanation for the relationship
between ISC and wellbeing is that social capital enhances people’s capacity to counter
the effects of negative life events through increased levels of social support embedded
in their social networks (Halpern, 2005; Harpham, Grant, & Thomas, 2002). As
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Halpern (2005) stated, social support has several positive functions for maintaining
health, such as reducing life pressures, promoting better psychological and emotional
health, and providing a positive way to solve problems (pp. 80–81). Putman (2000)
came to the simple conclusion that social networks help an individual to maintain his
or her wellbeing (p. 331).
The relationship between collective level social capital and wellbeing is also
supported by previous studies. Wen et al. (2005) examined the influences of the
social environment on mortality among Medicare beneficiaries, aged 67 years old
and over, in 1993 in the US. Using three data sources, they found that
community-level social capital promotes older people’s health over and above
individual background, because people who live in a community with more
collective activities were more likely to survive after a serious disease than those
who do not live in this kind of community. Hence, collective social resources affect
the wellbeing of older people (Cagney, Browning, & Wen, 2005; Kawachi &
Berkman, 2003; Wen, Hawkley, & Cacioppo, 2006). Cagney and Wen (2008)
suggested that older people might be more dependent on community-level social
capital than younger generations, but also contribute more to it.
However, there is a debate on the positive association between collective
level social capital and wellbeing. For example, Wethington and Kavey (2000)
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argued that people leave the neighbourhood when they are not feeling well. They
saw this as the main reason why the relationship between collective level social
capital and the health of older people is positive, because people with serious health
problems move out from their neighbourhoods. Cagney and Wen (2008) highlighted
the need for more empirical studies to explore and confirm the effects of different
levels of social capital on ageing in order to have a clearer understanding about the
relationship between social capital and older people’s health.
Previous studies have provided strong evidence to support an association
between one level of social capital, either ISC (Fleming, 2007; Gray, 2009; Nilsson,
Rana & Kabir, 2006; Wanless, Mitchell, & Wister, 2010) or collective-level social
capital (Cagney et al., 2005; Kawachi & Berkman, 2003; Wen et al., 2006) and
wellbeing, illustrated in Figure 2.1. Unlike previous studies, which have only focused
on the relationship between one level of social capital (ISC or collective level) and
wellbeing, this dissertation will explore the effect of two levels of social capital on
older people’s wellbeing. It has been designed to investigate the effect of social
capital on the wellbeing of people who use community care services in Taiwan.
The last important issue in this section is how to measure the concept of
wellbeing. Wellbeing is an ambiguous and multidimensional concept (Scottish
Executive Social Research, 2005), that is difficult to measure directly. Quality of life
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however, which includes well-being as a key component, (Gerritsen, Steverink,
Ooms, & Ribbe, 2004);(Christoph & Noll, 2003; Diener & Suh, 1997; Vittersø, 2004)
has been extensively investigated and robust frameworks for measurement
developed . For example, a review by Tailleffer et al. (2003) found that 30.9% of 68
studies that evaluated wellbeing included wellbeing as part of quality of life. This
current study adopted a reliable quality of life instrument to measure the concept of
wellbeing which is detailed further in section 3.5.2.1.

Individual social capital
Older people’s
Collective social capital

wellbeing

Figure 2.1. The direct effect of social capital on wellbeing.
(Adapted from Sharkey, 2007)

2.3 Overview of Studies on Social Capital and the Health of Older
People
Community care and social capital were used as key words to search for
studies on social capital and wellbeing published during and after 2002 in the
following English language databases: AgeLine, APAFT, ATSIHealth, CINAHL,
Family, Human Resources Abstracts, Proquest Central, and Social Service Abstracts.
These two key terms were also used to search for academic papers in Taiwanese
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databases. As a result, 154 papers were located in English language databases and 34
papers in Taiwanese databases. The focus of those articles can be seen in Table 2.2.
Most of the studies in the Taiwanese literature focused on community development.
By contrast, there was more diversity in the English language studies, most of which
focused on the relationships between social capital and health in health and welfare
services or in education.
Table 2.2
Main Focus of Studies in the English and Taiwanese Literature
Number of English
Language Studies

Focus

Number of Taiwanese
Language Studies

Health/welfare services

44

1

Younger

26

1

Disease/HIV

22

1

Adult/older

14

0

Policy/law

13

5

Community development

8

10

Organisation

7

3

Poverty/unemployment

5

0

Economic

5

2

Women

4

0

Concept of social capital

3

2

Family

3

3

154

34

Total number

Not all of the articles located in the literature search were relevant to the
current study. Community-based service/programme and older people’s health were
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used as key terms to screen the 188 articles identified. As a result, five articles were
located in English (Collom, 2008; Fleming, 2007; Gray, 2009; Nilsson et al., 2006;
Wanless et al., 2010) and three in Taiwanese (Chao et al., 2007; Cheng et al., 2009;
Huang & Chao, 2007). More detailed information on these studies is presented in the
following sections.
The relationship between social capital and older people’s QOL is explored in
many previous studies. Nilsson, Rana, and Kabir (2006) found a positive relationship
between older people’s QOL and two levels of social capital in a rural district in
Bangladesh. Social capital was identified as the key social determinant of health for
older Canadian women in the 2000/2001 Canadian Community Health Survey
(Wanless et al., 2010). Some studies have used social capital as a factor to predict
older people’s wellbeing. For example, social capital was adopted in a health
promotion programme in Australia to develop local capital to address chronic disease
risk factors (Fleming, 2007). Social capital has been used to explain the supportive
relationship between older people and their social interaction in previous research.
For example, in an evaluation of the outcome of American older people’s
participation in a volunteer organisation (Collom, 2008), and in an examination of
the extent to which people felt they could receive social support from their friends
and relatives by analysing British Household Panel Survey data (Gray, 2009).
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It is clear that social capital has been used as a predictor in these five studies
in English to examine the effect of social capital on older people’s social
participation and wellbeing. Similarly, Barr and Russell (2005) concluded that the
analysis of social capital was a good approach to investigate the relationship between
older people and their use of welfare services. These ideas contributed to the research
aims and framework in the current study. Social capital was one of the indicators
used to examine the differences between older people who used CCCs and those who
did not use CCCs.
The Taiwanese studies identified provided background information about the
situation of CCCs in Kaohsiung City (Chao et al., 2007; Cheng et al., 2009; Huang &
Chao, 2007). They provided a clear explanation of the management of CCCs, such as
the key performance indicators of centres, volunteer management (Chao et al., 2007),
and identified the connection with local authorities and organisations as the most
important factors that motivated CCCs to keep providing services (Cheng et al.,
2009). The disadvantages of CCCs were also described in these studies, such as the
lack of full-time professional staff and reliance on government funding to provide
services (Huang & Chao, 2007), and the lack of sufficient knowledge and skill to
provide health promotion activities (Cheng et al., 2009). However, none of the three
Taiwanese studies considered the relationship between social capital and older
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people’s health and none provided empirical evidence about the effectiveness of
CCCs.
Comparing the studies in English and Taiwanese, more studies in English
have examined the influence of social capital, either a individual level or collective
level, on older people’s wellbeing using empirical evidence, than those in Taiwanese.
This comparison highlights a gap in the literature and the need to explore and
compile evidence on the association between social capital and older people’s
wellbeing in Taiwan.
Gaps in the current research were identified from the eight articles that were
most relevant to the current study. Four studies (Collom, 2008; Fleming, 2007; Gray,
2009; Wanless et al., 2010) only focused on ISC and one (Nilsson et al., 2006) used
both levels of social capital. However, the Nilsson, Rana, and Kabir (2006) uses
individual- and community-level social capital, not organisational-level social capital
which is surveyed in the current study.
A lack of empirical evidence about the relationship between social capital and
the health outcomes that arise from use of CCCs in Taiwan is the second research
gap. None of the three Taiwanese studies examined the health outcomes of using
CCCs or used social capital as a predictor of older people’s wellbeing.
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This current study aims to fill these research gaps through a multi-level
mixed-method research design that considers both ISC (service users) and OSC
(CCCs). This design was designed to lead to a better explanation of the relationship
between social capital and the use of welfare services by older people. The
mixed-methods approach within a broadly quantitative paradigm includes
quantitative (questionnaires) and qualitative (focus groups) methods of data
collection. The data will help to explain the benefits of using CCC.
Details of the research methodology and research design are provided in
Chapter 3.

2.4 Chapter Summary
Although community care is not a radically new concept, it remains an
important approach to social welfare services in general and aged care policies in
particular. Based on a community care approach, the Taiwanese government
developed a series of ageing policies to provide local support services to older people,
supporting them to live at home instead of in residential care institutions, thereby
enhancing their wellbeing. The ‘Building CCCs Practice Plan’ is one of the current
ageing policies in Taiwan. Under this plan, each neighbourhood has the opportunity
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to establish a CCC and provide a range of services to older people. In 2011 there
were 1,714 CCCs in Taiwan, 64 of them located in Kaohsiung City.
This literature review has traced the history of the development and the core
concepts of social capital theory. The current study is premised on an understanding
that social capital can be shaped and measured at different levels, from the individual
level to the community/organisational level, and through a combination of the two
levels. Following a broader review of the social capital literature, studies that focused
more specifically on the effect of individual- and OSC on the wellbeing of older
people who use CCC services in Taiwan were discussed.
From this review it is clear that social capital theory has contributed to
different fields of academic literature. These findings of previous studies also support
the notion that social capital has a positive association with health and is a useful
approach to explore welfare services. Two major research gaps remain in the
literature. First, most of the previous health-related studies have focused only on the
relationship between one level of social capital and older people’s health, and second,
there is a lack of empirical evidence about the benefits of using CCCs in Taiwan.
The next chapter will describe the research methodology and design.
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Chapter 3: Methodology
3.1 Introduction
This chapter explains the methodology and research design in this study. The
background section presents the rationale for the choice of a mixed-method as the
major approach in this study and the research questions that follow. The research
design section introduces the research frameworks, research questions and research
hypotheses. The data collection section discusses the sampling, data collection, and
data analysis. The measures section provides information on the questionnaires used.
The final section elaborates on the ethical issues in this study.

3.2 Background
As already stated in Chapter 1, this study had three major purposes, which
included understanding the nature of ISC and OSC in Taiwan, investigating
difference in ISC and wellbeing between people who used or did not use CCCs
services, and exploring the relationship between ISC and OSC and QOL. The
following questions were posed:
1. What are the indicators of ISC and OSC in Taiwan?
2. What is the difference in ISC between participants who used CCCs and those
who do not?
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3. What is the difference in wellbeing between participants who used CCCs and
those who do not?
4. What is the relationship between participants’ ISC and wellbeing?
5. What is the nature of OSC in CCCs in Kaohsiung City, Taiwan?
6. What is the relationship between ISC, OSC, and participants’ wellbeing?
In order to answer these research questions, this study adopted a mixed-method
design. Well-defined mixed-method research involves both collecting and analysing
quantitative and qualitative data (Creswell & Clark, 2007, p. 6). This kind of study
results in a richer understanding of the phenomenon than a single form of design
(Brewer & Hunter, 1989).
The mixed-method approach used in this research followed a sequential
design, in which quantitative data were collected first, followed by explanatory
qualitative data (Johnson & Onwuegbuzie, 2004). The main purpose of using this
approach is that qualitative data help explain or build upon initial quantitative results
(Creswell, Plano Clark, Gutmann, & Hanson, 2003).
Figure 3.1 illustrates the two-phase mixed-method design used in this
research.
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Phase 1: In this phase, data were collected using face-to-face interviews.
Further information about phase 1 data collection will be discussed in section
3.4.1. The data collection occurred between February 2011 and August 2011.



Phase 2: In the second phase, individual participants who had already
participated in phase 1 were selected and invited to join a focus group. The
data collection period in this phase was between September 2011 and
November 2011.

Phase 1
(Quantitative Phase)

Phase 2
(Qualitative Phase)

Literature review

Focus group design

Questionnaire design

Invite focus group
participants

Check questionnaire’s
validity & reliability

Focus group

Survey

Quantitative results
analysis

Qualitative results
analysis

Quantitative & qualitative
results integration

Complete research

Figure 3.1. Research processes.
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3.3 Research Design
This study used an exploratory design with a cross-section survey and three
research models, which can be seen in Figure 3.2, Figure 3.3, and Figure 3.4.
Through surveys, this study investigated three topics, which included: 1) ISC, 2) the
wellbeing of people who used or did not use CCCs in Kaohsiung City, Taiwan, and 3)
OSC of CCCs in Kaohsiung City, Taiwan. The focus group method was used in
phase 2 in order to collect more detailed information about the participants’ ISC and
the OSC of CCCs in Taiwan. This qualitative information also provided more
detailed explanations of the quantitative results.
The focus of the individual-level model (see Figure 3.2) was: 1) participants’
personal characteristics, ISC, and wellbeing, 2) differences of ISC and wellbeing
between participants who used or did not use CCCs and 3) the relationship between
participants’ ISC and their wellbeing. The focus of the organisational-level model
(see Figure 3.3) was: 1) CCCs characteristics and OSC and 2) the relationship
between OSC and participants’ wellbeing. The focus of the multi-level model (see
Figure 3.4) was exploring the relationship between ISC, OSC, and wellbeing.
Based on the research questions and three research models, the hypotheses of
this study were as follows:
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H1: Community care centres’ users will have a higher level of
individual-level social capital than non-users



H2: Community care centres’ users will have a higher level of wellbeing
than non-users



H3: Participants with a higher level of individual-level social capital will
have a higher level of wellbeing than those with a lower level



H4: Organisational-level social capital will be positively associated with
participants’ wellbeing



H5: Participants’ wellbeing will vary across community care centres



H6 : Individual-level social capital will influence participants’ wellbeing
across community care centres



H7: Organisational-level social capital will affect the relationship
between individual-level social capital and participants’ wellbeing across
community care centres



H8: Individual-level social capital, organisational-level social capital, and
participants’ wellbeing will be positively correlated.
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Participants’ information
1. Personal characteristics
2. Used or did not use
CCCs’ service

Participants’
individual
social capital

Participants’ wellbeing

Figure 3.2. Individual-level model.

Community care
centres’ information
1. Organisational
characteristics
2. OSC

Participants’ wellbeing

Figure 3.3. Organisational-level model.

OSC
of CCCs
Level 2
Individual social capital
of CCC users

Wellbeing of
CCC users

Level 1

Figure 3.4. Multi-level model.

3.4 Research Participants and Sampling
These following sections provide information on the research participants,
sampling, data collection method, and the data analysis strategies in this study.
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3.4.1 Research participants.
Due to the nature of the research questions, the research participants fell into
three groups.
1. Group 1, people who used CCCs in Kaohsiung City, Taiwan:
a. Age 65 years and over.
b. Using the CCCs’ services, such as a health promotion programme,
physical activities, singing group, and food delivery service.
c. Living in the same Li (basic level of an administrative division in Taiwan)
in which the CCC was located.
2. Group 2, people who did not use CCCs in Kaohsiung City, Taiwan:
a. Age 65 years and over.
b. Not using the CCCs’ service.
c. Living in the same Li (basic level of an administrative division in Taiwan)
with the participants of Group 1.
3. Group 3, managers or social workers of CCCs in Kaohsiung City, Taiwan:
a. Worked at a CCC that was established by the ‘Building CCCs Practice
Plan’ (Exective Yuan of the Republic of China, 2005).
b. Worked at a CCC that provided services or activities to Group 1
participants in 2011.
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c. Managers or social workers that agreed to respond to the questionnaire.
The population for this study was the 251,058 people (Civil Affairs
Bureau Kaohsiung City Government, 2009) who were older than 64 years old and
were living in Kaohsiung City in 2009. For the CCCs and their participants, Cheng
et al. (2009) stated that there were 64 CCCs in Kaohsiung City in 2009 with an
average of 31 users in each (p. 256–257). The populations for each of the three
groups, therefore, were 1,984 people for Group 1; 249,107 people for Group 2; and
64 managers/social workers for Group 3. Table 3.1 indicates the measures and the
measurement target of each group.
Table 3.1
Research Participants and Measurement Targets
Participants

Measurement Targets

Older people who used or did not use CCCs (1) Personal characteristics
(2) ISC
(3) Wellbeing
Managers/social workers of CCCs

(1) Organisational characteristics
(2) OSC

3.4.2 Sample selection criteria.
Participants invited to participate in this study all lived in Kaohsiung City,
Taiwan. They had to read the participant information form first and agree to join this
study. Participants who had participated in phase 1 were offered a chance to
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participate in phase 2. The criteria for inclusion and exclusion were the same for both
phases. All the inclusion criteria for Group 1, 2, and 3 were set out in 3.4.1. The only
exclusion criterion in phases 1 and 2 for all participants was inadequate physical
condition to complete the questionnaire without any medical or special support.
3.4.3 Sample size and sample power.
As there were three groups of research participants and two phases in this
study, the sample size and sample power for each group are discussed separately in the
following sections.
3.4.3.1 Phase 1 (quantitative phase).
This research used structural equation modelling (SEM) as the major
statistical method. For SEM, a sample size of 200 is necessary (Graver & Mentzer,
1999; Hoelter, 1983). SEM is a powerful and valuable method of inferential data
analysis and hypothesis testing (Hoe, 2008). It is a statistical technique that combines
confirmatory factor analysis (CFA) and simultaneous statistical tests. SEM provides a
reliable way to analyse the relationships among multiple predictors and criterion
variables (Chin, 1998). By using SEM, this current study will have a credible
statistical result and enable a clear understanding among the relationships between
ISC, OSC and wellbeing.
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Group 1, people who used CCCs—214 potential participants were invited to
participate in the survey. Of these, 200 participants completed the
questionnaire in a usable way to yield a response rate of 93.4%.



Group 2, who did not use CCCs, was designed as a comparison group for
Group 1 and it was important for the two groups to be similar in size. This
meant it was necessary to have 200 participants for Group 2. Of the 210
potential participants for Group 2 who were invited to participate in the
survey, 204 participants completed usable questionnaire, to yield a response
rate of 97.1%.



Group 3, CCC managers or social workers. According to Cheng et al. (2009),
there were 64 CCCs in Kaohsiung City in 2009. If each CCC in Kaohsiung
City agreed to join this study, the minimum number of participants in Group
3 would have been 64 people. The researcher sent an invitation and the
information form to all CCCs in Kaohsiung City. A total of 24 CCCs agreed
to participate in the research. However, only 17 CCCs completed a usable
questionnaire, yielding a response rate of 70.8%.
3.4.3.2 Phase 2 (qualitative phase).
In the planning stage for phase 2, the sample sizes for the three types of

participants (from groups 1, 2 and 3) were intended to be the same, and 10 people
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from each would be invited to take part in a focus group. In the end, six focus groups
were held involving a total of 37 participants. Of these, 19 were people who used
CCCs (Group 1), 9 were people who did use CCCs (Group 2), and nine were
managers or social workers of CCCs (Group 3). Table 3.2 provides a summary of the
characteristics of the three kinds of focus group participants that were recruited. An
alphanumeric code was created for each participant of the study by combining a code
with a code of focus group (FG1 to FG6), code of type of participant (U = people
who used CCCs, N = people who did not use CCCs, M = managers/social workers of
CCCs) and a code of participant. This alphanumeric code was used to identify
participants’ opinions in the data analysis and results sections. For example, FG1-U1
is used as the label for ‘Participant 1 of CCC users’ in Group 1.

Table 3.2
Characteristics of Focus Group Participants
Type of
Focus Group

Code of
Focus Group

Code of
Participant

Gender

Age

Education

People who
used CCCs
(Group 1)

FG1

U1

Male

72

Senior High

FG1

U2

Female

73

Primary School

FG1

U3

Female

Junior High

FG1

U4

Male

70
72

FG1

U5

Male

75

Primary School

FG1

U6

Female

67

Senior High

FG2

U7

Male

70

Senior High

Senior High

70

Type of
Focus Group

People who did
not use CCCs
(Group 2)

Managers/
Social workers
of CCCs
(Group 3)

Code of
Focus Group

Code of
Participant

Gender

Age

Education

FG2

U8

Female

71

Junior High

FG2

U9

Female

67

University

FG2

U10

Female

75

Senior High

FG2

U11

Male

75

Primary School

FG2

U12

Female

66

Senior High

FG2

U13

Male

74

Primary School

FG2

U14

Male

68

Senior High

FG3

U15

Male

85

Primary School

FG3

U16

Female

73

Junior High

FG3

U17

Female

72

Primary School

FG3

U18

Female

73

Junior High

FG3

U19

Female

74

Primary School

FG4

N1

Female

66

University

FG4

N2

Male

67

University

FG4

N3

Female

65

University

FG4

N4

Female

65

University

FG4

N5

Female

66

University

FG5

N6

Female

74

Senior High

FG5

N7

Female

74

Primary School

FG5

N8

Female

75

Junior High

FG5

N9

Male

81

Senior High

FG6

M1

Male

70

University

FG6

M2

Female

66

University

FG6

M3

Male

74

Senior High

FG6

M4

Male

72

University

FG6

M5

Female

68

University

FG6

M6

Male

77

Senior High

FG6

M7

Female

72

Senior High

FG6

M8

Female

73

Senior High

FG6

M9

Female

55

University

71

3.4.4 Sample recruitment procedure.
Once the overall sample frame was determined, a selection procedure was
constructed. The major recruitment method for both of the phases in this research was
by advertisement.
3.4.4.1 Phase 1.
For the recruitment of participants for groups 1 and 2, advertising was the
major method and flyers were posted on CCCs notice boards (if permission was given
by the CCC management) and public notice boards in the communities: for example,
a notice board in a park. The flyers included an information statement regarding the
research and the way to contact the researcher. If potential participants were
interested in taking part in the research, they could contact the researcher via
telephone or email. Snowball sampling was also used as a supplementary method if
the advertisements did not recruit enough participants. The researcher asked
participants to pass an advertising flyer to their neighbours and friends. If they were
interested in participating in the research, they could contact the researcher via email
or telephone. For the Group 3 participants, advertising was also the main recruitment
method. The researcher mailed or emailed an information consent form to CCCs. If
potential CCCs agreed to participate in this research, they could contact the
researcher via telephone or email.
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3.4.4.2 Phase 2.
All of the participants in phase 2 had already participated in phase 1. Six focus
groups were conducted. Each focus group invited different kinds of participants:
participants who used CCCs, participants who did not use CCCs, and the managers or
social workers of CCCs. The participants for each of these focus groups were
recruited through the same procedure.
1. The recruitment method was availability sampling.
2. All of the participants had already completed the questionnaire in phase 1.
After the potential participants completed the questionnaire, the researcher
gave them an advertisement flyer. If they were interested in participating in a
focus group, they could contact the researcher directly.
Information about the research subjects and a summary of information about
sampling is outlined in Table 3.3.
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Table 3.3
Research Subjects and Sampling Summary
Phase 1
Group 1

Phase 2

Group 2

Group 3

Populations 1,984

249,107

64

Sample
frame

Availability
sampling

Sample
size

Availability
sampling
200

200

Group 1
&2

Group 3

400

64
minimum

Availability
sampling

Availability
sampling

Availability
sampling

64
maximum

10 for each

10

3.5 Data Collection Methods and Data Analysis
The following sections will discuss the data collection methods and data
analysis in each phase.
3.5.1 Data collection methods.
3.5.1.1 Phase 1.
The major data collection of phase 1 was by survey. The survey method is a
common data collection approach in social science (Neuman, 2006). This method is
useful for collecting data from people who are widely distributed geographically
(Sarantakos, 2005). A questionnaire is one kind of written survey approach, and
comprises a structured series of questions (Liamputtong, 2010).
All questionnaires used in this study were designed for self-reporting. If the
participants could not respond to the questionnaire in writing, the researcher used
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face-to-face interviews to collect data. Different approaches of data collection were
used for different groups of participants.
1. Group 1. All participants in this group were surveyed via group or individual
face-to-face interviews. Generally, the researcher went to each CCC once or
twice and organised a group meeting for participants so they could respond
to the questionnaire together. In the meeting the researcher provided the
information/consent form and explained how to answer the questionnaire,
and then participants could respond to the questions by themselves. If the
participants could not respond to the questionnaire in writing or could not
join the group meeting, the researcher organised an individual face-to-face
interview instead.
2. Group 2. An individual face-to-face interview was the only data collection
approach in this group. The researcher arranged a meeting time with each
person individually in order to help them to complete the self-reporting
questionnaire.
3. Group 3. An individual face-to-face interview was the data collection
approach in this group. If the managers or social workers of CCCs agreed to
participate, the researcher arranged a meeting time with each of them
individually in order to collect data.
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3.5.1.2 Phase 2.
This phase followed a qualitative research design and data were collected in
focus groups. The focus group method is considered an important method in health
study (Halcomb, Gholizadeh, Phillips, & Davidson, 2007; Krueger & Casey, 2009).
Generally, a focus group is comprised of between five to 15 participants. This size
group can encourage participants to contribute and achieve cohesion within the group
(Liamputtong, 2010). The function of a focus group includes obtaining information
on perceptions, insights, attitudes, experience, and beliefs (Davidson, Halcomb, &
Gholizadeh, 2010). This kind of research method provides an opportunity for group
members to stimulate each other to comment and question (Liamputtong, 2010).
Therefore, a focus group method was a useful and important approach to obtain
qualitative data in this research.
The focus groups in this study lasted between 90 to 120 minutes, with three
kinds of members including CCC users, CCC non-users, and managers/social
workers of CCCs. A total of six focus groups were conducted, of which three were
invited CCC users, two were recruited CCC non-users, and one was managers/social
workers of CCCs. All of the focus groups were facilitated by the researcher using the
semi-structured focus group interview schedule to lead the discussion. In each of the
focus groups, the researcher took notes and used a video recorder in order to manage
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the focus group. Transcripts for each of the focus groups were prepared from the
audio tapes and checked against notes taken during the discussions. The intent of the
focus groups was to gather more detailed information about participants’ opinions of
ISC and the benefit of using CCCs.
3.5.2 Research instruments.
In accordance with the purposes of the research, for the quantitative data, the
dependent variable in this research was participants’ wellbeing. Independent
variables included ISC, OSC, individual participants’ demographic characteristics,
and basic features of the CCCs that participated. For the qualitative data, the
researcher used a semi-structured focus group interview schedule to lead the
discussion. All of these research instruments are illustrated separately below.
3.5.2.1 Participants’ quality of life questionnaire (see Appendix A).
Many different kinds of instruments can be used for measuring QOL. This
research adopted Cummins’ (1997) instrument as the research tool. There were three
reasons for this. First, it is a well-development instrument. It was created in 1997
after five years of development. The internal reliability is acceptable (Cronbach’s α
from 0.3 to 0.7), and the content validly, and construct validly are good (Cummins,
1995). Second, this instrument includes subjective and objective indicators, which
can provide a comprehensive understanding of QOL. It matches Eckersley’s (1999)
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suggestion that QOL has two dimensions, objective and subjective, so its
measurement should include these two dimensions. Third, this instrument was
already available in Chinese.
This instrument includes 21 items to measure objective QOL (OQOL) and 14
items of subjective QOL (SQOL). This instrument defines QOL in terms of seven
domains, which together are intended to be inclusive of all QOL components
(Cummins, 1997). They are ‘material wellbeing’, ‘health’, ‘productivity’, ‘intimacy’,
‘safety’, ‘place in community’, and ‘emotional wellbeing’. This instrument has a
multi-axial design. First, it measures OQOL and SQOL separately. Second, each of
the seven domains of SQOL are rated in terms of its importance to the individual as
well as on its perceived satisfaction.
OQOL is composed of seven domains and each domain score is achieved by
obtaining an aggregate score based on the measurement of three objective indices
relevant to that domain. However, in this study, the material wellbeing domain was
measured by two questions, which addressed participants’ type of accommodation
and personal possessions. The third question was excluded as it addressed annual
income—as most of the research participants were retired in this study, it was not
applicable. The range of possible scores of this domain of OQOL was 2 to 10. Higher
scores indicated more positive outcomes.
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The health domain was measured by three questions, which included: ‘How
many times have you seen a doctor over the past three months?’, ‘Do you have any
disabilities or medical conditions?’, and ‘What regular medication do you take each
day?’. The range of possible scores of this domain of OQOL was 3 to 15. Higher
scores indicated more positive outcomes.
The productivity domain was measured by three questions, which included:
‘How many hours do you spend on the following (e.g., hours unpaid child care) each
week?’, ‘In your spare time, how often do you have nothing much to do?’, and ‘On
average, how many hours of TV do you watch each day?’. The range of possible
scores of this domain of OQOL was 3 to 15. Higher scores indicated more positive
outcomes.
The intimacy domain had three questions, which included: ‘How often do you
talk with a close friend?’, ‘If you are feeling sad or depressed, how often does
someone show they care for you?’, and ‘If you want to do something special, how
often does someone else want to do it with you?’. The range of possible scores of this
domain of OQOL was 3 to 15. Higher scores indicated more positive outcomes.
The safety domain had three questions, which included: ‘How often do you
sleep well?, ‘Are you safe at home?’, and ‘How often are you worried or anxious
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during the day?’. The range of possible scores of this domain of OQOL was 3 to 15.
Higher scores indicated more positive outcomes.
The place in community domain was measured by three questions, which
included: ‘How often in an average month do you attend or do the following activities
(e.g., go to a club, watch live sporting events) for your enjoyment?’, ‘Do you hold an
unpaid position of responsibility in relation to any club, group or society?’, and ‘How
often do people outside your home ask for your help or advice?’. The range of
possible scores of this domain of OQOL was 3 to 15. Higher scores indicated more
positive outcomes.
The emotional wellbeing domain had three questions, which included: ‘How
often can you do the things you really want to do?’, ‘When you wake up in the
morning, how often do you wish you could stay in bed all day?’, and ‘How often do
you have wishes that cannot come true?’. The range of possible scores of this domain
of OQOL was 3 to 15. Higher scores indicated more positive outcomes.
SQOL comprises the same seven domains as those of OQOL. The
measurement of each SQOL domain is achieved by obtaining a satisfaction score of
that domain, which is weighted by the perceived importance of that domain for the
individual. Thus, SQOL =  (Domain satisfaction x Domain importance) (Cummins,
1997, pp. 8–9). Satisfaction is rated on a seven-point scale: terrible (1), unhappy (2),
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mostly dissatisfied (3), mixed (4), mostly satisfied (5), pleased (6), and delighted (7).
This domain had seven questions, which included: ‘How satisfied are you with the
things you own?’, ‘How satisfied are you with your health?’, ‘How satisfied are you
with what you achieve in life?’, ‘How satisfied are you with your close relationships
with family or friends?’, ‘How satisfied are you with how safe you feel?’, ‘How
satisfied are you with doing things with people outside your home?’, and ‘How
satisfied are you with your own happiness?’. The range of possible scores of the
satisfaction domain was 7 to 49. The higher scores indicated more positive outcomes.
The importance of each domain was rated by the participant using a
five-point scale: not at all important (1), slightly important (2), somewhat important
(3), very important (4), and could not be more important (5). This domain also had
seven questions, which included: ‘How important to you are the things you own?’,
‘How important to you is your health?’, ‘How important to you is what you achieve in
life?’, ‘How important to you are close relationships with your family or friends?’,
‘How important to you is how safe you feel?’, ‘How important to you is doing things
with people outside your home?’, and ‘How important to you is your own happiness?’.
The range of possible scores of the importance domain of SQOL was 7 to 35. The
higher scores indicated more positive outcomes.
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In this research, the score on the seven domains of OQOL scores, importance
SQOL scores, satisfaction SQOL scores, and overall SQOL scores were used as
continuous variables. Based on the 404 participants in Group 1 and 2 in this research,
the Cronbach’s α value of each OQOL domain of this instrument was 0.3 to 0.7, 0.8
for domain satisfaction of SQOL and 0.8 for domain importance of SQOL.
3.5.2.2 Individual-level social capital questionnaire (see Appendix B).
This research adopted Onyx and Bullen’s (2000) instrument. Onyx and
Bullen surveyed ISC in New South Wales, Australia. According to factor analysis
results, they refined a 36-item ISC questionnaire. This questionnaire is based on
evidence-based research and has trustworthy inter-item reliability. This questionnaire
also attained a reliable performance for validity. Onyx and Bullen used SEM in order
to examine the applicability of the structure of questionnaire. The fit statistics results
were independent model Chi-square ratio of 7.6, root mean square error of
approximation (RMSEA) of 0.08, adjusted goodness-of-fit index (AGFI) of 0.79, and
non-normed fit index (NNFI) of 0.66. In addition to the reliability and validity of this
questionnaire, there was another reason for the current study to use this instrument:
The development of this questionnaire was based on people’s participation in the
local community. It was therefore suitable to test the ISC of people who used or did
not use CCC services in Taiwan.
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This instrument includes nine domains, which are: ‘participation in local
community’, ‘proactivity in a social context’, ‘feelings of trust and safety’,
‘neighbourhood connections’, ‘family and friends’ connections’, ‘tolerance of
diversity’, ‘value of life’, ‘work connections’, and ‘general social capital’.
In this research, participation in local community was measured by seven
questions, which included: ‘Do you help out a local group as a volunteer?’, ‘Have
you attended a local community event in the past six months?’, ‘Are you an active
member of a local organisation or club?’, ‘Are you on a management committee or
organising committee for any local group or organisation?’, ‘In the past three years,
have you ever taken part in a local community project or working bee?’, and ‘Have
you ever been part of a project to organise a new service in your area?’.
Proactivity in a social context was measured by seven questions, which
included: ‘Have you ever picked up other people’s rubbish in a public place?’, ‘Do
you go outside your local community to visit your family?’, ‘If you need information
to make a life decision, do you know where to find that information?’, ‘If you
disagree with what everyone else has agreed on, would you feel free to speak out?’,
‘If you have a dispute with your neighbours are you willing to seek mediation?’, ‘At
work do you take the initiative to do what needs to be done even if no one asks you

83

to?’, and ‘In the past week at work, have you helped a workmate even though it was
not in your job description?’.
Feelings of trust and safety was tested by five questions, which included: ‘Do
you feel safe walking down your street after dark?’, ‘Do you agree that most people
can be trusted?’, ‘If someone’s car breaks down outside your house, do you invite
them into your home to use the phone?’, ‘Does your area have a reputation for being
a safe place?’, and ‘Does your local community feel like home?’.
Neighbourhood connections was measured by five questions, which included:
‘Can you get help from friends when you need it?’, ‘If you were caring for a child
and needed to go out for a while, would you ask a neighbour for help?’, ‘Have you
visited a neighbour in the past week?’, ‘When you go shopping in your local area, are
you likely to run into friends and acquaintances?’, and ‘In the past six months, have
you done a favour for a sick neighbour?’.
Family and friends’ connections was measured by three questions, which
were: ‘In the past week, how many phone conversations have you had with friends?’,
‘How many people did you talk to yesterday?’, and ‘Over the weekend, do you have
lunch/dinner with other people outside your household?’.
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Tolerance of diversity was measured by two questions, which included: ‘Do
you think that multiculturalism makes life in your area better?’, and ‘Do you enjoy
living among people with different lifestyles?’.
Value of life was measured by two questions, which were: ‘Do you feel
valued by society?’, and ‘If you were to die tomorrow, would you be satisfied with
what your life has meant?’.
Work connections was measured by three questions, which included: ‘Do you
feel part of the local geographic community where you work?’, ‘Are your workmates
also your friends?’, and ‘Do you feel part of a team at work?’.
General social capital was measured by two questions, which included:
‘Some say that by helping others, you help yourself in the long run. Do you agree?’
and ‘If a stranger, someone different, moves into your street, would they be accepted
by the neighbours?’.
This questionnaire utilised a self-reporting design. Each of 36 social capital
questions was measured with a four-point Likert-type scale ranging from no, not
much (1) to yes, definitely (4). The range of possible scores of ISC was 36 to 144,
where higher scores indicate a higher ISC.
This social capital instrument was developed in Australia. When using this
instrument for other countries with a different cultural background, it is important to
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test its reliability and validly. Exploratory factor analysis was the major approach
used to explore the structure of instrument. Factor analysis resulted in a
Kaiser-Meyer-Olkin (KMO) value of 0.862, meaning that the results were amenable
to factorial analysis. The principal-axes method that was used for the analysis
selected factors with eigenvalues larger than one. Equamax rotation and factor
loadings of more than 0.4 were used to interpret factors and determine the
composition of subscales.
Twenty-five questions of the five factors (see Table 3.4) were extracted from
the results of the factor analysis. After shifting, the symbolic value of each factor was
larger than 1.690 and the factorial burden was 0.404 to 0.797. These results indicated
that this instrument already had basic framework validity. In the internal consistency
inspection, the Cronbach’s α values for each factor were 0.880 for factor 1, 0.726 for
factor 2, 0.673 for factor 3, 0.577 for factor 4, and 0.567 for factor 5. The Cronbach’s
α value of the entire questionnaire was 0.864. According to the factor loading and
meaning of questions, which were included in the factor, each factor was assigned a
new label. Factor 1 was named ‘Participation in local community’, Factor 2 was
labelled ‘Feelings of trust and safety’, and Factor 3 was named ‘Connections with
family and friends’. The new titles for factors 4 and 5 were ‘Contribution to the
community’ and ‘Tolerance of diversity’.
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Table 3.4
Factorial Analysis of ISC (Loading > .4)
Factor

1

2

3

4

5

Item
13

.738

25

.733

14

.731

24

.697

5

.672

13

.738

25

.733

6

.717

7

.699

10

.688

15

.552

9

.459

1

.409

18

.750

19

.704

16

.631

17

.409

21

.404

4

.688

3

.551

2

.544

20

.503

31

.760

30

.690

Eigenvalues

4.708

2.695

2.509

1.958

1.690

% of Variance

15.692

8.984

8.363

6.527

5.635

Cumulative %

15.692

24.676

33.039

39.567

45.201
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Comparing the contents between original and new factors, the changes to each
of the original factors will be described. Factor 1 included seven items from the same
original factor and an additional one from another original factor. Most of factor 2
was based on the same original factor with four items and two additional items from
different original factors. Factor 3 comprised items from two original factors. Factor
4 included four items that came from different four original factors. Factor 5 had two
items. Each of these two items belonged to different original factors.
For this dissertation, the new five domains and overall ISC scores were used
as continuous variables.
3.5.2.3 Organisational-level social capital questionnaire (see Appendix C).
The OSC questionnaire, which was developed by Nuno (2008), was used in
this study. This questionnaire is based on an evidence-based research design and is
trustworthy, reliable, and valid. The overall Cronbach’s α of this questionnaire is
0.791 and fit statistics results are a Chi-square ratio of 4.6, RMSEA index of 0.000,
goodness-of-fit index (GFI) of 0.98 and comparative fit index (CFI) of 1.0 (Nuno,
2008). This instrument is designed for measuring the social capital of non-profit
human service organisations. In this research, the CCCs, which can be seen as one
kind of non-profit organisation, were the measurement target. Therefore, this
instrument was deemed to be suitable for this research.
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This questionnaire had 12 questions within five domains, which included
‘bridging social capital’, ‘bonding social capital’, ‘receiving assistance’, ‘giving
back’, and ‘ethics of reciprocity’. In this research, bridging social capital was
measured by three questions, which included: ‘How many local networks, coalitions
or task forces does the organisation belong to?’, ‘Do key employees (e.g., managers,
social workers) often attend networking meetings?’, and ‘Do key employees have
working lunches/dinners with people outside the organisation?’.
Bonding social capital was measured by three questions, which were: ‘Do key
employees often have working lunches/dinners with people inside the organisation?’,
‘How often does the organisation’s board of directors meet?’, and ‘How often do key
employees engage in team work to accomplish tasks and projects?’.
Receiving assistance had two questions, which included: ‘Does the
organisation often receive help or benefits from local networks, coalitions or task
forces?’ and ‘How helpful are funding agencies in providing assistance other than
financial, such as technical assistance and providing information and additional
resources?’.
Giving back was measured by three questions, which included: ‘Does the
organisation often contribute helpful information, resources and assistance to other
organisations?’, ‘Has the organisation been represented at a local community event
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(e.g., health or human service fair, job fair) within the last six months?’, and ‘Has the
organisation been in collaboration often with other entities even if there is no formal
contract or memorandum of agreement?’.
Ethics of reciprocity only had one question, which was: ‘Some say that by
helping others you help yourself in the long run. Do you agree?’.
Each of the 12 questions was answered using a four-point Likert-type scale
ranging from no, not much (1), to yes, nearly always (4). The range of possible
scores of ISC was 12 to 48, where higher scores indicated a better performance on
OSC. Unlike the ISC questionnaire, a factor analysis was not used to examine the
validity of the OSC questionnaire for this research in particular. This was because
only 17 CCCs participated in this study. This small sample size did not match the
requirement of factor analysis. However, the measure’s reliability was examined.
The Cronbach’s α value of each domain of this instrument ranged from 0.418 to
0.775 and the overall Cronbach’s α value was 0.846. The original five domains and
overall OSC scores were used as continuous variables in this research.
3.5.2.4 Individual participants’ demographic characteristics.


Gender. The response categories for this variable were male (1) and female
(2), since gender was a nominal variable with two groups.
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Age. The participants’ age was collected as a continuous variable, measured
in years.



Marital status. The response categories for this variable were never married
(0), married (1), widowed (2), and separated or divorced (3). Marital status
was re-coded into a tripartite variable, married (1), widowed (2), and other
(3). Since marital status was a categorical variable with three groups, two
dummy variables were created for use in the multiple regression analysis.
The first category (i.e., the married group) served as the reference category.



Living arrangements. This variable was collected in three categories, which
were living alone (1), living with a spouse (2), and living with relatives (3).
Since living arrangements was a categorical variable with three groups, two
dummy variables were created for use in the multiple regression analysis.
The second category (i.e., living with a spouse) served as the reference
category.



First language. This variable was collected in three categories, which
included Mandarin (1), Taiwanese (2), and Hakka (3). Since first language
was a categorical variable with three groups, two dummy variables were
created for use in the multiple regression analysis. The first category (i.e.,
Mandarin) served as the reference category.
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Education. This variable was collected in six categories, which included no
schooling (1), primary school (2), junior high school (3), senior high school
(4), trade or technical (5), and university and higher (6). Since education
was a categorical variable with six groups, five dummy variables were
created for use in the multiple regression analysis. The second category (i.e.,
primary school) served as the reference category.



Employment. Participants’ employment status was collected in a
dichotomous variable with two categories: no work (1) and work (2).



Religion. This variable was collected in four categories, which included
Buddhist (1), Taoist (2), Christian (3), and no religion (4). Since religion
was a categorical variable with four groups, three dummy variables were
created for use in the multiple regression analysis. The first category (i.e.,
Buddhist group) served as the reference category.



Strength of belief. This variable was collected on a five-point scale ranging
from not at all (1), slightly (2), moderately (3), very much (4), and extremely
(5).



Time living in the neighbourhood. This was collected as a continuous
variable in years.
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Usage of CCC services. This variable was collected in two categories, which
included CCC users (1) and CCC non-users (2). Combining this variable
with participants’ volunteer experience, the result was re-coded into four
types, which included people who were CCC users and also volunteered at a
CCC (type one); people who were CCC users only (type two); and people
who were CCC non-users, but used another kind of social service or had
joined sport clubs/social groups (type three), and people who were CCC
non-users and had not joined any sport clubs/social groups (type four). Since
CCC use was a categorical variable with four groups, three dummy
variables were created for use in the multiple regression analysis. The first
category (i.e., people who were CCC users only) served as the reference
category.



Number of years the CCC had been used. Only participants who used a
CCC responded to this question. It was collected as a continuous variable in
years.
3.5.2.5 Basic features of the community care centres that participated.



Total number of employees. The number of employees was collected as a
continuous variable in numbers. For example, how many full-time
employees are there in the CCC?
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Total number of volunteers. This was collected as a continuous variable in
numbers.



Total hours of volunteer time. This was collected as a continuous variable in
hours.



Donations received. This information was collected as a dichotomous
variable, yes (1) and no (2).



Total amount received from donations (in dollars). This was measured as a
continuous variable in NT dollars.



Government funding received. This information was collected in a
dichotomous variable, which included yes (1) and no (2).



Total amount received from government funding (in dollars). This was
measured as a continuous variable in NT dollars.



Numbers of board members who have a college degree. This variable was
collected in a four-point scale including none (1), 1–2 people (2), 3–5
people (3), and six people or more (4).



Numbers of board members who have a graduate degree. This variable was
collected in a four-point scale including none (1), 1–2 people (2), 3–5
people (3), and six people or more (4).
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Numbers of board members who are considered a major donor of CCC. This
variable was collected in a four-point scale including none (1), 1–2 people
(2), 3–5 people (3), and six people or more (4).



Numbers of board members who have a professional skill that is useful to
CCCs. This variable was collected in a four-point scale including none (1),
1–2 people (2), 3–5 people (3), and six people or more (4).



Numbers of board members who are well-known person in the community.
This variable was collected in a four-point scale including none (1), 1–2
people (2), 3–5 people (3), and six people or more (4).



Numbers of board members who engage in strategic planning. This variable
was collected in a four-point scale including none (1), 1–2 people (2), 3–5
people (3), and six people or more (4).



Numbers of board members who engage in board development activities.
This variable was collected in a four-point scale including none (1), 1–2
people (2), 3–5 people (3), and six people or more (4).



Numbers of board members who engage in the acquisition of resources.
This variable was collected in a four-point scale including none (1), 1–2
people (2), 3–5 people (3), and six people or more (4).
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Numbers of board members who engage in conflict resolution. This variable
was collected in a four-point scale including none (1), 1–2 people (2), 3–5
people (3), and six people or more (4).



Number of board members who have more than two years’ working
experience in welfare services. This variable was collected in a four-point
scale including none (1), 1–2 people (2), 3–5 people (3), and six people or
more (4).



Number of board members who have more than five years’ working
experience in welfare services. This variable was collected in a four-point
scale including none (1), 1–2 people (2), 3–5 people (3), and six people or
more (4).
3.5.2.6 Semi-structured focus group interview schedule.
Each focus group in this study lasted between 90 to 120 minutes. The

semi-structured interview schedule included two kinds of question. First, the
introductory question, which was used to obtain basic demographics of participants
(e.g., ‘Could you please introduce yourself briefly?’). Second, the focus question
used to collect more detailed information about participants’ ISC and the benefits of
using CCCs (e.g., ‘Could you please tell us about the benefits of using CCCs?’). For
participants who did not use CCCs, the focus question was replaced by ‘Could you
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please tell us about the reasons why you did not use CCCs?’. For managers or social
workers of CCCs, ‘Could you tell us about the advantages and disadvantages of the
CCC which you worked for?’ replaced the question about the benefits of using
CCCs.
All of these data collection tools were initially designed in English. A
qualified translator with a National Accreditation Authority for Translators and
Interpreters (NAATI) level 3 certificate was employed to translate the questionnaires
from English to Mandarin. One social work PhD candidate and one experienced
social worker in Australia were then invited to double check the translations of the
three questionnaires in order to ensure that each question in the Chinese version of
the questionnaire still shared the same meaning as those in the original questionnaire.
Finally, one academic staff member and one senior social worker in Taiwan were
invited to check the wording and the meaning of each of the questions in the Chinese
version questionnaires in order to confirm that the participants would be able to
understand the meaning of each question.
3.5.3 Data analysis.
3.5.3.1 Phase 1.
This phase used a quantitative design. All of the data were coded into the
statistical software SPSS 18.0. The data were cleaned and any outliers were identified
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and removed. Data were re-coded as necessary, especially in cases of skewness.
Descriptive statistics, such as mean, standard deviation, frequency, and percentages,
were computed for each variable. Pearson’s correlation coefficient was used to
examine the degree of association between the continuous independent (ISC & OSC)
and dependent variables (QOL). The association between categorical independent
variables (used or did not use CCC and individual personal characteristics) and
dependent variables (QOL) were examined using t-tests or ANOVA. In ANOVA, if
the variances were unequal, the Dunnett’s C analysis was employed. SEM and
multi-level analysis were used to examine the research questions and corresponding
hypotheses. Mean score index was used in order to re-calculate the original scores of
ISC, OSC, OQOL, and SQOL in order to compare the scores across subscales. After
using mean score index, the original scores had been recalibrated so that the possible
range is 0 to 100.
Before hypotheses testing, it was necessary to confirm the normality of data
used in the research. Normality is the essential foundation of multivariate analysis.
Skew and kurtosis are the two major traditional measures that can be used to test
normality. All univariate distributions should be normally distributed in the ideal
model and the values of both skew and kurtosis should approach zero. However, skew
and kurtosis are not the only measures for testing normality. Several authors have
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tested multi-normality in order to detect violation of multivariate normality (Cox &
Small, 1978; Kline, 2010; Mardia, 1985). These three studies found that slight
departures from normality are acceptable in a large sample. Hence, skew and kurtosis
are not the best measures for testing normality. The skew index (SI) and kurtosis index
(KI) are more precise methods than raw skew and kurtosis (Kline, 2010). The sign of
SI indicates the direction of the skew and a value of zero indicates a symmetrical
distribution. The value of KI in a normal distribution equals zero and its sign
indicates the type of kurtosis (Kline, 2010, p. 62). The formulas for SI and KI are as
follows:
S3

SI =

(S2)3/2

,

KI =

S4
(S2) 2

－ 3.0

S2, S3 and S4 are, respectively, the second through fourth moments about the
mean:
2

S =

(X － M)2
N

,

3

S =

(X － M)3
N

,

4

S =

(X － M)4
N

A value of zero for both the skew and kurtosis indices indicates a perfect
normal distribution. An absolute value for the SI of less than three and for the KI of
less than ten is acceptable and can be seen as approximating normality (Kline, 2010, p.
63). If the absolute value of the SI is larger than three or the absolute value of the KI is
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larger than 10, the distribution of variable is considered non-normal and
transformation of the data is necessary before analysis (Kline, 2010, p. 63).
The results of normality examination for the three major instruments that were
used in this research can be found in Table 3.5. The scores of the SI and KI of all
variables matched the requirement described above. Therefore, multivariate analysis
can be used in this research.

Table 3.5
Summary of Normality Testing
Variables

SI

KI

Objective

-.16

.25

Subjective

-.08

.95

Objective

-.36

-.40

Subjective

-1.35

1.83

Objective

-.14

-.47

Subjective

-.41

.38

Objective

-.23

-.40

Subjective

-1.16

3.29

Objective

-0.47

-.08

Subjective

-1.46

4.96

Objective

-.29

-.60

Subjective

-.64

2.04

Objective

-1.07

0.29

Subjective

-1.24

2.44

ISC (overall)

.36

.07

OSC (overall)

.53

.82

Wellbeing
Material wellbeing
Health
Productivity
Intimacy
Safety
Place in community
Emotional wellbeing
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Based on the literature review, this research designed a theoretical model for
explaining the relationship between two levels of social capital and QOL (see Figure
2.1). These theoretical constructs must be analysed with a proper method. SEM with
latent variables was used as the major method in this research with latent variables in
order to inspect this model. SEM is a confirmatory approach to data analysis (Byrne,
1994), which is highly appropriate for this research. The goal of SEM is to determine
the extent to which the sample data can support the theoretical model (Byrne, 2001;
Schumacker & Lomax, 2004). SEM thus integrates the two approaches: confirmatory
factor analysis and path analysis. The former estimates constructs or factors, and the
latter determines the degree of linear relationships between indicators. In just one
SEM model, a researcher can (1) build factors or latent variables from indicators, (2)
examine the consistency and validity of observations or manipulations, (3) estimate
relationships between variables in the model according to a theory, and (4) test the
goodness-of-fit of that theory with observed data (Corral-Verdugo, 1997).
Another important issue for using SEM is how to determine if the model
being tested should be accepted or rejected. However, there is wide disagreement on
just which fit indexes to report and it is largely a matter of personal preference.
Generally, researchers use numerous goodness-of-fit indicators to assess a model.
Byrne (2013) and Hu and Bentler (1995) both suggested there should be three kinds
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of goodness-of-fit indicators used, which are absolute fit measure, incremental fit
measure, and parsimonious fit measure, in order to report SEM results. For the
current study, the Chi-square (2), the Chi-square/degrees of freedom ratio (2/df),
goodness-of-fit index (GFI), root mean square error of approximation (RMSEA),
comparative fit index (CFI), adjusted goodness-of-fit index (AGFI), and
parsimony-adjusted normed fit index (PNFI) were examined and reported as
evidence of goodness-of-fit. The explanations and cut-off criteria of each
goodness-of-fit indicator are described below.
For absolute fit measure indicators, 2, the 2/df, GFI, and RMSEA were
adopted in this research. Chi-square is the most common fit test when reporting SEM
results. The Chi-square can be better understood as a badness of fit measure in that
finding significance means the given model’s covariance structure is significantly
different from the observed covariance matrix. The Chi-square value should not be
significant (p > 0.05) if there is a good model fit (Hu & Bentler, 1995). The 2/df is a
supplement approach of Chi-square value, because it is extremely sensitive to large
sample sizes (Byrne, 2013). The cut-off criterion of 2/df is suggested as below five
(2/df < 5) (Byrne, 2013; Schreiber, Stage, King, Nora & Barlow, 2006). GFI
measures the relative amount of variances and covariance that are accounted for by
the model. GFI ranges from zero to 1.00 with values closest to 1.00 (e.g., values
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greater than.90) as being indicative of good fit (Byrne, 2013). The major purpose of
RMSEA is to account for the error of approximation in the population (Browne &
Cudeck, 1993), and recently RMSEA has been recognised as one of the most
informative criteria in covariance structure modelling. The cut-off criterion is less
than 0.08 (Byrne, 2013).
For incremental fit measure indicators, CFI and AGFI were used in the
current study. CFI is considered incremental and derived from a comparison of the
hypothesised model with an independence model where all observed indicators are
uncorrelated (Byrne, 2013) and is usually used in SEM reporting (Schreiber et al.,
2006). AGFI is based on a comparison of the hypothesised model against some
standard (Byrne, 2013). Values for CFI and AGFI range from zero to 1.00 and a
value close to 1.00 indicates a good fit (Byrne, 2013). In the current study, the cut-off
criterion for CFI is 0.90 and for AGFI is 0.80 (Byrne, 1989). If the CFI score is
bigger than 0.90 or the AGFI is bigger than 0.80, it indicated an acceptable fit of the
model. For the parsimonious fit measure indicator, the current study selected PNFI.
Parsimonious fit measure indicator is used to examine a parsimonious model after
examination of parameter estimates and residuals in the original model (Schreiber et
al., 2006). Values for PNFI range from zero to 1.00 and a value close to 1.00
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indicates a good fit (Byrne, 2013). In the current study, the cut-off criterion for PNFI
was 0.50.
Multi-level analysis was also used in this research in order to examine the
nested data. Bickel (2007) stated that multi-level analysis is a powerful statistical
method for exploring nested data. According to the multi-level research framework
(see Figure 3.4), there were two levels of data in this research. Level 1 included ISC,
which was considered an independent variable, and QOL, which was considered a
dependent variable. Level 2 involved OSC, which was considered an independent
variable.
Before completing a multi-level analysis, it was necessary to have clear
definitions of the equations and models used in the analysis. In this research, a two
level multi-level regression model was adopted. Following Heck, Thomas, and
Tabata’s (2010) recommendation, three models were used. The first model was a null
model of individual QOL without individual-or organisational-level factors. In the
next step, ISC was added to the individual model to assess the influence of
individual-level variable. Finally, OSC was included in the organisational model for
the intercept of the outcome variable (QOL). All these three models were specified as
follows:


null model: Yij = β0j + εij
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individual model: Yij = β0j +βij(ISC) ij + εij



organisational model: Yij = γ00 +γ01(OSC) +μj.
The definitions of equations were:



given a 2-level model with unit i at level-1 nested within in cluster j at level-2



Yij is a dependent variable at unit i in cluster j



β is a regression coefficient at level 1



γ is a regression coefficient at level 2



εij is a residual at level 1



μj is a residual at level 2.
When examining complex multi-level effects, quantitative analysis often fails

to obtain statistical significance due to issues such as small sample size. Some scholars
suggested more liberal alpha levels such as .10 (Kenny & La Voie, 1985; McClelland
& Judd, 1993). In this research, type I error rate (p < .05) was used, but marginally
significant results were still reported in order to provide a more complete picture of the
relationships between variables.
3.5.3.2 Phase 2.
The results of focus groups were transcribed verbatim, translated from
Mandarin to English, and downloaded into the NVivo software, version 6.0. The
translation procedure had been reviewed by the researcher and one NAATI level 3
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translator in order not to impair the meaning of the transcribed results. Thematic
analysis was the major method of qualitative data analysis in this research. Thematic
analysis is a popular and useful approach to analyse focus group data (Krueger,
1998). This approach classifies words into categories based on their conceptual
significance (Liamputtong, 2010). In the initial stages of data analysis, ideas and
concepts were coded separately with similar incidents and reflections being grouped
together. As ideas and concepts were organised into categories with similar meanings,
common issues and meaning described as themes emerged (Liamputtong, 2010). The
qualitative data analysis procedure and an analysis example can be seen in Figure
3.5.
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Analysis procedure

Examples

Line-by-line (in NVivo coding)
Shorter code phrases

Code example 1: Feeling happy after using CCCs
‘It’s good to be here [at the CCC] because, other
than doing sports together, we also get to chat, talk
about things and confide in each other. It relieves
our pressure and makes us happy.’ (FG2-U8)
Code example 2: Feeling happy via volunteering
‘As a volunteer, it’s all about serving others. The
feedback is nothing about money, but you receive
many blessings from other people. You will feel
good and have happy lives.’ (FG1-U1)
Code example 3: Gaining knowledge in the CCCs
‘Our CCC sometimes organises special courses,
like how to maintain your health. It was good for
me to gain some useful knowledge from the
course.’ (FG3-U17)

Categories
Category 1: Happiness (Code 1 and Code 2)
Category 2: Empowerment (Code 3)
Linkages among categories
Categories 1 and 2 both presented the positive
experience of using CCCs

Thematic

The theme across categories 1 and 2 is the benefit
of using CCCs

Figure 3.5. Procedure and examples of qualitative data analysis.
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3.6 Research Ethics
The study was approved by the Faculty of Health Sciences, Human Ethics
Committee, La Trobe University, approval number FHEC10/173. The overall ethics
consideration followed three principles: respect for persons, beneficence and justice
(Curran, 2006, p. 202). First, respect for persons means that individuals are
autonomous agents who enter a research project voluntarily and with adequate
information about the consequences of the research to evaluate their decision to
participate (Curran, 2006, p. 202). Second, beneficence has two meanings. The duty to
do good and non-malfeasance and the duty to refrain from causing harm or increasing
harm (Curran, 2006, p. 203). Thirdly, justice is to eliminate biases against groups of
people. It stands for the just distribution of the benefits and burdens of research among
cultural, social, gender, racial, and ethnic groups (King, Gail, & Jane, 1999, p. 9).
Participants’ rights were protected in the following ways. A written consent
form was provided to all participants. People who participated in both the survey and
focus groups, read and signed two consent forms (see Appendix D & E). These
consent forms required a witness signature in order to ensure the participant’s decision
about joining this study was voluntary.
All potential participants were instructed to read the information statement in
order to make sure they had understood correctly the information about the study.
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The researcher then asked potential participants: ‘Do you have any questions about
this research?’ and ‘Do you clearly understand the information statement?’. Then, the
researcher gave the consent form to the potential participants and asked them to read
the information on the consent form. After participants had read the form, the
researcher asked them: ‘Do you totally understand what are your rights and what you
have to do in this project?’. If participants said yes, the researcher asked them, ‘Would
you like to participate in this project?’. If they agreed, the researcher asked them to
sign the consent form and also asked the witness to sign. During the whole
introductory process, potential participants were able to discuss questions with the
witness at any time and they could withdraw without having to provide reasons.
Participants’ identifying information was removed after they finished a
questionnaire or joined the focus group. In phase 1, after participants completed the
questionnaires, their personal contact information was deleted and each questionnaire
was given a code. Other information in the questionnaires was re-coded in a secure,
password-protected master data file in one computer only. In phase 2, each participant
was given a number as a code in the transcripts. The transcripts were saved in a secure,
password-protected master data file in one computer only. During the study, all data,
which included questionnaires, audio recordings, and transcripts, were saved in a
locked filing cabinet that was only accessible by the researcher. After the completion
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of the study, all the data were saved in a locked filing cabinet. Materials will be
destroyed after five years.

3.7 Chapter Summary
This methodology chapter outlined the justification for the study design.
Section 3.1, 3.2, and 3.3 of this chapter contained an overall description of the
justification for the study design. In Section 3.4, research participants and sampling
strategies were introduced. The research participants fell into three groups, which
included people who used CCCs in Kaohsiung City, Taiwan; people who did not use
CCCs in Kaohsiung City; and managers or social workers of CCCs in Kaohsiung
City.
In Section 3.5, data collection methods and data analysis were discussed. The
data for the study included survey data obtained using a questionnaire and focus
group interview data. Descriptive statistics, Pearson’s correlation coefficient, t-test,
ANOVA, SEM, and multi-level analysis were used for the quantitative data in order
to examine the research questions and corresponding hypotheses. Thematic analysis
was conducted for the qualitative data. In Section 3.6, ethical considerations and
participants’ rights were discussed.
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The next chapter will describe the individual-level findings regarding ISC
and QOL.
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Chapter 4: Individual-level Findings Regarding
Individual-level Social Capital and Quality of Life
This chapter presents the initial analyses from the current study. It focuses on
the participants’ characteristics, ISC, QOL, and relationships between these measures.
Sample characteristics are presented first, followed by the descriptive statistics for ISC,
health status, and QOL. An exploratory analysis of the relationships between these
variables is then presented. Finally, the results from the statistical hypothesis testing
and findings of the SEM are described.

4.1 Participants’ Characteristics
A participant profile was developed using frequency distribution analysis and
bar charts. The research participants reflected the diversity of CCCs typically available
in Kaohsiung City in Taiwan. They were divided into two groups: people who were
CCC users (Group 1) and people who were CCC non-users (Group 2). The following
sections describe the participants’ gender, age, marital status, first language, education,
religion, strength of religious belief, employment, living arrangements, time lived in
the neighbourhood (Li), use of CCCs, and duration for which the CCCs’ clients had
used the services. Most of these analyses were based on group—that is, whether or not
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the participants were CCC users. Altogether, 404 people participated in this part of the
study; Group 2 had four more participants than Group 1.
4.1.1 Gender.
Women outnumbered men in both groups (see Table 4.1). A test of
homogeneity demonstrated that the distributions of gender in Group 1 and Group 2
were not equal (χ2 = 4.65, df = 1, p < .05).
4.1.2 Age.
The age range of participants was 65 to 92 years in Group 1 and 65 to 96 years
in Group 2. In both groups, more than half of the participants were younger than 74.
The majority of participants were aged 65 to 69 in both groups (see Figure 4.1). The
average age of participants was 71.8 (standard deviation [SD] = 6.1) in Group 1 and
74.1 (SD = 7.1) in Group 2. Comparing age between the groups, a t-test indicated that,
on average, Group 2 was significantly older than Group 1 (t(402) = -3.52, p < .05).

Number of participants
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Figure 4.1. Distribution of participants’ age.

4.1.3 Marital status.
In both groups, the majority of participants were married, with widows and
widowers being the second most common category (see Table 4.1). According to a test
of homogeneity, the distributions of marital status in Group 1 and Group 2 were not
equal (χ2 = 16.90, df = 2, p < .05). A higher proportion of CCC users than non-users
were married. By contrast, CCC non-users had higher percentage of widows than
users.
4.1.4 Living arrangements.
The majority of participants in both groups lived with their relatives (see Table
4.1). A test of homogeneity revealed that the distributions of living arrangements in
Group 1 and Group 2 were not equal (χ2 = 6.65, df = 2, p < .05). So what were the
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differences between the groups? A higher proportion of CCC non-users then users
lived alone.

Table 4.1
Participants’ Gender, Age, and Marital Status by Group
CCC Users (Group 1)
Variable

CCC Non-users (Group 2)

N

%

N

%

128

64.0

109

53.4

Male

72

36.0

95

46.6

Total

200

100.0

204

100.0

65 to 69

90

45.0

63

30.9

70 to 74

57

28.5

56

27.5

75 to 79

28

14.0

37

18.1

80 to 84

16

8.0

29

14.2

85 to 89

7

3.5

14

6.9

90 and over

2

1.0

5

2.5

200

100.0

204

100.0

Married

152

76.0

117

57.4

Widower

34

17.0

69

33.8

Other

14

7.0

18

8.8

Total

200

100.0

204

100.0

Alone

22

11.0

38

18.6

With spouse

71

35.5

54

26.5

With relatives

107

53.5

112

54.9

Total

200

100.0

204

100.0

Gender
Female

Age

Total
Marital status

Living arrangements

Note. N = number of participants, % = percentage.
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4.1.5 First language.
Taiwanese was the first language spoken by the majority of participants at
home, followed by Mandarin (see Table 4.2). In a test of homogeneity, the
distributions of first language in Group 1 and Group 2 were shown to be equal (χ2 =
0.50, df = 2, p = .780).
4.1.6 Education.
The majority of participants had graduated from primary school in both groups
(see Table 4.2). However, Group 2 tended to have more participants who had no
schooling than did Group 1. By contrast, participants in Group 1 had more junior high,
senior high, technical, and university education than participants in Group 2. The
distributions of education in Group 1 and Group 2 were found to be not equal (χ2 =
34.59, df = 5, p < .05).
4.1.7 Employment.
Most participants in both groups had no work (see Table 4.2). In a test of
homogeneity, the employment status of participants in Group 1 and Group 2 was
found to be equal (χ2 = 0.221, df = 1, p = .638).
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Table 4.2
Participants’ First Language, Education and Employment by Group
CCC Users (Group 1)
Variable

CCC Non-users (Group 2)

N

%

N

%

Mandarin

64

32.0

61

29.9

Taiwanese

135

67.5

141

69.1

1

0.5

2

1.0

200

100.0

204

100.0

No schooling

16

8.0

59

28.9

Primary school

71

35.5

71

34.8

Junior high

35

17.5

23

11.3

Senior high

41

20.5

29

14.2

Trade, technical

20

10.0

8

3.9

University/college

17

8.5

14

6.9

200

100.0

204

100.0

157

78.5

164

80.4

Work

43

21.5

40

19.6

Total

200

100.0

204

100.0

First language

Hakka
Total
Education

Total
Employment
No work

Note. N = number of participants, % = percentage.
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4.1.8 Religion and strength of religious belief.
The religion of majority of participants in both groups was Buddhism (see Table
4.3). However, Group 1 had more Christians than Group 2, while Group 2 had more Taoists
than Group 1. A test of homogeneity showed that the distributions of religion in Group 1
and Group 2 were not equal (χ2 = 15.72, df = 3, p < .05). In both groups, most participants
identified that they had moderate religious belief, and on this item, strength of belief, the
distribution between two groups was equal (χ2 = 6.55, df = 4, p = .16).

Table 4.3
Participants’ Religion and Strength of Belief by Group
CCC Users (Group 1)
Variable

CCC Non-users (Group 2)

N

%

N

%

119

59.5

100

49.0

Taoist

37

18.5

64

31.4

Christian

30

15.0

16

7.9

None

14

7.0

24

11.8

Total

200

100.0

204

100.0

Not at all

18

9.0

25

12.3

Slightly

19

9.5

32

15.7

Moderately

75

37.5

77

37.7

Very much

60

30.0

49

24.0

Extremely

28

14.0

21

10.3

200

100.0

204

100.0

Religion
Buddhist

Strength of belief

Total

Note. N = number of participants, % = percentage.
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4.1.9 Time lived in the neighbourhood.
The majority of participants in Group 1 had lived in their neighbourhood for 30
to 39 years, while most participants in Group 2 had lived in their neighbourhood for
either 20 to 29 years or over 40 years (see Table 4.4 and Figure 4.2). The average
amount of time they had lived in the neighbourhood was 26.9 years (SD = 16.2) in
Group 1 and 28.7 years (SD = 18.5) in Group 2. The result of a Chi-Square Tests
indicated that there was no significant difference in the number of years people had
lived in their neighbourhood between the two groups (χ2 = 4.08, df = 4, p = .396).

Table 4.4
Time Lived in Neighbourhood by Group
CCC Users (Group 1)

CCC Non-users (Group 2)

Variable

N

%

N

%

Less than 10 years

37

18.5

30

14.7

10 to less than 20

25

12.5

27

13.2

20 to less than 30

41

20.5

52

25.5

30 to less than 40

50

25.0

43

21.1

40 years and over

47

23.5

52

25.5

200

100.0

204

100.0

total

Note. N = number of participants, % = percentage.
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60

Number of participants

CCCs users (group 1)
50
CCCs non-users (group 2)
40
30
20
10
0

Time lived in neighbourhood (year)

Figure 4.2. Time lived in the neighbourhood.

4.1.10 Use of services provided by community care centres.
Group 1, those who used a CCC’s services, comprised 200 participants (see
Table 4.5). Of these, 83 also served as volunteers in CCCs. The majority had used a
CCC’s services for two to three years (48, 11.9%) or four years and over (46, 11.4%).
The detail is shown in Table 4.5.
Group 2 comprised 204 participants who did not use a CCC’s services. Of
these, 75 used other kinds of social services or had joined other kinds of social clubs or
groups. However, 129 did not use any kind of social services or belong to any social
club or group.
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Table 4.5
Participants’ Usage of CCC Services
Variable

N

%

CCC services
CCC users (Group 1)

200

49.5

CCC non-users (Group 2)

204

50.5

Total

404

100.0

83

20.5

117

29.0

75

18.6

Type 4: CCC non-users and also did not use any other services

129

31.9

Total

404

100.0

Less than 1 year

33

8.2

1 to less 2 years

39

9.7

2 to less than 3 years

48

11.9

3 to less than 4 years

34

8.4

4 years and over

46

11.4

200

100.0

Types of participantsa
Type 1: CCC users and also volunteered at CCC
Type 2: CCC users only
Type 3: CCC non-users, but used other kind of services

Number of years CCCs had been used

Total
Note. N = number of participants, % = percentage,

a

The combined number of

participants in type 1 and type 2 is equal to the number of Group 1. Likewise, the total
number of participants in type 3 and type 4 is equal to the number of Group 2.

4.2 Descriptive Results of Individual-level Social Capital and
Quality of Life
The purpose of this section is to develop an overall picture of the participants’
ISC and QOL using measures of central tendency and variation.
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4.2.1 Scores on individual-level social capital.
Table 4.6 shows the participants’ scores on ISC. When these scores were
converted to percentages (via the mean score index) and compared, the item
contribution to the community had the highest mean score index in both groups and the
item participation in the local community had the lowest mean score index in both
groups.

Table 4.6
ISC Subscale and Total Scores by Group
CCC Users (Group 1, N = 200)
Variable

M

SD

95% CI

Participation in local community

18.0

6.0

[17.2, 18.9]

56.2

Feelings of trust and safety

18.5

3.4

[18.1, 19.0]

77.1

Connections with family and friends 13.7

3.0

[13.3, 14.1]

68.3

Contribution to the community

13.0

2.4

[12.7, 13.3]

81.1

5.6

1.7

[ 5.3, 5.8]

69.4

[67.1, 70.3]

70.1

Tolerance of diversity
Overall

68.7 11.4

Mean Score
Index

CCC Non-users (Group 2, N = 204)
Participation in local community

11.8

5.0

[11.1, 12.5]

38.1

Feelings of trust and safety

17.8

3.9

[17.3, 18.4]

74.3

Connections with family and friends 12.0

3.4

[11.5, 12.5]

60.0

Contribution to the community

12.2

2.5

[11.9, 12.6]

76.3

5.1

1.6

[ 4.8, 5.3]

63.2

[57.5, 60.5]

59.6

Tolerance of diversity
Overall

59.0 10.8

Note. M = mean, SD = standard deviation, CI = confidence interval for mean, Mean
score index = (mean/max) *100%.

122

Table 4.7 shows the results of a profile analysis that was used to explore
differences between scores on ISC subscales and any differences by group (those who
used and did not use CCCs). The results indicated that the means were significantly
different between the different ISC subscales (F = 1704.6, p < .05). The test of the
effect of group showed there were overall significant differences in the means of ISC
subscales between groups (F = 77.9, p < .05). Group 1 scored higher overall than
Group 2. The significant interaction between ISC subscales and group indicate that
the two groups had a different profile across the five subscales (F = 29.0, p < .05).
The table shows the main difference between groups was on the subscale
participation in the local community: Group 2 had much lower average scores on this
subscale than Group 1. Notably, Figure 4.3 also indicated that there was significant
non-parallelism between groups and the scores for participation in local community
were dramatically lower for the group who did not use CCC services.
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Table 4.7
Results of Profile Analysis on ISC Subscales by Group
CCC
Users
(Group 1)
ISC Subscale

M

SD

CCC
Non-users
(Group 2)
M

SD

Participation in local
community

18.0

6.0 11.8

5.0

Feelings of trust and
safety

18.5

3.3 17.8

3.9

Connections with
family and friends

13.7

3.0 12.0

3.4

Contribution to the
community

13.0

2.3 12.2

2.5

1.7

1.6

Tolerance of diversity

5.6

5.1

Multivariate Tests

Between
ISC
1704.6*

Effect F

Between
ISC* Group

Between
Group

29.0*

77.9*

Note. *p < .000.

Score of ISC subscales

20
15

CCCs users
(group 1)

10

CCCs non-users
(group2)

5
0
Participation
in local
community

Feelings of
trust and
safety

Connections Contribution Tolerance of
with family
to the
diversity
and friends community

ISC subsclaes

Figure 4.3. ISC subscale scores by group
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4.2.2 Scores of participants’ quality of life.
Participants’ QOL was used as a measurement of wellbeing in this study. The
QOL questionnaire included OQOL and SQOL. The results for OQOL and SQOL are
described separately in the following paragraphs. Table 4.8 shows scores on OQOL.
Safety had the highest mean score index for both groups. People who used CCCs attained
higher scores than those who did not use CCCs for six categories of OQOL: health,
productivity, intimacy, safety, place in the community, and emotional wellbeing.

Table 4.8
Participants’ OQOL by Group

Domain

M

CCC Users (Group 1, N = 200)
SD
95% CI
Mean Score Index

Material wellbeing

6.5

1.8

[ 6.3, 6.8]

65.0

11.8

2.4

[11.5, 12.1]

78.9

9.9

2.1

[ 9.6, 10.2]

70.8

Intimacy

10.0

2.7

[ 9.6, 10.4]

66.7

Safety

11.9

2.1

[11.6, 12.1]

79.0

Place in community

7.7

2.2

[ 7.3, 8.0]

64.0

Emotional wellbeing

11.5

3.3

[11.0, 11.9]

75.4

Health
Productivity

CCC Non-users (Group 2, N = 204)
Material wellbeing

6.5

1.7

[ 6.3, 6.5]

65.0

11.4

2.4

[11.1, 11.8]

76.2

Productivity

9.9

2.3

[ 9.6, 10.3]

66.3

Intimacy

9.3

2.6

[ 9.0, 9.7]

62.1

11.7

2.3

[11.3, 12.0]

77.6

Place in community

6.3

2.5

[ 6.0, 6.7]

48.8

Emotional wellbeing

10.8

2.3

[10.5, 11.2]

72.7

Health

Safety
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Table 4.9 shows the results of a profile analysis that was used to explore
differences between scores on OQOL subscales and any differences by group (those
who used and did not use CCCs). The results indicated that the means were
significantly different across the different OQOL subscales (F = 448.7, p < .05). The
test of the effect of group showed there were overall significant differences in the
means of OQOL subscales between groups (F = 13.7, p < .05). Group 1 scored
higher than Group 2 overall. The significant interaction between OQOL subscales
and group indicated that the two groups had a different profile across the five
subscales (F = 5.5, p < .05). The table shows the main difference between groups
was on the subscales intimacy and emotional wellbeing: Group 2 had lower average
scores than Group 1 on these subscales. Notably, Figure 4.4 also indicated that there
was significant non-parallelism between groups and the scores on OQOL were lower
for the group who did not use CCC services.
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Table 4.9
Results of Profile Analysis on OQOL Subscales by Group
CCC
Users
(Group 1)

CCC
Non-users
(Group 2)

Multivariate Tests

Effect F

OQOL
Subscale

M

SD

M

SD

Between
OQOL

Between
OQOL*
Group

Between
Group

Material
wellbeing

6.5

1.8

6.5

1.7

448.7*

5.5*

13.7*

11.8

2.4

11.4

2.4

9.9

2.1

9.9

2.3

Intimacy

10.0

2.7

9.3

2.6

Safety

11.9

2.1

11.7

2.3

Place in
community

7.7

2.2

6.3

2.5

Emotional
wellbeing

11.5

3.3

10.8

2.3

Health
Productivity

Note. *p < .000.

Score of OQOL subscales

14
CCCs users
(group 1)

12
10

CCCs nonusers (group2)

8
6
4
2
0

OQOL subsclaes

Figure 4.4. OQOL subscale scores by group
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The measure of Subjective Quality of Life (SQOL) yielded three domain
scores for each subscale: the domains were importance, satisfaction, and overall score
(importance * satisfaction). Tables 4.10 and 4.11 show the scores of SQOL by group
and domain. Health had the highest mean score index in the domain of importance
SQOL for both groups. Safety had the highest mean score index in the domains of
satisfaction SQOL and overall SQOL (importance × satisfaction) for the two groups.
People who used CCCs attained higher scores than those who did not use CCCs for
six categories in the domain of importance: health, productivity, intimacy, safety,
place in the community, and emotional wellbeing. People who used CCCs attained
higher scores than those who did not use CCCs for all categories in two domains:
satisfaction SQOL and overall SQOL.
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Table 4.10
CCC Users’ and Non-users’ SQOL (Importance and Satisfaction)
Domain and subscale
Importance (I)
Material wellbeing
Health
Productivity
Intimacy
Safety
Place in the community
Emotional wellbeing
Satisfaction (S)
Material wellbeing
Health
Productivity
Intimacy
Safety
Place in the community
Emotional wellbeing

M

CCC Users (Group 1, N = 200)
SD
95%CI
%SM

M

CCC Non-Users (Group 2, N = 204)
SD
95%CI
%SM

3.2
4.2
3.4
4.0
4.1
3.6
4.1

1.0
0.6
1.1
0.7
0.6
0.9
0.7

[3.0, 3.4]
[4.1, 4.2]
[3.2, 2.5]
[3.9, 4.1]
[4.0, 4.2]
[3.5, 3.7]
[4.0, 4.2]

55.8
80.3
59.6
75.8
78.1
64.9
76.6

3.3
4.2
3.2
4.0
4.1
3.6
3.9

1.1
0.9
1.2
0.9
0.8
1.1
1.0

[3.1, 3.4]
[4.0, 4.3]
[3.0, 3.4]
[3.8, 4.1]
[3.9, 4.1]
[3.4, 3.7]
[3.7, 4.0]

56.5
78.9
54.8
73.8
76.2
64.2
71.2

2.7
2.1
2.1
2.8
2.8
2.7
2.8

0.8
1.7
1.5
1.0
0.8
1.0
1.1

[2.5, 2.8]
[1.8, 2.3]
[1.9, 2.3]
[2.6, 2.9]
[2.7, 3.0]
[2.5, 2.8]
[2.6, 3.0]

77.8
70.8
70.8
80.0
80.9
78.3
80.7

2.3
1.9
1.9
2.4
2.5
2.5
2.3

1.3
2.2
1.9
1.7
1.5
1.5
1.8

[2.1, 2.5]
[1.6, 2.2]
[1.6, 2.1]
[2.2, 2.6]
[2.3, 2.7]
[2.3, 2.7]
[2.1, 2.6]

73.0
70.4
68.2
75.5
77.2
75.9
74.9
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Table 4.11
CCC Users’ and Non-users’ SQOL (Domain: Overall)
CCC Users (Group 1, N = 200)
Subscale

M

SD

Health

71.0

Productivity

CCC Non-Users (Group 2, N = 204)

95%CI

%SM

M

SD

95%CI

%SM

18.7

[68.4, 73.6]

71.0

70.7

23.7

[67.4, 74.0]

70.7

67.5

14.9

[65.4, 69.6]

67.5

65.9

16.9

[63.5, 68.2]

65.9

Intimacy

77.3

12.4

[75.5, 79.0]

77.3

74.5

17.9

[72.0, 76.9]

74.5

Safety

78.3

10.5

[76.8, 79.7]

78.3

75.3

16.5

[73.0, 77.5]

75.3

Place in the community

73.6

11.7

[72.0, 75.3]

73.6

72.5

15.7

[70.3, 74.7]

72.5

Emotional wellbeing

77.5

12.5

[75.8, 79.3]

77.5

73.3

18.3

[70.7, 75.8]

73.3
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Table 4.12 shows the results of a profile analysis that was used to explore
differences between scores on overall SQOL subscales and any differences by group
(those who used and did not use CCCs). The results indicated that the means were
significantly different across the different overall SQOL subscales (F = 31.5, p < .05).
The test of the effect of group showed there were overall significant differences in
the means of overall SQOL subscales between groups (F = 4.0, p < .05). Group 1
scored higher than Group 2 on five SQOL (I*S) subscales. The table shows the main
difference between groups was on the emotional wellbeing subscale: Group 2 had
lower average scores than Group 1. Notably, Figure 4.5 also indicated that there was
significant non-parallelism between groups and the scores of participation in local
community were dramatically lower for the group who did not use CCC services.

131

Table 4.12
Results of Profile Analysis on Overall SQOL Subscales by Group
CCC
Users
(Group 1)
Overall SQOL
Subscale

M

SD

CCC
Non-users
(Group 2)
M

Multivariate Tests

Effect F

SD

Between
SQOL

Between
SQOL*
Group

Between
Group

31.5*

1.1(.352)

4.0(.046)*

Material
wellbeing

70.5 10.8 68.5

13.9

Health

71.0 18.7 70.7

23.7

Productivity

67.5 14.9 65.9

16.9

Intimacy

77.3 12.4 74.5

17.9

Safety

78.3 10.5 75.3

16.5

Place in
community

73.6 11.7 72.5

15.7

Emotional
wellbeing

77.5 12.5 73.3

18.3

Score of SQOL(I*S) subscales

Note. *p < .000.

80
78
76
74
72
70
68
66
64
62
60
58

CCCs users
(group 1)
CCCs non-users
(group 2)

Overall SQOL subsclaes

Figure 4.5. Overall SQOL subscale scores by group
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4.3 Exploratory Analysis: Results of Individual-level Social Capital
and Quality of Life by Demographic Characteristics (and Group)
4.3.1 Testing normality.
Before undertaking exploratory data analysis, it is necessary to confirm the
normality of the data used in research. This study used skew, kurtosis, skew index
(SI), and kurtosis index (KI) to test normality. The explanation of SI and KI can be
found in chapter 3.
The results of normality testing for the four major measures used in this
research can be found in Table 4.13. The scores of the SI and KI of all variables
matched the requirement described above. Therefore, multivariate analysis could be
used in this research.
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Table 4.13
Summary of Normality Testing
Variable
ISC

Skew

Kurtosis

SI

KI

0.37

0.08

0.36

0.07

Material wellbeing

-0.17

0.26

-0.16

0.25

Health

-0.36

-0.39

-0.36

-0.40

Productivity

-0.14

-0.46

-0.14

-0.47

Intimacy

-0.23

-0.39

-0.23

-0.40

Safety

-0.47

-0.06

-0.47

-0.08

Place in the community

-0.29

-0.60

-0.29

-0.60

Emotional wellbeing

-0.34

-0.16

-1.07

0.29

Material wellbeing

-0.78

0.98

-0.08

0.95

Health

-1.35

1.87

-1.35

1.83

Productivity

-0.41

0.40

-0.41

0.38

Intimacy

-1.16

3.34

-1.16

3.29

Safety

-1.47

5.04

-1.46

4.96

Place in the community

-0.64

2.08

-0.64

2.04

Emotional wellbeing

-1.25

2.49

-1.24

2.44

OQOL

SQOL

4.3.2 Individual-level social capital by participants’ personal characteristics.
This section presents the relationships between ISC and participants’
demographic characteristics and service use, according to the results of
independent-samples t-tests and one-way ANOVAs. These exploratory analyses
helped identify the influence of participants’ personal characteristics on ISC. Because
of the large number of exploratory analyses undertaken in this section, on most
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outcome measures detailed results will be presented only for analyses that indicated
statistically significant group differences.
4.3.2.1 Gender.
Only one aspect of social capital showed gender differences. The results in
Table 4.14 demonstrate that the mean score on ‘contribution to the community’ was
higher for women than for men.

Table 4.14
T-test Analysis of ISC by Gender
ISC
Gender

N

M

SD

t(402)

p

0.99

.324

1.69

.092

Participation in local community
Female

237

15.1

6.5

Male

167

14.5

6.0

Feeling of trust and safety
Female

237

18.4

3.5

Male

167

17.8

3.8

Connections with family and friends
Female

237

13.1

3.4

Male

167

12.5

3.1

1.78

.076

2.63

.009**

-0.40

.689

Contribution to the community
Female

237

12.9

2.5

Male

167

12.2

2.4

Tolerance of diversity
Female

237

5.3

1.6

Male

167

5.3

1.7

Note. *p < .05, **p < .01, ***p < .001.
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4.3.2.2 Age.
Table 4.15 and 4.16 present the results of the one-way ANOVAs of ISC scores
by age group. According to the results, the categories of ‘participation in local
community’ and ‘connections with family and friends’ were significantly different
between age groups.
Participation in the local community: the average scores of people aged 65 to
69 years were higher than for those aged 80 to 84 years and 85 to 89 years. People who
were aged 70 to 74 years also had higher average scores than those aged 80 to 84 years
and 85 to 89 years.
Connections with family and friends: the average scores of people aged 65 to
69 years were higher than for those aged 75 to 79 years, 80 to 84 years and 85 to 89
years. People who were aged 70 to 74 years had higher average scores than those aged
80 to 84 years and 85 to 89 years. People who were aged 75 to 79 years also had higher
average scores than those aged 80 to 84 years.
For two of the social capital subscales, scores decreased with age. People in the
oldest age group had the lowest scores for participation in the local community and
connections with family and friends.
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Table 4.15
Descriptive results of ISC subscale scores by Age group and Marital Status

Variable
Age group
65 to 69
70 to 74
75 to 79
80 to 84
85 to 89
90 and over
Marital Status
married
widower
others

N

Participation in the
local community
M
SD

Feeling of trust and
safety
M
SD

Connections with
Family and friends
M
SD

Contribution to the
community
M
SD

Tolerance of
diversity
M
SD

153
113
65
45
21
7

16.1
15.7
13.9
12.2
11.3
12.7

6.4
6.7
5.9
4.5
4.7
5.0

18.0
18.5
18.2
17.3
19.5
18.4

3.5
3.7
3.5
4.1
3.7
4.0

13.9
13.0
12.4
10.6
10.3
12.4

3.0
3.5
3.9
2.7
3.0
2.2

12.6
12.8
12.8
12.0
12.2
12.1

2.5
2.5
2.4
2.5
2.2
2.5

5.3
5.7
5.1
4.9
5.4
4.3

1.7
1.6
1.6
1.8
1.6
1.0

269
103
32

15.6
12.9
15.0

6.3
5.7
6.9

18.2
18.2
18.1

3.7
3.6
3.7

13.1
12.3
12.6

3.2
3.5
3.8

12.4
13.2
12.1

2.5
3.0
2.4

5.4
5.2
5.0

1.6
1.6
2.1
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Table 4.16
One-way ANOVAs of Age for Effects on ISC
ISC
Age

df

SS

MS

F

Post hoc

Participation in the local community
Between group
Within group

5

959.1

191.8

398

15110.0

38.0

5.05***

1>4, 1>5
2>4, 2>5

Feeling of trust and safety
Between group
Within group

5

84.9

17.0

398

5254.3

13.2

1.29

Not sig.

Connections with family and friends
Between group
Within group

5

549.5

109.9

398

3889.6

9.8

11.25***

1>3, 1>4, 1>5
2>4, 2>5, 3>4

Contribution to the community
Between group
Within group

5

24.3

4.9

398

2437.3

6.1

0.79

Not sig.

2.61*

Not sig.

Tolerance of diversity
Between group
Within group

5

35.1

7.0

398

1070.0

2.7

Note. SS = sum of square, MS = mean square, post hoc = post hoc comparison
*p < .05, **p < .01, ***p < .001, a Six age groups: 1 = 65 to 69 years, 2 = 70 to 74
years, 3 = 75 to 79 years, 4 = 80 to 84 years, 5 = 85 to 89 years and 6 = over 90 years.

4.3.2.3 Marital status.
Table 4.15 and 4.17 present the results of the one-way ANOVAs of ISC by
marital status. Scores on participation in the local community for married people were
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higher than those for widowers and widows. In contrast, scores for contribution to the
community for widowers and widows were higher than those for married participants.

Table 4.17
One-way ANOVAs of ISC by Marital Status
ISC
Marital Status

df

SS

MS

F

Post hoc

Participation in local community
Between group
Within group

2

534.5

267.3

401

15534.5

38.7

6.90**

1>2

Feeling of trust and safety
Between group
Within group

2

0.8

0.4

401

5338.4

13.3

0.03

Connections with family and friends
Between group
Within group

2

46.5

23.2

401

4392.7

11.0

2.12

Contribution to the community
Between group
Within group

2

51.1

25.5

401

2410.5

6.0

4.25*

2>1

Tolerance of diversity
Between group
Within group

2

4.6

401

1100.5

2.3

0.85

2.7
a

Note. *p < .05, **p < .01, ***p < .001, Three groups of marital status:1 = married, 2
= widower, 3 = others.
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4.3.2.4 Education.
Table 4.18 and 4.19 present the results of the one-way ANOVAs of ISC and
education. Scores on participation in the local community for people with a senior
high degree were higher than for those with no schooling. The scores on connection
with family and friends were lowest for those with no schooling and were lower than
for those in other groups: primary school, junior high school, senior high school,
trade/technical, and university/college degree.
The F value was lower than 0.05 for the feelings trust and safety subscale by
one-way ANOVA: no differences were found on this item in the post hoc analyses.
There were no statistical differences by level of education on the other two subscales
of contribution to the community or tolerance of diversity.
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Table 4.18
Descriptive results of ISC subscale scores by Education and Religion

Variable
N
Education
No schooling
75
Primary school
142
Junior high
58
Senior high
70
Trade, technical
28
University/college 31
Religion
Buddhist
219
Taoist
92
Christian
46
None
38

Participation in the
local community
M
SD

Feeling of trust and
safety
M
SD

Connections with
family and friends
M
SD

Contribution to the
community
M
SD

Tolerance of
diversity
M
SD

12.8
14.7
16.0
15.8
16.1
15.5

6.1
6.3
6.8
5.9
5.3
6.8

18.3
18.6
18.9
17.4
17.0
17.5

3.8
3.5
3/5
3.9
2.6
3.8

11.0
12.6
13.6
13.8
13.9
13.5

3.4
3.2
3.1
3.1
2.6
3.4

12.5
12.7
12.9
12.5
11.9
12.4

2.6
2.3
2.8
2.7
1.8
2.1

5.2
5.2
5.3
5.3
5.9
5.3

1.6
1.6
1.9
1.7
1.5
1.7

15.0
13.7
17.5
13.5

6.1
6.7
6.5
5.7

18.1
18.4
18.9
17.3

3.7
3.7
2.9
4.0

12.9
12.3
13.7
12.7

3.2
3.4
3.5
3.4

12.5
13.0
13.2
11.3

2.4
2.4
2.5
2.7

5.4
5.1
5.4
5.1

1.6
1.8
1.6
1.6
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Table 4.19
One-way ANOVAs of Education for Effects of ISC
ISC
Education

df

SS

MS

F

Post hoc

Participation in local community
Between group
Within group

5

525.9

105.2

398

15543.1

39.1

2.69*

4>1

2.40*

Not Sig.

Feeling of trust and safety
Between group
Within group

5

156.4

31.3

398

5182.8

13.0

Connections with family and friends
Between group
Within group

5

411.7

82.3

398

4027.5

10.1

8.14***

6>1, 5>1, 4>1,
3>1, 2>1

Contribution to the community
Between group
Within group

5

22.0

4.4

398

2439.6

6.1

0.72

Tolerance of diversity
Between group
Within group

5

13.6

398

1091.5

2.7

1.00

2.7
a

Note. *p < .05, **p < .01, ***p < .001, Six groups of education: 1= no schooling, 2 =
primary school, 3 = junior high, 4 = senior high, 5 = trade or technical, 6 = university
or college.

4.3.2.5 Religion.
Table 4.18 and 4.20 show the results of the one-way ANOVAs of ISC by
religion. Scores on participation in the local community were higher for Christians
than for participants with no religion. The scores on contribution to the community
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were lowest for those participants with no religion, while Buddhists, Taoists, and
Christians all attained higher scores.

Table 4.20
One-way ANOVAs of ISC by Religion
ISC
Religion

df

SS

MS

F

Post hoc

4.12*

3>2, 3>4

Participation in local community
Between group
Within group

3

481.4

160.5

400

15587.6

39.0

Feeling of trust and safety
Between group
Within group

3

57.7

19.2

400

5281.5

13.2

1.46

Connection with family and friends
Between group
Within group

3

63.7

21.2

400

4375.5

10.9

1.94

Contribution to the community
Between group
Within group

3

91.0

30.3

400

2370.6

5.9

5.12*

1>4, 2>4, 3>4

Tolerance of diversity
Between group
Within group

3

12.2

400

1093.0

4.1

1.49

2.7
a

Note. *p < .05, **p < .01, ***p < .001, Four groups of religion: 1 = Buddhist, 2 =
Taoist, 3 = Christian, 4 = none.
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4.3.2.6 Employment.
Table 4.21 shows that participants who had work had higher scores on three
ISC subscales than those who had no work, participation in local community,
connections with family and friends and contribution to the community than
participants with no work.

Table 4.21
T-test Analysis of ISC by Employment Status
ISC
Employment

N

No work

Participation in local community
321
14.5
6.3

Work
No work
Work
No work
Work
No work
Work
No work
Work

83

M

16.4

SD

18.5

14.0

13.4

Tolerance of diversity
321
5.3
83

5.4

Note. * p < .05, **p < .01, ***p < .001.

.016*

-.92

.358

-3.61

.000***

-3.22

.001**

-.81

.421

3.0

Contribution to the community
321
12.4
2.4
83

-2.41

3.5

Connections with family and friends
321
12.5
3.3
83

p

6.4

Feeling of trust and safety
321
18.1
3.7
83

t(402)

2.5
1.7
1.5
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4.3.2.7 Living arrangements.
Table 4.22 presents the results of the one-way ANOVAs of ISC by living
arrangements. Scores on contribution to the community were higher for participants
who lived alone (M = 13.3, SD = 2.2) than for those who lived with a spouse (M =
12.1, SD = 2.6).

Table 4.22
One-way ANOVAs of ISC by Living Arrangements
ISC
Living arrangement

df

SS

MS

F

Post hoc

Participation in local community
Between group
Within group

2
401

77.0
15992.0

38.5
39.9

0.97

Feeling of trust and safety
Between group
Within group

2
401

34.1
5305.0

17.1
13.2

1.29

Connections with family and friends
Between group
Within group

2
401

32.7
4406.5

16.4
11.0

1.49

Contribution to the community
Between group
Within group

2
401

66.2
2395.4

33.1
6.0

5.54*

3>1

Tolerance of diversity
Between group
2
15.6
7.8
2.86
Within group
401
1089.6
2.7
a
Note. * p < .05, **p < .01, ***p < .001, Three groups of living arrangements: 1 =
alone , 2 = with spouse, 3 = with relatives.
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4.3.3 Analyses of QOL by participants’ personal characteristics.
This section examines the relationships between QOL and participants’
demographic characteristics and service use, according to the results of
independent-samples t-tests and one-way ANOVAs. This kind of exploratory analysis
helped identify any influences on QOL by participants’ personal characteristics. The
results are shown below.
4.3.3.1 Gender.
According to Table 4.23, women had higher mean scores on objective
productivity than did men. In contrast, men had higher scores on objective safety than
did women.
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Table 4.23
T-test Analysis of QOL by Gender
OQOL
Gender

M

SD

t(402)

SQOL
p-value

M

SD

t(402)

p-value

.428

69.9

13.2

0.71

.477

69.0

11.2

70.4

21.2

0.48

.629

71.5

21.6

67.7

16.3

1.49

.138

65.3

15.4

76.2

15.9

0.51

.609

75.4

14.8

77.5

13.8

1.26

.608

75.7

14.0

74.1

13.3

1.82

.700

71.6

14.5

75.2

16.8

0.33

.744

75.7

14.4

Material wellbeing
Female

6.5

1.7 7.94

Male

6.6

1.7

Health
Female

11.6

2.4 0.02

Male

11.6

2.5

10.2

2.2 2.84

.983

Productivity
Female
Male

9.6

2.2

Female

9.8

2.7 0.89

Male

9.5

2.6

.005

Intimacy
.373

Safety
Female

11.6

2.2 1.98

Male

12.0

2.1

.049

Place in community
Female

7.0

2.5 0.27

Male

7.0

2.5

.789

Emotional wellbeing
Female

11.0

2.2 0.82

Male

11.2

2.2

Note. *p < .05, **p < .01, ***p < .001.

.415
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4.3.3.2 Age.
Table 4.24 and 4.25 indicate the results of the one-way ANOVAs of QOL by
age group. According to the results:


Participants aged 65 to 69 years had higher objective health than those aged
80 to 84 years,



Participants aged 65 to 69 years had higher objective productivity than those
aged 80 to 84 years, and



Participants aged 85 to 89 years had higher subjective productivity than those
aged 80 to 84 years.
In general, the youngest participants reported higher QOL than those in older

age groups on all dimensions of SQOL and OQOL, except for objective emotional
wellbeing. On the objective emotional wellbeing subscale, a significant difference
between groups was not revealed by post hoc analyses. There were no statistically
significant differences by age group on the other four OQOL subscales or any of the
six SQOL subscales.
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Table 4.24
Descriptive results of QOL subscale scores by Age group and Living arrangements
Objective health

Variable
Age group
65 to 69
70 to 74
75 to 79
80 to 84
85 to 89
90 and over

N
153
113
65
45
21
7

Living arrangements
Alone
With spouse
With relatives

60
125
219

M

SD

12.1
2.2
11.6
2.4
11.1
2.3
10.6
2.6
11.5
2.4
12.3
2.0
Objective material
wellbeing
6.1
6.4
6.7

1.9
1.9
1.5

Objective
productivity
M

SD

10.5
2.1
9.8
2.3
9.8
2.2
8.8
2.3
9.1
1.5
9.0
2.6
Subjective place in the
community (I*S)
71.2
70.7
74.9

17.1
12.2
13.5

M
11.0
11.3
11.4
10.7
10.8
9.0

Objective
emotional
wellbeing
SD
2.1
2.1
2.2
1.9
2.6
1.6

Subjective
productivity (I*S)
M

SD

66.9
65.7
69.2
60.0
76.2
68.4

14.4
16.3
18.2
15.4
12.4
19.7
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Table 4.25
One-way ANOVAs of QOL by Age Group
QOL
Age

df

SS

MS

F

Post hoc

4.11**

1>4

5.77***

1>4

2.32*

Not sig.

3.61**

5>4

Objective health
Between group
Within group

5

113.3

22.7

398

2196.4

5.5

Objective productivity
Between group
Within group

5

135.9

27.2

398

1876.7

4.7

Objective emotional wellbeing
Between group
Within group

5

53.2

10.6

398

1824.9

4.6

Subjective productivity (I*S)
Between group
Within group

5
398

4452.6
98281.9

890.5
246.9

a

Note. *p < .05, **p < .01, ***p < .001, Six age groups: 1 = 65 to 69 years, 2 = 70 to
74 years, 3 = 75 to 79 years, 4 = 80 to 84 years, 5 = 85 to 89 years, 6 = over 90 years.

4.3.3.3 Education.
Analyses of QOL subscales by education showed that, participants’ education
influenced the scores of objective safety (see table 4.26). However, there was no
difference by education on objective safety in the post hoc analyses. There were no
statistical significant differences by education on the other six OQOL subscales or
any of the SQOL subscales.
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Table 4.26
One-way ANOVAs of QOL by Education
QOL
Education

df

SS

MS

F

Post hoc

14.2

3.12**

Not sig.

Objective safety
Between group
Within group

5

71.1

398

1815.1

4.6
a

Note. *p < .05, **p < .01, ***p < .001, Six groups of education: 1 = no schooling, 2
= primary school, 3 = junior high, 4 = senior high, 5 = trade or technical, 6 =
university or college.

4.3.3.4 Employment.
Differences in QOL subscale scores by employment status were analysed (see
Table 4.27). Scores on objective productivity were higher for participants who had
work than for those who did not have work. In contrast, scores on subjective
emotional wellbeing were higher for participants who did not have work than for
those who had work.
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Table 4.27
T-test Analysis of QOL by Employment Status
QOL
Employment N
Status

M

SD

t(402)

p

-.35

.001**

1.98

.048*

Objective productivity
No work
Work

321

9.7

2.2

83

10.7

2.1

Subjective emotional wellbeing
No work
Work

321

10.9

6.2

83

9.3

6.6

Note. *p < .05, **p < .01, ***p < .001.

4.3.3.5 Living arrangements.
Table 4.24 and 4.28 show the results of the one-way ANOVAs of QOL by
living arrangements. According to the results, the scores on objective material
wellbeing of participants who lived alone were lower than those of participants who
lived with relatives. Similarly, the scores on subjective place in the community were
higher for participants who lived with a spouse than for those who lived with relatives.
There were no statistical significant differences by living arrangements on the other
six OQOL subscales or any of the six SQOL subscales,.
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Table 4.28
One-way ANOVAs of Overall ISC by Living Arrangements
QOL
Living Arrangement

df

SS

MS

F

Post hoc

3.98*

3>1

Objective material wellbeing
Between group
Within group

2

23.3

11.6

401

1171.4

2.9

Subjective place in the community (I*S)
Between group
Within group

2

1669.6

834.8

401

75568.5

188.5

4.43*

3>2

Note. *p < .05, **p < .01, ***p < .001, a Three groups of living arrangements: 1 =
alone, 2 = with spouse, 3 = with relatives.

4.4 Results of Hypothesis Testing
In this section, the findings of the hypothesis tests addressing use of CCCs, ISC,
and QOL are presented. All hypotheses were based on the individual-level model,
which can be found in Chapter 3 (see Figure 3.2). There were three major hypotheses
in the individual-level model:


H1: CCC users will have a higher level of ISC than non-users.



H2: CCC users will have a higher level of wellbeing than non-users.



H3: Participants with a higher level of ISC will have a higher level of
wellbeing than those with a lower level.
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4.4.1 H1: Community care centres’ users will have a higher level of
individual-level social capital than non-users
According to Table 4.29, the results of the t-test analysis supported the
hypothesis that CCC service users had better ISC than non-users: t(402) = 8.83,
p < .05. The differences between the participants who used the services and those who
did not use the services on all subcategories of ISC were also tested. The results
indicated that participants who used CCCs had higher ISC subscale scores than those
who did not attend CCCs on: participation in the local community (t = 11.2, p < .05),
connection with family and friends’ (t = 5.2, p < .05), contribution to the community (t
= 3.1, p < .05), and tolerance of diversity (t = 3.0, p < .05). In conclusion, H1 was
supported.
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Table 4.29
T-test Analyses of ISC by Usage of CCC Service
ISC
CCC Service Use

N

M

SD

t(402)

p

8.83

.000

11.20

.000

1.87

.062

5.15

.000

3.12

.002

3.01

.003

Overall scores of ISC
User

200

68.7

11.4

Non-user

204

59.0

10.8

Participation in local community
User

200

18.0

6.0

Non-user

204

11.8

5.0

Feeling of trust and safety
User

200

18.5

3.3

Non-user

204

17.8

3.9

Connections with family and friends
User

200

13.7

3.0

Non-user

204

12.0

3.4

Contribution to the community
User

200

13.0

2.4

Non-user

204

12.2

2.5

Tolerance of diversity
User

200

5.6

1.7

Non-user

204

5.1

1.6
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Participants were also divided into four types of participants according to their
service use status, in order to explore the relationship between ISC and service use in more
detail. These four types of participants included: type 1 participants who were CCC users
and also volunteered at a CCC, type 2 participants who were CCC users only, type 3
participants who were CCC non-users, but used other kind of services, and type 4
participants who were CCC non-users and also did not use any other services.
Participants who did not use any kind of social welfare service or participate in any social or
sports clubs had lower scores on ISC than participants in the other groups. More detailed
information is provided below by participant type and group (CCC users versus non-users).
According to Table 4.30, type 1 participants had the highest scores overall on all subscales
of ISC. In contrast, type 4 participants had the lowest ISC scores on all subscales.
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Table 4.30
One-way ANOVAs of ISC by Four Types of Participants
Types of Participants a
ISC

1 (N = 83)

2 (N = 117)

3 (N = 75)

4 (N = 129)

M

SD

M

SD

M

SD

M

SD

F(3, 400)

Post
hoc

10.9

66.1

11.0

63.7

12.0

56.2

9.0

41.98***

1>2, 3,
4
2>4,
3>4

12.3

5.9

11.6

4.3

49.67***

1>2, 3,
4
2>3, 4

19.7

2.7

16.7

4.1

13.22***

1>4,
2>4
3>2, 4

13.1

3.9

11.4

2.9

17.93***

1>2, 3,
4
2>4,
3>4

13.3

2.3

11.6

2.5

12.01***

1>4,
2>4
3>4

5.4

1.4

4.9

1.6

5.05**

1>4

Overall scores
72.3

Participation in local community
19.9

6.0

16.6

5.
6

Feeling of trust and safety
18.8

3.0

18.3

3.
6

Connections with family and friends
14.6

3.0

13.0

2.
9

Contribution to the community
13.3

2.4

12.7

2.
3

Tolerance of diversity
5.7

1.8

5.4

1.
7

Note. *p < .05, **p < .01, ***p < .001, a Four types of research participants: 1 = CCC
users and volunteered at CCC, 2 = CCC users only, 3 = used services other than CCC,
4 = used no services.
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In conclusion, the evidence from the current study supported that hypothesis
that CCC users would demonstrate higher ISC than non-users. Furthermore,
participants who were CCC users and also volunteered at a CCC would have higher
ISC than other three types of participants who were CCC users only, CCC non-users,
but used other kind of services, or CCC non-users and also did not use any other
services.

4.4.2 H2: Community care centres’ users will have a higher level of wellbeing
than non-users
Generally, participants who used CCCs had higher scores than non-users on all five
subcategories of QOL: objective intimacy, objective place in the community, objective
emotional wellbeing, subjective safety, and subjective emotional wellbeing. Detailed results
are presented in Table 4.31.
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Table 4.31
T-test Analysis of QOL by Usage of CCC Service
QOL
CCC Service Use

N

M

SD

t(402)

p

2.63

.009

Objective intimacy
User

200

10.0

2.7

Non-user

204

9.3

2.6

Objective place in the community
User

200

7.7

2.4

Non-user

204

6.3

2.5

5.66

.000

2.23

.026

2.18

.030

2.75

.006

Objective emotional wellbeing
User

200

11.3

2.0

Non-user

204

10.8

2.3

Subjective safety
User

200

78.3

10.5

Non-user

204

75.3

16.5

Subjective emotional wellbeing
User

200

77.5

12.5

Non-user

204

73.3

18.4

Note. *p < .05, **p < .01, ***p < .001.
Further, research participants were re-categorised into four types by
participant type and group (CCC users versus non-users) in order to explore in more
detail the relationship between QOL and service use status. The results can be seen in
Table 4.32. Type 4 participants, who were not CCC users and had not joined any
sport clubs/social groups, were found to have the lowest scores in five OQOL
subscales and six SQOL subscales: objective productivity, objective intimacy,
objective safety, objective place in the community, objective emotional wellbeing,
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subjective material wellbeing, subjective health, subjective productivity, subjective
safety, subjective place in the community, and subjective emotional wellbeing. The F
value was lower than 0.05 for the subjective intimacy on a one-way ANOVA;
however, there was no difference between groups on this item in the post hoc
analyses. There were no statistical significant differences by types of participants on
objective material wellbeing or objective health. In conclusion, H2 was supported.
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Table 4.32
One-way ANOVAs of QOL by Four Types of Participants
Types of Participants
1 (N = 83)
QOL M

SD

2 (N = 117) 3 (N = 75)

4 (N = 129)

M

M

SD

M

SD

SD

F(3,400)

Post hoc

6.36***

1>2, 4
3>2, 3>4

Objective productivity
10.4

2.2

9.5

2.0 10.6

2.0

9.6 2.4

9.9

2.6 10.1

2.1

8.9

2.7

6.07*** 1>4, 2>4
3>4

1.8 11.2

2.4

6.44*** 3>4

2.6

2.4 22.41*** 1>2, 3, 4
2>3,3>4

Objective intimacy
10.2

3.0

Objective safety
11.9 1.9 11.8 2.2 12.5
Objective place in the community
8.6

2.2

7.0

2.0

7.0

6.0

Objective emotional wellbeing
11.2 1.9 11.4 2.1 11.4
Subjective material wellbeing

2.0 10.5

2.4

4.95**

2>4, 3>4

71.8

9.9 69.7 11.5 74.7 10.1 64.9 14.5 12.03*** 1>4, 2>4
3>2, 4
Subjective health
70.8 16.6 71.1 20.1 77.9 19.9 66.5 24.8
Subjective productivity

4.57**

3>4

68.3 13.1 67.0 16.1 73.5 13.8 61.5 17.0 10.04*** 1>4,
3>2, 4
Subjective intimacy
77.0 12.8 77.4 12.1 78.4 14.8 72.2 19.1
Subjective safety

3.78*

Not sig.

77.8 8.9 78.6 11.5 79.2 12.3 73.0 18.1
Subjective place in the community

4.85**

2>4, 3>4

73.2 10.1 73.9 12.8 78.4 10.3 69.1 17.2
Subjective emotional wellbeing

7.79*** 3>4

77.7

8.4 77.4 14.7 79.3 13.9 69.7 19.8

8.66*** 1>4,2>4,
3>4
Note. *p < .05, **p < .01, ***p < .001, a Four types of research participants: 1 = CCC
users and volunteered at CCC, 2 = CCC users only, 3 = used services other than CCC,
4 = used no services.
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4.4.3 H3: Participants with a higher level of individual-level social capital will
have a higher level of wellbeing than those with a lower level.
Table 4.33 indicates the results of the Pearson’s correlation analysis of the
relationship between ISC and OQOL. ISC correlated positively with all objective
measures of QOL. Those participants with better physical health were more satisfied
with their objective health (r = .11, p < .05), objective productivity (r = .15, p < .05),
objective intimacy (r = .34, p < .05), objective safety (r = .19, p < .05), objective place
in the community (r = .39 p < .05), and objective emotional wellbeing (r = .25,
p < .05).
Table 4.33 also shows the results of the Pearson’s correlation analysis of ISC
and SQOL. ISC had positive correlations with all subcategories of SQOL. Participants
with better physical health were more satisfied with their subjective material
wellbeing (r = .22, p < .05), subjective health (r = .15, p < .05), subjective productivity
(r = .21, p < .05), subjective intimacy (r = .19, p < .05), subjective safety (r = .21,
p < .05), subjective place in the community (r = .23, p < .05), and subjective emotional
wellbeing (r = .20, p < .05). In conclusion, H3 was supported.
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Table 4.33
Correlations Between QOL Subscales and ISC
Overall ISC
Correlations with OQOL

Correlations with SQOL

Material wellbeing

.08

.22*

Health

.11*

.15*

Productivity

.15*

.21*

Intimacy

.34*

.19*

Safety

019*

.21*

Place in the community

039*

.23*

Emotional wellbeing

.25*

.20*

Note. *p < .05.

However, such correlational analyses are bivariate and cannot deal with sets of
variables at once. Thus, in order to investigate the hypothesis taking advantage of the
multi-factorial nature of both quality of life and ISC, a series of structural equation
models was tested to determine:
1. whether ISC predicts OQOL (models one and three)
2. whether ISC predicts SQOL (models two and four).
The functions of models one to four were as follows. Model one was evaluated
to test the possibility of ISC predicting OQOL for participants who used CCC. Model
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two was evaluated to test the possibility of ISC predicting SQOL for participants who
used CCC. Model three was evaluated to test the possibility of ISC predicting OQOL
for participants who did not use CCC. Model four was evaluated to test the possibility
of ISC predicting SQOL for participants who did not use CCC.
All four models were examined by using the maximum likelihood estimation
of the SEM software—Amos 18.0. The results of the SEM test can be seen in Table
4.34 and figures 4.5 to 4.8. Models one and two provided a good fit to the data. Model
one had an acceptable performance in five fit indices, which included 2/df, GFI,
RMSEA, AGFI and PNFI. Model two also had good results in five fit indices, which
included 2/df, GFI, RMSEA, AGFI and PNFI. In contrast, models three and four did
not provide a good fit to the data. Most of the fit indices of models three and four
were rejected by the cut-off criteria.
Figures 4.5 to 4.8 show the estimated path analyses between ISC and OQOL
or SQOL. In all four figures, the ISC had a positive and statistically significant effect
on QOL. In conclusion, models one and two were accepted, while models three and
four were rejected. This meant that the positive correlation between QOL and ISC was
more stable and predictable for participants who used CCCs than for participants who
did not use a CCC.
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Table 4.34
SEM Fix Indices of Models One, Two, Three and Four
Fix Index

Rejection
Rule

CCC Users
(Group 1)

CCC Non-users
(Group 2)

Model 1

Model 2

Model 3

Model 4

107.46*

101.74*

165.48*

187.99*

Absolute fit measure
2

p < .05

2/df

>5

2.03

1.92

3.12

3.55

GFI

< .9

.92

.92

.87

.86

RMSEA

> .08

.07

.07

.10

.11

Incremental fit measure
AGFI

< .8

.88

.88

.81

.80

CFI

< .9

.80

.90

.71

.86

.55

.66

.51

.66

Parsimonious fit measure
PNFI
Note. * = p < 0.05.
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0.43
0.52

Emotional wellbeing
Place in community

3.24
3.64

5.92

3.68

Intimacy
4.15

Safety

0.44
Productivity

5.30

0.37

0.31
Health

0.18
Material wellbeing
Tolerance of diversity
Contribution to
the community

15.23

9.73

5.33

4.20

2.42

2.79

0.34

0.41
0.49

Feelings of trust
and safety

Connections with
family and friends
0.65 connection
0.36

Participation in
local community

Degrees of freedom = 53, e = error.

e

0.76

Figure 4.6. Results for the Model one.
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e
e
e
e

e
e
e
e
e
e

e

OQOL
0.63
ISC

166

0.67
0.69

Emotional wellbeing
Place in community

84.4
72.3

90.1

52.5

Intimacy

154.0

Safety

0.64
Productivity

316.9

0.72

0.55
Health

0.30
Material wellbeing

4.23

Tolerance of diversity
Contribution to
the community

5.68
connection

Feelings of trust
and safety

12.56

9.90

Connections with
family and friends

2.44

88.61

0.49

0.40
0.49
0.62
0.34

Participation in
local community

Degrees of freedom = 53, e = error.

e

0.81

Figure 4.7. Results for the Model two.

e
e
e
e
e

e
e
e
e
e
e

e

SQOL
0.27
ISC

167

0.52
0.49

Emotional wellbeing
Place in community

3.77
4.82

4.69

3.90

Intimacy

4.83

Safety

0.54
Productivity

5.48.9

0.48

0.32
Health

0.26
Material wellbeing

2.72

Tolerance of diversity
Contribution to
the community

8.28
connection

Feelings of trust
and safety

23.36

7.12

Connections with
family and friends

2.20

2.67

0.19

0.31
0.75
0.53
0.73

Participation in
local community

Degrees of freedom = 53, e = error

e

0.24

Figure 4.8. Results for the Model three.
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e
e
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OQOL
0.72
ISC
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0.79
0.74

Emotional wellbeing
Place in community

125.36
109.77

104.03

97.57

Intimacy

149.72

Safety

0.82
Productivity

272.23

0.80

0.69
Health

0.72
Material wellbeing

3.18

Tolerance of diversity
Contribution to
the community

9.38
connection

Feelings of trust
and safety

24.04

5.11

Connections with
family and friends

2.14

125.33

0.59

0.35
0.70
0.42
0.81

Participation in
local community

Degrees of freedom = 53, e = error.

e

0.18

Figure 4.9. Results for the Model four.
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4.5 Other Interesting Findings: Comparison of Individual-level
Social Capital Between Australia and Taiwan
The framework of Bullen and Onyx’s (1998) social capital questionnaire was
the foundation of the measurement used in this research. Bullen and Onyx surveyed
participants’ ISC in New South Wales, Australia. They developed a social capital
questionnaire comprising 36 questions grouped into nine factors: participation in
local community, proactivity in a social context, feelings of trust and safety,
neighbourhood connection, family and friends’ connections, tolerance of diversity,
value of life, work connections, and general social capital. However, the work
connections factor (three questions) and one question regarding proactivity in a social
context were not suitable for this study because these four questions were only relevant
to people in paid employment and most of the participants in the current study were
retired. It is therefore impossible to compare scores on the factors work connections
and proactivity in a social context.
The researcher only can compare the current study and Bullen and Onyx’s
(1998) study on results on the other seven factors. These factors included
participation in local community, feelings of trust and safety, neighbourhood
connections, family and friends’ connections, tolerance of diversity, value of life, and
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general social capital. These seven original factors comprised the same questions in
both Australia and Taiwan; thus it was possible to compare scores on these measures.
Another major difference between Bullen and Onyx’s (1998) data and this
study’s results is the age distribution of participants. While participants in Bullen and
Onyx’s survey were aged 15 years and over, but the age distribution of the
participants in the current study was 65 years and over. It seems that Bullen and
Onyx recruited participants in a more general population than the current study.
However, the comparison of ISC scores between Bullen and Onyx’s study and the
current study’s could provide some indications of differences in the meaning of ISC
between Australia and Taiwan.
Table 4.35 shows the descriptive comparison between the seven original
factors of ISC in Bullen and Onyx’s (1998) data and the results of the current study.
On five of the seven social capital subscales, the two nations attained a similar mean
score. These were for participation in local community, neighbourhood connections,
tolerance of diversity, value of life, and general social capital. However, scores on
the other two subscales are quite different. In Bullen and Onyx’s sample, the mean
score index for family and friends’ connections was 10 points higher than for that for
the current study. In contrast, participants in the current study had a higher mean

171

score index for the subscale of feeling of trust and safety than that of Bullen and
Onyx’s sample.

Table 4.35
ISC Subscale by Nation
Variable

M

SD

95% CI

Max

Mean Score
Index

Australia4 (n = 1,211)
Participation in local
community

13.0

5.0

[12.7, 13.3]

28

46.4

Feeling of trust and safety

12.9

3.5

[12.7, 13.1]

20

64.5

Neighbourhood connections

13.9

3.5

[13.7, 14.1]

20

69.5

Family and friends’
connections

9.3

2.0

[9.2, 9.4]

12

77.5

Tolerance of diversity

5.6

1.8

[5.5, 5.7]

8

70.0

Value of life

5.6

1.6

[5.6, 5.7]

8

70.0

General social capital

6.4

1.4

[6.3, 6.4]

8

80.0

Taiwan (n = 404)
Participation in local
community

13.8

6.0

[13.0, 14.5]

28

49.3

Feeling of trust and safety

14.5

3.3

[14.1, 15.0]

20

72.5

Neighbourhood connections

13.6

3.3

[13.2, 14.1]

20

68.0

Family and friends’
connections

8.1

2.2

[7.8. 8.4]

12

67.5

Tolerance of diversity

5.5

1.8

[5.3, 5.8]

8

68.8

Value of life

5.7

2.2

[5.5, 5.9]

8

71.3

General social capital

6.2

1.8

[6.0, 6.4]

8

77.5

Note. Mean score index = (mean/max) *100%.

4

More detailed information about Australian social capital in five communities in New South Wales

can be found in Bullen and Onyx’s (2005) publication.
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4.6 Chapter Summary
Sections 4.1 and 4.2 of this chapter contained an overall description of the
research participants’ characteristics, ISC, and individual QOL. In Section 4.3, some
demographic characteristics were confirmed as predictors of QOL or ISC. The
predictors of QOL included gender, age, employment, and living arrangements.
Women had higher scores on objective productivity than did men. In contrast, men
had higher scores on objective safety then did women. Generally, younger
participants reported higher OQOL and SQOL scores than those in older age groups.
Scores on subjective emotional wellbeing were higher for participants who did not
have work than for those who had work. Participants who lived with relatives had
higher scores on objective productivity than those who lived alone. Participants who
lived with spouse had higher scores on subjective emotional wellbeing then those
who lived alone.
The findings of the hypotheses tests, presented in Section 4.4, supported all
three hypotheses: CCC users had better ISC than non-users, CCC users had better
QOL than non-users, and people with higher ISC had better QOL. In Section 4.5,
comparisons between Australia and Taiwan on ISC showed that the two samples
performed dissimilarly on only two ISC subscales. The first was connections with
family and friends, for which Australia had a higher mean score index than Taiwan.
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The second was feelings of trust and safety, for which Taiwan attained a higher
score.
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Chapter 5: Findings for
Organisational Social Capital and Wellbeing
This chapter presents the second part of the analysis of this study. It focuses on
the characteristics and OSC of the CCCs in this study and the relationships between
these factors and the individual wellbeing of the participants who used the CCC
services. First, the characteristics of the sample of CCCs and descriptive statistics for
OSC are presented. In the second section, the CCCs’ characteristics are presented and
compared. This is followed by an exploratory analysis of the relationship between
OSC and CCC characteristics. Finally, the results from the statistical hypothesis
testing are described.

5.1 Characteristics of Community Care Centres
In this section, the profiles of the CCCs are developed using frequency
distribution analysis and bar charts. All CCCs were recruited in Kaohsiung City,
Taiwan. The following sections describe the CCCs’ employees and volunteers,
funding, and board members’ characteristics. Altogether, the characteristics of 17
CCCs are presented in this part of the study.
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5.1.1 Numbers of employees.
Most commonly, CCCs had 1 full-time or part-time employee at least.
However, there were 6 CCCs that did not have any full-time or part-time employees
(see Figure 5.1).

7
6
5
4
3
2
Numbers of CCCs

1
0

Figure 5.1. Numbers of employees.
5.1.2 Volunteer contributions to community care centres.
The number of volunteers working at CCCs ranged from one to more than 40
people and the total volunteer hours was more than 2,000 hours (see Table 5.1).
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Table 5.1
Status of Volunteers
Variable

N

%

Total numbers of volunteers
1 to 20

3

18

21 to 40

8

47

41 or more

6

35

Total
Total hours of volunteer time

17

100

Less than 1,000

7

41

1,001 to 2,000

2

12

2,001 or more

8

47

17

100

Total

5.1.3 Status of funding.
Most CCCs received government funding and almost half received donations
(see Table 5.2). The average amount of donations received by six CCCs was A$2,123.
Of the 13 centres that received government funding, the average amount received was
A$5,111. Generally, the CCCs received more financial support from government
funding than from donations.
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Table 5.2
Status of Funding
Variable

N

%

Yes

6

35

No

11

65

Total

17

100

Less than A$1,000

2

33

More than A$1,001

4

67

Total

6

100

Yes

13

77

No

4

23

17

100

Less than A$5,000

11

85

More than A$5,001

2

15

17

100

Donations received

Total amount received from donations

Government funding received

Total
Total amount received from government funding

Total

5.1.4 Board members’ qualifications.
Generally, the board members of the CCCs had college degrees and
professional skills and were well known in the community. Most board members had
responsibilities that included engaging in strategic planning, board development
activities, acquisition of resources, and conflict resolution. The majority of board
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members of the CCCs had more than two years of experience working in the social
welfare field (see Table 5.3).

Table 5.3
Information on Board Members (N = 17)
None

1 to 2
People

3 to 5
People

Almost
All

N

N

%

N

%

N

%

N who had a college degree

6 35 7

41

2

12

2

12

N who had a graduate degree

14 83 2

12

1

5

0

0

N who were considered major donors to the
CCC

8 47 3

18

1

6

5

29

N with a professional skill useful to the
CCC

4 24 6

35

6

35

1

6

N who were well known in the community

4 24 7

41

4

24

2

11

N who engaged in strategic planning

3 18 6

35

2

12

6

35

N board members who engaged in board
development activities

1

6 5

29

3

18

8

47

N of board members who engaged in the
acquisition of resources

7 41 5

29

2

12

3

18

N of board members who engaged in
conflict resolution

3 18 10

59

3

17

1

6

N of board members with more than two
years of working experience in welfare
services

3 18 9

53

2

12

3

17

N of board members with more than five
years of working experience in welfare
services

7 41 8

47

1

6

1

6

Variable

%
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5.1.5 Descriptive results of organisational-level social capital.
Table 5.4 presents the OSC scores of the CCCs. When the scores were
converted to percentages in Table 5.4 (mean score index) and compared, the subscale
ethics of reciprocity had the highest mean score index and both bridging social capital
and bonding social capital subscales had the lower mean score indices than other
subscales.

Table 5.4
OSC Subscale and Total Scores
OSC Subscale

M

SD 95% CI

Mean Score Index

Bridging social capital 7.2

1.8 [ 6.3, 8.2]

60.0

Bonding social capital

7.2

1.7 [ 6.3, 8.1]

60.0

Receiving assistance

6.1

1.6 [ 5.2, 6.9]

76.3

Giving back

8.5

2.3 [ 7.3, 9.6]

70.8

Ethics of reciprocity

3.5

0.5 [ 3.3, 3.8]

87.5

Overall

32.5 6.3 [29.2, 35.7] 67.7

Note. Mean score index = (mean/max) *100%.

5.2 Comparisons of Community Care Centre’s Characteristics
This section explores the differences in the characteristics of the 17 different
CCCs investigated in this study. Table 5.5 shows the characteristics of each
individual CCC compared with the average of sample. For example, centre A did not
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have any full-time or part-time employees. The average of both the full-time and
part-time employees was one. Therefore, on these two characteristics, centre A had a
lower performance than the average. In addition, at Centre A the number of volunteers
and total hours of volunteer time were below average, the total funding from donations
was below average, and the total government funding was above average. Centre A
also attained higher than average results for the number of its board members who
were major funding supporters of the CCCs, who had applicable professional skills,
and who were well known in the community.
According to Table 5.5, the total number of characteristics rated as higher
than average (higher performance) for each CCC can be calculated. Centre B, F, J, K,
and M performed the best. All these five centres had better performance than average
on 11 characteristics. In contrast, Centre E and Q performed the worst out of all CCCs
assessed. Other CCCs’ performance on characteristics could be found in Table 5.5.
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Table 5.5
Results of Each CCC’s Characteristics Compared with the Average for the Sample
CCC Characteristics
A B C D E
F
G H
N employees
★
★ ★ ★
★
N volunteers
★
★
★
Total hours of volunteer time
★ ★ ★
★ ★
Total amount received from donations
★
★ ★
Total amount received from government funding
★
★
★ ★ ★
N board members with a college degree
★
★
N board members with a graduate degree
★
★
N board members major donors to the CCC
★ ★
★
N board members with a useful professional skill
★ ★
N board members well known in the community
★ ★
N board members engaged in strategic planning
★
★
N board members engaged in board development
★
N board members engaged in the acquisition of resources
★
★
N board members engaged in conflict resolution
★
N board member with 2+ years’ experience in welfare
★ ★ ★
★
N board members with 5+ years’ experience in welfare
★
★
Note. A~Q = the ID of CCCs, ★ means having higher performance than the average of 17 CCCs.

I
★

★
★
★
★
★
★

J

K

★
★

★
★
★

★
★
★
★
★
★
★
★
★

L
★
★

★
★
★
★
★
★
★
★
★

M
★
★
★
★
★

N

O
★

P
★

★

★
★

★

★

★
★
★

★
★

★
★
★

★
★
★

★

Q
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5.3 Exploratory Analysis of Organisational-level Social Capital and
Community Care Centres’ Characteristics
This section examines the relationships between OSC and the CCCs’
characteristics, using correlation analyses and one-way ANOVAs. These exploratory
analyses helped identify the influence of CCCs’ characteristics on OSC. All
statistically significant results are discussed below. Because of the large number of
exploratory analyses undertaken in this section, on most outcome measures detailed
results will be presented only for analyses that indicated statistically significant group
differences.
5.3.1 Number of employees.
According to Table 5.6, only one subcategory of OSC (receiving assistance)
was related to the number of employees: OSC had a negative correlation with the
number of part-time employees. This meant that CCCs received more financial or
professional support from other organisations when they hired fewer part-time
workers.
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Table 5.6
Correlations Between OSC and Numbers of Employees (N = 17)
OSC

Correlations with

Correlations with

full-time employees

part-time employees

Overall scores

-.01

-.45

Bridging social capital

-.01

-.27

Bonding social capital

-.19

-.46

Receiving assistance

-.07

-.58*

.23

-.19

-.17

-.38

Giving back
Ethics of reciprocity
Note. * p < .05.

5.3.2 Volunteer contributions to CCCs.
Correlational analyses (using Pearson’s correlation coefficient) between OSC
and both the number of volunteers and hours of volunteer time showed that the overall
score on OSC correlated positively with the number of volunteers, as shown in Table
5.7. However, only one subcategory of OSC (bonding social capital) had a positive
correlation with the total numbers of volunteers. The overall score, as well as three of
the subcategories (bridging social capital, bonding social capital and giving back) of
OSC, had positive correlations with the number of hours of volunteer time. These four
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domains of OSC all had a medium-sized positive correlation with hours of volunteer
time.

Table 5.7
Correlations Between OSC and Status of Volunteers (N = 17)
OSC

Correlations with total

Correlations with total

numbers of volunteers

hours of volunteer time

Overall scores

.54*

.71*

Bridging social capital

.46

.55*

Bonding social capital

.58*

.60*

Receiving assistance

.43

.45

Giving back

.42

.70*

Ethics of reciprocity

.04

.23

Note. * p < .05.

5.3.3 Status of funding.
Table 5.8 indicates the results of the correlational analyses (using Pearson’s
correlation coefficient) of OSC with funding from donations and government funding.
Two subcategories of OSC (bridging social capital and bonding social capital) had a
medium-sized positive correlation with the total amount of donations received by the
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CCCs in this study. In contrast, no aspects of OSC correlated significantly with the
total amount of government resources acquired.

Table 5.8
Correlations Between OSC and Financial Resources (N = 17)
OSC

Correlations with

Correlations with

donations

Government funding

Overall scores

.43

.14

Bridging social capital

.50*

.21

Bonding social capital

.51*

.01

Receiving assistance

.22

.06

Giving back

.29

.18

-.10

-.06

Ethics of reciprocity
Note. * p < .05.

5.3.4 Board members’ qualifications.
Table 5.9 and 5.10 present the statistically significant results of the one-way
ANOVAs of OSC by board members’ qualifications. Only one qualification
(numbers of board members who have a college degree) had a statistically significant
correlation with OSC. The overall scores of OSC and the scores for bridging social
capital and bonding social capital were higher for CCCs with three to five board
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members with a college degree than for those that had no board members with a
college degree. No other information on board members was significantly associated
with OSC scores.

Table 5.9
Descriptive results of OSC subscale scores by Number of Board Members with a
College Degree
Overall OSC
scores

Bridging
social capital

Bonding
social capital

N

M

SD

M

SD

M

SD

No board members

6

29.2

5.3

6.5

1.4

6.7

1.2

1-2 board members

7

31.1

4.3

7.0

1.4

6.7

1.3

3-5 board members

2

43.0

7.1

10.5

2.1

10.0

2.8

Almost all board members

2

36.5

2.1

7.0

.0

8.0

1.4
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Table 5.10
One-way ANOVAs of OSC by Number of Board Members with a College Degree (N =
17)
OSC
Variable

df

SS

MS

F

Post hoc

4.64*

3>1

4.18*

3>1

3.43*

3>1

Overall scores
Between group
Within group

3

332.0

110.7

13

310.2

23.9

Bridging social capital
Between group
Within group

3

25.1

8.4

13

26.0

2.0

Bonding social capital
Between group
Within group

3

21.4

7.1

13

27.0

2.1

Note. *p < 0.05, **p < 0.01, ***p < 0.001, SS = sum of square, MS = mean square,
post hoc = post hoc comparison, a Four groups of board members: 1 = none, 2 = 1 to 2
people, 3 = 3 to 5 people, 4 = almost all.

5.3.5 Comparisons of CCCs’ characteristics.
The comparisons of CCCs on characteristics were set out in section 5.2. For
each CCC, the number of characteristics on which they received higher than average
scores (out of 17) was counted and labelled Number of strengths.
This section explores the association between OSC and number of strengths
using Pearson’s correlation coefficient (see Table 5.11).
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It shows that the overall scores of OSC, bridging social capital, bonding social
capital, and giving back had medium-sized positive correlations with number of
strengths. The distribution of OSC and the total number of strengths in Figure 5.2 also
supported this finding: the reference line indicates a positive relationship between
OSC and the total number of strengths.

Table 5.11
Correlations Between OSC and Total Number of Higher Performance Rating
Characteristics of Each CCC (N = 17).
Correlation with Number of strengths
Overall OSC

0.61*

Bridging social capital

0.53*

Bonding social capital

0.53*

Receiving assistance

0.41

Giving back

0.58*

Ethics of reciprocity

0.07

Note. *p < .05
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Figure 5.2. Scatter plot of overall OSC scores and total number strengths of each
CCC.

5.4 Results of Hypothesis Testing
This section presents the findings of the correlational analyses of the
hypothesis regarding the relationship between OSC and individual wellbeing. It is
based on organisational-level model, which can be found in Chapter 3 (see Figure
3.3). The hypothesis was ‘H4: Organisational-level social capital will be positively
associated with participants’ wellbeing’.
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Table 5.12 indicates the results of the correlational analyses (using Pearson’s
correlation coefficient) of OSC and QOL. OSC was correlated with only two
subcategories of SQOL: intimacy and place in the community, but these correlations
were low. No subcategories of OQOL had a significant correlation with OSC. As a
result, H4 was not supported.
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Table 5.12
Correlations Between OSC and Wellbeing of CCC Users
Variables

Overall
OSC
scores

Bridging
social
capital

Bonding
social
capital

Receiving
assistance

Giving
back

Ethics of
reciprocity

OQOL
Material wellbeing

-.11

.11

-.01

-.02

-.10

.13

.05

-.07

.00

-.05

.07

-.06

Productivity

-.08

.06

.03

.02

-.12

.08

Intimacy

-.03

.05

-.08

-.01

.02

.03

Safety

-.08

.04

-.07

-.14

.03

.06

Place in the
community

.01

.00

-.03

-.10

.04

-.05

Emotional
wellbeing

.00

-.03

-.05

-.11

-.02

-.02

Material wellbeing

-.03

.04

-.06

-.07

.09

.01

Health

-.06

.04

-.09

.01

-.02

.04

Productivity

-.11

.05

-.11

-.10

-.03

.03

.00

.04

-.08

-.11

.15*

.02

Safety

-.05

.08

-.03

-.07

.06

.05

Place in the
community

-.11

.04

-.15

-.16*

-.04

.02

Emotional
wellbeing

-.04

.05

-.07

-.02

.07

.04

Health

SQOL

Intimacy

Note. *p < .05.

Due to the fact that H4 was not supported, it was not necessary to test the
overall relationship between QOL and OSC using SEM. The hypothesis that there
would be a positive relationship between QOL and OSC was rejected.
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5.5 Chapter Summary
In this chapter, Section 5.1 drew a clear, overall picture of the CCCs’
characteristics and OSC. Section 5.2 showed the total number of strengths of the
CCCs. By comparing the performance of the 17 CCCs according to these
characteristics, it was found that five centres performed better than average on more
than half of the CCCs’ characteristics. These five centres had better access to human
and financial resources, greater financial resources, and more qualified board
members than the other 12 centres.
In Section 5.3, some CCCs’ characteristics were confirmed as factors that were
associated with OSC and some subcategories of individual QOL. All subscales of
OSC had medium-sized positive correlations with the total hours of volunteer time
contributed to the CCCs in this study. Bridging social capital had a medium-sized
positive correlation with the total amount of donations received and was higher for
CCCs that had three to five board members with a college degree than for those that
had no board members with a college degree. OSC also had a medium-sized positive
correlation with the total number of strength of CCCs.
In Section 5.4, H4 was tested using correlational analysis and was rejected.
There was no relationship between OSC and individual QOL.
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Chapter 6: Multi-level Results for Individual-level Social
Capital, Organisational-level Social Capital, and Wellbeing
This chapter presents the final part of the quantitative analyses from this study.
It focuses on the multi-level results, which involve the relationships between ISC,
OSC, and wellbeing. The first section of this chapter explores the predictors of each
subcategory of wellbeing using regression analysis. Then the relationships between
ISC, OSC, and each subcategory of wellbeing are described using mixed model
analysis. Finally, the overall relationships between ISC, OSC, and wellbeing are
explored using SEM.

6.1 Level One Predictors of Wellbeing (Level One Predictor)
A stepwise multiple regression was conducted to evaluate whether personal
characteristics and ISC scores were necessary to predict participants’ wellbeing. The
personal characteristics used in this series of analyses included: gender (male coded 1,
female coded 2); age (continuous variable); marital status (dichotomous variable
coded 1 = married 0 = not married); living arrangements (ordinal variable from 0 =
living with a spouse to 2 = living alone); education (ordinal variable from 0 = no
schooling to 5 = university and higher); employment (dichotomous variable coded 0 =
no work 1 = work); religion (ordinal variable from 0 = Buddhist to 2 = no religion);
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strength of belief (continuous variable); time living in the neighbourhood (continuous
variable); and usage of CCC services (dichotomous variable coded 0 = CCC users 0 =
CCC non-users). The ISC overall scores was used as a continuous variable.
Table 6.1 indicates the results of the multiple regression of participants’
personal characteristics and ISC onto OQOL. The regression equations for each
subcategory of OQOL were:


Objective material wellbeing = 13.18 + (2.15*education) – (0.06*age) – (0.41*
marital status)



Objective health = 16.14 – (0.06*age)



Objective productivity = 16.62 – (0.08*age)



Objective intimacy = 9.72 + (0.72*ISC) – (1.25*education)



Objective safety = 11.90 + (0.34*ISC) + (0.55*gender)



Objective place in the community = 5.03 + (0.81*ISC)



Objective emotional wellbeing = 9.84 + (0.51*ISC).

Generally, ISC was the most common predictor of OQOL, appearing as a
significant independent predictor in four of the seven equations. ISC also obtained the
largest beta weight in these four equations, which demonstrated that ISC made the
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largest contribution to the regression equation, while holding all the other predictor
variables constant.
Table 6.1
Regression Analysis (Stepwise) Summary for Participant Variables Predicting
Objective Wellbeing
Variable DV

R2

p

Variable IV

B

SE B

0.11

<0.001

2.16

IV: Age
IV: Marital status

β

t

p

0.43

0.24

5.03

<0.001

-0.06

0.02

-0.18

-3.76

<0.001

-0.41

0.17

-0.11

-2.35

0.019

DV: Objective health

0.03

0.00

IV: Age

-0.06

0.02

-0.17

-3.45

0.001

0.08

<0.001

-0.08

0.02

-0.25

-5.01

<0.001

0.11

<0.001

0.72

0.11

0.31

6.39

<0.001

IV: Education

-1.21

0.49

-0.12

-2.45

0.015

DV: Objective safety

0.05

<0.001

IV: ISC

0.34

0.10

0.18

3.60

<0.001

IV: Gender

0.55

0.22

0.13

2.54

0.012

0.15

<0.001

0.81

0.10

0.37

7.77

<0.001

0.06

<0.001

0.51

0.09

0.26

5.47

<0.001

DV: Objective material wellbeing
IV: Education

DV: Objective productivity
IV: Age
DV: Objective intimacy
IV: ISC

DV: Objective place in the
community
IV: ISC
DV: Objective emotional
wellbeing
IV: ISC
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Table 6.2 indicates the results of the multiple regression of SQOL, participants’
personal characteristics and ISC. According to the results, the regression equations for
each subcategory of SQOL were:


Subjective material wellbeing = 65.70 + (1.87*ISC)



Subjective health = 66.65 + (2.27*ISC)



Subjective productivity = 61.23 + (2.30*ISC)



Subjective intimacy = 44.31 + (2.48*ISC)



Subjective safety = 75.45 + (1.83*ISC)



Subjective place in the community = 67.48 + (2.36*ISC)



Subjective emotional wellbeing = 69.93 + (2.37*ISC).

ISC was the only predictor in all the equations. This meant that all of the
subcategories of SQOL were best predicted only by ISC in this study.
In conclusion, ISC was the most powerful predictor of OQOL and SQOL.
Therefore, in the multi-level analysis, ISC was considered the only independent
variable in level one.
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Table 6.2
Regression Analysis (Stepwise) Summary for Participant Variables Predicting
Subjective Wellbeing
Variable DV

R2

p

Variable IV

B

SE B

0.05

<0.001

IV: ISC

1.87

0.56

DV: Subjective health

0.02

0.002

IV: ISC

2.27

0.94

0.03

0.001

2.30

0.71

0.05

<0.001

IV: ISC

2.48

0.69

DV: Subjective safety

0.04

<0.001

IV: ISC

1.83

0.59

0.04

<0.001

2.36

0.61

DV: Subjective material wellbeing

DV: Subjective productivity
IV: ISC
DV: Subjective intimacy

DV: Subjective place in the
community
IV: ISC

β

t

p

0.17

3.34

0.001

0.12

2.41

0.016

0.16

3.25

0.001

0.18

3.60

<0.001

0.15

3.09

0.002

0.19

3.88

<0.001

6.2 Multi-level Analysis for Each Subcategory of Wellbeing
Based on the multi-level model, which set out in Chapter 3 (see Figure 3.4), a
multi-level analysis was used in order to examine the three hypotheses addressed in
this section, which included:


H5: Participants’ wellbeing will vary across community care centres.



H6 : Individual-level social capital will influence participants’ wellbeing
across community care centres.
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H7: Organisational-level social capital will affect the relationship between
individual-level social capital and participants’ wellbeing across community
care centres.
Following Heck, Thomas, and Tabata’s (2010) suggestions, three models were

used to respond to these three hypotheses. The first model was the null model that
matched H5, the second was an individual-level model that matched H6, and the third
was an organisational-level model that matched H7. Tables 6.2.1 to 6.2.16 provide the
results of the hierarchical linear models for predicting 14 subcategories of QOL. All
the results are explained separately in the following sections.
6.2.1 Objective material wellbeing.
Table 6.3 presents the results of the multi-level analysis of objective material
wellbeing. For the null model, the intercept (or grand mean for objective material
wellbeing outcome) was estimated at 6.53. The variance component output indicated
that the initial variability in objective material wellbeing between CCCs (that is, the
intraclass correlation coefficient [ICC]5) was 0.088 [0.28/(0.28+2.92)]. The result of
the residual parameter suggested that there was a significant variance to be explained
within CCCs (Wald Z = 9.51, p < 0.05).

5

ICC = between centre variance / (between centre variance + within centre variance).
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For the individual-level model, the intercept was 5.03. The t-ratio (t = 2.00,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective material wellbeing. The result of the residual parameter suggested that,
after the introduction of ISC into the model, there was significant variance to be
explained within CCCs (Wald Z = 9.48, p < .05). The Wald Z test result indicated that,
even after controlling for participants’ ISC within CCCs, a statistically significant
amount of variation in outcomes still remained within the CCCs.
For the organisational-level model, the intercept was 5.59. After controlling
for OSC, the model suggested that ISC did not affect objective material wellbeing (t
= 1.94, p > .05). Similarly, after controlling for ISC, the results indicated that OSC
did not affect objective material wellbeing (t = -0.84, p > .05).
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Table 6.3
Hierarchical Linear Models Predicting Objective Material Wellbeing
Estimate

SE

6.53

0.18

df

t-ratio

p

Null model
Fixed effect
Intercept

13.15

Estimate of covariance

36.41

<.001

Wald Z

Residual

2.92

0.31

9.51

<.001

Intercept

0.28

0.21

1.34

.179

Intercept

5.03

0.77

196.24

6.53

<.001

ISC

0.02

0.01

193.90

2.00

.047

Individual-level model
Fixed effect

Random effect
Intercept

0.31

Estimate of covariance

Wald Z

Residual

2.87

0.30

9.48

<.001

Intercept

0.31

0.22

1.41

.158

Intercept

5.59

1.01

63.93

5.49

<0.001

ISC

0.02

0.02

192.33

1.94

0.054

OSC

-0.02

0.01

11.57

-0.84

0.415

Organisational-level model
Fixed effect

Random effect
Intercept

0.31

Estimate of covariance

Wald Z

Residual

2.87

0.30

9.48

<0.001

Intercept

0.31

0.23

1.36

0.174
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6.2.2 Objective health.
Table 6.4 presents the results of the multi-level analysis of objective health.
For the null model, the intercept was estimated at 11.63. The variance component
output indicated that the initial variability in objective health between CCCs was 0.036
[0.21/(0.21+5.57)]. The result of the residual parameter suggested that there was a
significant variance to be explained within CCCs (Wald Z = 13.83, p < 0.05).
For the individual-level model, the intercept was 11.31. The t-ratio (t = 11.02,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to the scores of objective health. The result of the residual parameter suggested that,
after the introduction of ISC into the model, there was significant variance to be
explained within CCCs (Wald Z = 9.43, p < .05). The Wald Z test result indicated that,
even after controlling for participants’ ISC within CCCs, a statistically significant
amount of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 10.94. After controlling
for OSC, the model suggested that ISC did not affect objective health (t = 0.50, p
> .05). Similarly, after controlling for ISC, the results indicated that OSC did not
affect objective health (t = 0.42, p > .05).
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Table 6.4
Hierarchical Linear Models Predicting Objective Health
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

11.63

0.16

11.18

Estimate of covariance

70.53

<0.001

Wald Z

Residual

5.57

0.40

13.83

<0.001

Intercept

0.21

0.19

1.12

0.263

11.31

1.03

196.01

11.02

<.001

0.01

0.01

193.72

0.48

.629

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

0.52

Estimate of covariance

Wald Z

Residual

5.10

0.54

9.43

<.001

Intercept

0.52

0.40

1.31

.193

10.94

1.36

57.98

8.01

<.001

ISC

0.01

0.01

191.45

0.50

.615

OSC

0.01

0.03

10.49

0.42

.681

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

0.58

Estimate of covariance

Wald Z

Residual

5.09

0.54

9.43

<.001

Intercept

0.58

0.44

1.32

.186
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6.2.3 Objective productivity.
Table 6.5 presents the results of the multi-level analysis of objective
productivity. For the null model, the intercept was estimated at 9.83. The variance
component output indicated that the initial variability in objective productivity
between CCCs was 0.088 [0.41/(0.41+4.23)]. The result of the residual parameter
suggested that there was a significant variance to be explained within CCCs (Wald Z =
9.59, p < .05).
For the individual-level model, the intercept was 7.69. The t-ratio (t = 2.38,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective productivity. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.56, p < .05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 8.08. After controlling
for OSC, the model suggested that ISC affected objective productivity (t = 2.35,
p < .05). However, after controlling for ISC, the results indicated that OSC did not
affect objective productivity (t = -0.49, p > .05).
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Table 6.5
Hierarchical Linear Models Predicting Objective Productivity
Estimate

SE

df

9.83

0.21

15.85

t-ratio

p

Null model
Fixed effect
Intercept
Estimate of covariance

46.04

<.001

Wald Z

Residual

4.23

0.44

9.59

<.001

Intercept

0.41

0.23

0.15

.145

Intercept

7.69

0.92

196.57

8.33

<.001

ISC

0.03

0.01

194.45

2.38

.018

Individual-level model
Fixed effect

Random effect
Intercept

0.46

Estimate of covariance

Wald Z

Residual

4.10

0.43

9.56

<.001

Intercept

0.46

0.29

1.60

.158

Intercept

8.08

1.23

70.71

6.55

<.001

ISC

0.03

0.01

192.73

2.35

.020

OSC

-0.01

0.02

14.26

-0.49

.629

Organisational-level model
Fixed effect

Random effect
Intercept

0.50

Estimate of covariance

Wald Z

Residual

4.10

0.43

9.56

<0.001

Intercept

0.50

0.31

1.58

0.113
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6.2.4 Objective intimacy.
Table 6.6 presents the results of the multi-level analysis of objective intimacy.
For the null model, the intercept was 10.05. The variance component output indicated
that the initial variability in objective intimacy between CCCs was 0.031
[0.23/(0.23+7.19)]. The result of the residual parameter suggested that there was a
significant variance to be explained within CCCs (Wald Z = 9.65, p < .05).
For the individual-level model, the intercept was 4.84. The t-ratio (t = 4.67,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective intimacy. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.63, p < .05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCS.
For the organisational-level model, the intercept was 4.79. After controlling
for OSC, the model suggested that ISC affected objective intimacy (t = 4.62, p < .05).
However, after controlling for ISC, the results indicated that OSC did not affect
objective intimacy (t = 0.10, p > .05).
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Table 6.6
Hierarchical Linear Model Predicting Objective Intimacy
Estimate

SE

df

10.05

0.23

17.57

t-ratio

p

Null model
Fixed effect
Intercept
Estimate of covariance

44.65

<.001

Wald Z

Residual

7.19

0.74

9.65

<.001

Intercept

0.23

0.28

0.83

.405

Intercept

4.84

1.13

192.66

4.29

<.001

ISC

0.08

0.02

197.84

4.67

<.001

Individual-level model
Fixed effect

Random effect
Intercept

0.09

Estimate of covariance

Wald Z

Residual

6.60

0.68

9.63

<.001

Intercept

0.09

0.22

0.44

.661

Intercept

4.79

1.38

108.78

3.47

.001

ISC

0.08

0.02

197.00

4.62

<.001

OSC

0.00

0.02

15.66

0.10

.920

Organisational-level model
Fixed effect

Random effect
Intercept

0.13

Estimate of covariance

Wald Z

Residual

6.61

0.69

9.62

<0.001

Intercept

0.13

0.24

0.57

0.578
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6.2.5 Objective safety.
Table 6.7 presents the results of the multi-level analysis of objective safety. For
the null model, the intercept was 11.86. The variance component output indicated that
the initial variability in objective safety between CCCs was 0.025 [0.11/(0.11+4.17)].
The result of the residual parameter suggested that there was a significant variance to
be explained within CCCs (Wald Z = 9.65, p < .05).
For the individual-level model, the intercept was 9.58. The t-ratio (t = 2.60,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective safety. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.64, p < .05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 10.07. After controlling
for OSC, the model suggested that ISC affected objective safety (t = 2.50, p < .05).
However, after controlling for ISC, the results indicated that OSC did not affect
objective safety (t = -0.77, p > .05).

208

Table 6.7
Hierarchical Linear Model Predicting Objective Safety
Estimate

SE

df

11.86

0.17

17.35

t-ratio

p

Null model
Fixed effect
Intercept
Estimate of covariance

70.64

<.001

Wald Z

Residual

4.17

0.43

9.65

<.001

Intercept

0.11

0.15

0.75

.459

Intercept

9.58

0.89

194.03

10.76

<.001

ISC

0.03

0.01

198.00

2.60

.010

Individual-level model
Fixed effect

Random effect
Intercept

0.09

Estimate of covariance

Wald Z

Residual

4.07

0.42

9.64

<.001

Intercept

0.09

0.14

0.64

.522

10.07

1.09

111.10

9.20

<.001

ISC

0.03

0.01

196.92

2.50

.013

OSC

-0.01

0.02

17.09

-0.77

.455

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

0.11

Estimate of covariance

Wald Z

Residual

4.06

0.42

9.64

<.001

Intercept

0.11

0.15

0.72

.469
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6.2.6 Objective place in the community.
Table 6.8 presents the results of the multi-level analysis of objective place in
the community. For the null model, the intercept was 7.68. The variance component
output indicated that the initial variability in objective place in the community between
CCCs was 0.036 [0.18/(0.18+4.84)]. The result of the residual parameter suggested
that there was a significant variance to be explained within CCCs (Wald Z = 9.50,
p < .05).
For the individual-level model, the intercept was 3.69. The t-ratio (t = 4.34,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective place in the community. The result of the residual parameter suggested
that, after the introduction of ISC into the model, there was significant variance to be
explained within CCCs (Wald Z = 9.36, p < .05). The Wald Z test result indicated that,
even after controlling for participants’ ISC within CCCs, a statistically significant
amount of variation in outcome still remained within CCCS.
For the organisational-level model, the intercept was 3.38. After controlling
for OSC, the model suggested that ISC did not affect objective place in the
community (t = 4.33, p < .05). However, after controlling for ISC, the results
indicated that OSC did not affect objective place in the community (t = 0.32, p > .05).
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Table 6.8
Hierarchical Linear Model Predicting Objective Place in Community
Estimate

SE

df

0.19

12.12

t-ratio

p

Null model
Fixed effect
Intercept

7.68

Estimate of covariance

40.72

<.001

Wald Z

Residual

4.84

0.51

9.50

<.001

Intercept

0.18

0.24

0.76

.450

Intercept

3.69

0.93

185.23

3.95

<.001

ISC

0.06

0.01

196.94

4.34

<.001

Individual-level model
Fixed effect

Random effect
Intercept

0.03

Estimate of covariance

Wald Z

Residual

4.55

0.49

9.36

<.001

Intercept

0.03

0.19

0.18

.858

Intercept

3.38

1.14

78.70

2.98

.004

ISC

0.06

0.01

196.95

4.33

<.001

OSC

0.01

0.03

8.47

0.53

.415

Organisational-level model
Fixed effect

Random effect
Intercept

0.07

Estimate of covariance

Wald Z

Residual

4.54

0.48

9.36

<.001

Intercept

0.07

0.21

0.32

.752
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6.2.7 Objective emotional wellbeing.
Table 6.9 presents the results of the multi-level analysis of objective emotional
wellbeing. For the null model, the intercept was estimated at 11.30. The variance
component output indicated that the initial variability in objective emotional wellbeing
between CCCs was 0.096 [0.39/(0.39+3.66)]. The result of the residual parameter
suggested that there was a significant variance to be explained within CCCs (Wald Z =
9.55, p < .05).
For the individual-level model, the intercept was 8.40. The t-ratio (t = 3.52,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to objective emotional wellbeing. The result of the residual parameter suggested that,
after the introduction of ISC into the model, there was significant variance to be
explained within CCCs (Wald Z = 9.57, p < .05). The Wald Z test result indicated that,
even after controlling for participants’ ISC within CCCs, a statistically significant
amount of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 5.83. After controlling
for OSC, the model suggested that ISC affected objective emotional wellbeing (t =
3.50, p < .05). Similarly, after controlling for ISC, the results indicated that OSC did
not affect objective emotional wellbeing (t = 0.06, p > .05).
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Table 6.9
Hierarchical Linear Model Predicting Emotional Wellbeing
Estimate

SE

df

11.30

0.21

14.54

t-ratio

p

Null model
Fixed effect
Intercept
Estimate of covariance

54.89

<.001

Wald Z

Residual

3.66

0.38

9.55

<.001

Intercept

0.39

0.26

1.48

.140

Intercept

8.40

0.85

196.42

9.93

<.001

ISC

0.04

0.01

194.97

3.52

.001

Individual-level model
Fixed effect

Random effect
Intercept

0.33

Estimate of covariance

Wald Z

Residual

3.47

0.36

9.57

<.001

Intercept

0.33

0.23

1.42

.153

Intercept

8.36

1.12

70.39

7.46

<.001

ISC

0.04

0.01

192.94

3.50

.001

OSC

0.00

0.02

13.28

0.06

.950

Organisational-level model
Fixed effect

Random effect
Intercept

0.38

Estimate of covariance

Wald Z

Residual

3.47

0.36

9.54

<.001

Intercept

0.38

0.26

1.46

.144
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6.2.8 Subjective material wellbeing.
Table 6.10 presents the results of the multi-level analysis of subjective material
wellbeing. For the null model, the intercept was 70.63. The variance component output
indicated that the initial variability in subjective material wellbeing between CCCs
was 0.032 [3.83/(3.83+114.19)]. The result of the residual parameter suggested that
there was significant variance to be explained within CCCs (Wald Z = 9.58, p < .05).
For the individual-level model, the intercept was 62.17. The t-ratio (t = 1.82, p
> .05) associated with ISC indicated that participants’ ISC was not significantly
related to subjective material wellbeing.
For the organisational-level model, the intercept was 62.96. After controlling
for OSC, the model suggested that ISC did not affect subjective material wellbeing (t
= 1.76, p > .05). Similarly, after controlling for ISC, the results indicated that OSC
did not affect subjective material wellbeing (t = -0.19, p > .05).
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Table 6.10
Hierarchical Linear Model Predicting Subjective Material Wellbeing
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

70.63

0.90

14.52

Estimate of covariance

78.17

<.001

Wald Z

Residual

114.19

11.92

9.58

<.001

Intercept

3.83

4.92

0.75

.436

62.17

4.71

192.30

13.20

<.001

0.12

0.07

197.98

1.82

.070

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

2.36

Estimate of covariance

Wald Z

Residual

113.95

11.95

9.53

<.001

Intercept

2.36

4.55

0.52

.605

62.96

5.81

92.67

10.84

<.001

ISC

0.12

0.07

197.84

1.76

.080

OSC

-0.02

0.10

12.23

-0.19

.855

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

3.22

Estimate of covariance

Wald Z

Residual

113.90

11.95

9.53

<.001

Intercept

3.22

5.07

0.67

.525
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6.2.9 Subjective health.
Table 6.11 presents the results of multi-level analysis of subjective health. For
the null model, the intercept was 71. The result of the residual parameter suggested
that there was a significant variance to be explained within CCCs (Wald Z = 9.98,
p < .05).
For the individual-level model, the intercept was 53.14. The t-ratio (t = 2.25,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to subjective health. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.95, p < 0.05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 5.59. After controlling
for OSC, the model suggested that ISC affected subjective health (t = 2.17, p < .05).
However, after controlling for ISC, the results indicated that OSC did not affect
subjective health (t = -0.63, p > .05).
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Table 6.11
Hierarchical Linear Model Predicting Subjective Health
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

71.0

1.32

199

Estimate of covariance

53.70

<.001

Wald Z

Residual

349.60

35.05

9.98

Intercept

N/A

N/A

53.14

8.05

198

6.60

<0.001

0.25

0.09

198

2.25

.026

N/A

<.001
N/A

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

10.13

Estimate of covariance

Wald Z

Residual

342.60

34.43

9.95

<.001

Intercept

N/A

N/A

N/A

N/A

56.44

9.62

197.0

5.87

<.001

ISC

0.25

0.12

197.0

2.17

.032

OSC

-0.09

0.14

197.1

-.63

.530

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

N/A

Estimate of covariance

Wald Z

Residual

343.65

34.63

9.93

<.001

Intercept

N/A

N/A

N/A

N/A
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6.2.10 Subjective productivity.
Table 6.12 presents the results of the multi-level analysis of subjective
productivity. For the null model, the intercept was 67.56. The variance component
output indicated that the initial variability in subjective productivity between CCCs
was 0.014 [3.16/(3.16+219.48)]. The result of the residual parameter suggested that
there was a significant variance to be explained within CCCs (Wald Z = 9.55, p < .05).
For the individual-level model, the intercept was 54.70. The t-ratio (t = 2.02,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to subjective productivity. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.48, p < .05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 60.07. After controlling
for OSC, the model suggested that ISC did not affect subjective productivity (t = 1.86,
p > .05). Similarly, after controlling for ISC, the results indicated that OSC did not
affect subjective productivity (t = -1.31, p > .05).
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Table 6.12
Hierarchical Linear Model Predicting Subjective Productivity
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

67.56

1.14

12.7

Estimate of covariance

59.20

<.001

Wald Z

Residual

219.48

22.99

9.55

<.001

Intercept

3.16

8.34

0.38

.705

54.70

6.44

186.0

8.49

<.001

0.19

0.06

196.5

2.02

.045

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

0.65

Estimate of covariance

Wald Z

Residual

218.35

23.03

9.48

<.001

Intercept

0.65

7.73

0.08

.933

60.07

7.66

197.0

7.84

<.001

ISC

0.18

0.06

197.0

1.89

.061

OSC

-0.14

0.11

197.0

-1.31

.192

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

N/A

Estimate of covariance

Wald Z

Residual

218.16

21.98

Intercept

N/A

N/A

9.93
N/A

<.001
N/A
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6.2.11 Subjective intimacy.
Table 6.13 presents the results of the multi-level analysis of subjective
intimacy. For the null model, the intercept was 77.64. The variance component output
indicated that the initial variability in subjective intimacy between CCCs was 0.109
[16.89/(16.89+137.51)]. The result of the residual parameter suggested that there was
significant variance to be explained within CCCs (Wald Z = 9.59, p < .05).
For the individual-level model, the intercept was 69.18. The t-ratio (t = 1.63, p
> .05) associated with ISC indicated that participants’ ISC was not significantly
related to subjective intimacy.
For the organisational-level model, the intercept was 68.39. After controlling
for OSC, the model suggested that ISC did not affect subjective intimacy (t = 1.62, p
> .05). Similarly, after controlling for ISC, the results indicated that OSC did not
affect subjective intimacy (t = 0.19, p > .05).
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Table 6.13
Hierarchical Linear Model Predicting Subjective Intimacy
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

77.64

1.32

16.07

Estimate of covariance

58.94

<.001

Wald Z

Residual

137.51

14.34

9.59

<.001

Intercept

16.89

10.20

1.66

.098

69.18

5.34

196.54

12.96

<.001

0.12

0.08

194.49

1.63

.105

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

15.18

Estimate of covariance

Wald Z

Residual

137.03

14.34

9.56

<.001

Intercept

15.18

9.71

1.56

.118

Organisational-level model
Fixed effect
Intercept

68.39

7.15

69.83

9.56

<.001

ISC

0.12

0.08

192.61

1.62

.107

OSC

0.03

0.14

14.15

0.19

.853

Random effect
Intercept

16.96

Estimate of covariance

Wald Z

Residual

137.03

14.34

9.56

<.001

Intercept

16.96

10.67

1.59

.112
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6.2.12 Subjective safety.
Table 6.14 presents the results of the multi-level analysis of subjective safety.
For the null model, the intercept was 78.46. The variance component output indicated
that the initial variability in subjective safety between CCCs was 0.064
[7.14/(7.14+104.01)]. The result of the residual parameter suggested that there was a
significant variance to be explained within CCCs (Wald Z = 9.59, p < .05).
For the individual-level model, the intercept was 66.92. The t-ratio (t = 2.60,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to subjective safety. The result of the residual parameter suggested that, after the
introduction of ISC into the model, there was significant variance to be explained
within CCCs (Wald Z = 9.56, p < .05). The Wald Z test result indicated that, even
after controlling for participants’ ISC within CCCs, a statistically significant amount
of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 68.09. After controlling
for OSC, the model suggested that ISC affected subjective safety (t = 2.55, p < .05).
However, after controlling for ISC, the results indicated that OSC did not affect
subjective safety (t = -0.30, p > .05).
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Table 6.14
Hierarchical Linear Model Predicting Subjective Safety
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

78.46

0.98

15.63

Estimate of covariance

79.66

<.001

Wald Z

Residual

104.01

10.84

9.59

<.001

Intercept

7.14

5.72

1.25

.212

66.92

4.52

195.76

14.79

<.001

0.17

0.06

197.03

2.60

.010

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

5.68

Estimate of covariance

Wald Z

Residual

101.80

10.68

9.56

<.001

Intercept

5.68

5.19

1.09

.274

68.09

5.77

80.94

11.80

<.001

ISC

0.16

0.06

195.21

2.55

.012

OSC

-0.03

0.10

13.61

-0.30

.766

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

6.60

Estimate of covariance

Wald Z

Residual

101.79

10.65

9.56

<.001

Intercept

6.60

5.74

1.15

.250
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6.2.13 Subjective place in the community.
Table 6.15 presents the results of the multi-level analysis of subjective place in
the community. For the null model, the intercept was 73.91. The variance component
output indicated that the initial variability in subjective place in the community
between CCCs was 0.087 [12.07/(12.07+126.53)]. The result of the residual parameter
suggested that there was significant variance to be explained within CCCs (Wald Z =
9.53, p < .05).
For the individual-level model, the intercept was 60.55. The t-ratio (t = 2.71,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to subjective place in the community. The result of the residual parameter suggested
that, after the introduction of ISC into the model, there was a significant variance to
be explained within CCCs (Wald Z = 9.46, p < .05). The Wald Z test result indicated
that, even after controlling for participants’ ISC within CCCs, a statistically
significant amount of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 64.65. After controlling
for OSC, the model suggested that ISC affected subjective place in the community (t
= 2.62, p < .05). However, after controlling for ISC, the results indicated that OSC
did not affect subjective place in the community (t = -1.06, p > .05).
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Table 6.15
Hierarchical Linear Model Predicting Subjective Place in Community
Estimate

SE

df

t-ratio

p

Null model
Fixed effect
Intercept

73.91

1.18

13.59

Estimate of covariance

62.76

<.001

Wald Z

Residual

126.53

13.28

9.53

<.001

Intercept

12.07

8.86

13.36

.173

60.55

5.02

193.57

12.06

<.001

0.19

0.07

196.48

2.71

.007

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

7.56

Estimate of covariance

Wald Z

Residual

124.87

13.20

9.46

<.001

Intercept

7.56

7.42

1.01

.309

64.65

6.35

75.54

10.18

<.001

ISC

0.19

0.07

195.04

2.62

.010

OSC

-0.12

0.11

10.96

-1.06

.315

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

7.51

Estimate of covariance

Wald Z

Residual

124.82

13.18

9.47

<.001

Intercept

7.51

7.64

0.99

.174
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6.2.14 Subjective emotional wellbeing.
Table 6.16 presents the results of the multi-level analysis of subjective
emotional wellbeing. For the null model, the intercept was 77.47. The variance
component output indicated that the initial variability in subjective emotional
wellbeing between CCCs was 0.04 [6.30/(6.30+149.75)]. The result of the residual
parameter suggested that there was significant variance to be explained within CCCs
(Wald Z = 9.40, p < .05).
For the individual-level model, the intercept was 65.77. The t-ratio (t = 2.21,
p < .05) associated with ISC indicated that participants’ ISC was significantly related
to subjective emotional wellbeing. The result of the residual parameter suggested that,
after the introduction of ISC into the model, there was a significant variance to be
explained within CCCs (Wald Z = 9.36, p < .05). The Wald Z test result indicated that,
even after controlling for participants’ ISC within CCCs, a statistically significant
amount of variation in outcome still remained within CCCs.
For the organisational-level model, the intercept was 66.19. After controlling
for OSC, the model suggested that ISC affected subjective emotional wellbeing (t =
2.19, p < .05). However, after controlling for ISC, the results indicated that OSC did
not affect subjective emotional wellbeing (t = -0.11, p > .05).
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Table 6.16
Hierarchical Linear Model Predicting Subjective Emotional Wellbeing
Estimate

SE

df

1.07

10.03

t-ratio

p

Null model
Fixed effect
Intercept

77.47

Estimate of covariance

72.23

<.001

Wald Z

Residual

149.75

15.93

9.40

<.001

Intercept

6.30

8.48

0.74

.458

65.77

5.40

193.47

12.17

<.001

0.17

0.05

197.32

2.21

<.001

Individual-level model
Fixed effect
Intercept
ISC
Random effect
Intercept

6.30

Estimate of covariance

Wald Z

Residual

146.81

15.69

9.36

<.001

Intercept

6.30

8.56

0.74

.462

66.19

6.85

67.25

9.67

<.001

ISC

0.17

0.08

194.89

2.19

.030

OSC

-0.01

0.12

8.97

-0.11

.916

Organisational-level model
Fixed effect
Intercept

Random effect
Intercept

8.26

Estimate of covariance

Wald Z

Residual

146.46

15.65

9.38

<.001

Intercept

8.26

9.64

0.85

.393
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Overall, all 14 null models were constructed and computed. The ICCs in these
14 models were between 1.4 % - 10.9 %, suggesting that the majority of variance in
these 14 models was at the individual level. Table 6.17 summarises the results of the
hierarchical linear models for predicting QOL. In the individual-level models, ISC had
statistically significant effects on six subcategories of OQOL and five subcategories
of SQOL. In the organisational-level models, ISC had statistically significant effects
on five subcategories of OQOL and three subcategories of SQOL. However, no
subcategory of QOL was significantly associated with OSC. In conclusion, H5 and H6
were accepted; however, H7 was not supported.
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Table 6.17
Overall Results of Hierarchical Linear Model Predicting QOL
QOL

Null
Model

Individual
Model
(ISC)

Organisational
Model
OSC

ISC

Objective
Material wellbeing

★

★

Health

★

Productivity

★

★

★

Intimacy

★

★

★

Safety

★

★

★

Place in the community

★

★

★

Emotional wellbeing

★

★

★

Subjective
Material wellbeing

★

Health

★

★

Productivity

★

★

Intimacy

★

Safety

★

★

★

Place in the community

★

★

★

Emotional wellbeing

★

★

★

Note. * = had a statistically significant result.

6.3 Overall Relationship Between Individual-level Social Capital,
Organisational-level Social Capital, and Quality of Life
Exploring the overall relationship between ISC, OSC, and QOL was the main
purpose of this series of analyses. In order to address this purpose, two hypotheses
were investigated, including ‘H8: Individual-level social capital, organisational-level
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social capital, and participants’ wellbeing will be positively correlated’. All the
detailed information regarding the findings of these hypothesis tests is described
below.
In order to investigate H8, two structural equation path models were tested to
determine:
1. whether ISC and OSC predict OQOL (model five)
2. whether ISC and OSC predict SQOL (model six).
The function of models five and six were as follows. Model five was evaluated
to test the possibility that ISC and OSC predict OQOL for participants who used CCC
services. Model six was evaluated to test the possibility that ISC and OSC predict
SQOL for participants who used CCC services.
Both models were examined using the maximum likelihood estimation of the
SEM software—Amos 18.0. The results of the SEM test can be found in Table 6.18
and figures 6.1 and 6.2. According to the results, neither model was could be accepted
as good. Four indices of the SEM tests—χ2, GFI, RMSEA, and CFI—did not matched
the cut-off criteria. This meant that the relationship between parameters in these two
models were not stable or predictable.
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Figures 6.1 and 62 provided the estimated path for ISC, OSC, and QOL. In
both figures, the correlation between ISC and OSC was negative. This negative
correlation did not match the current study’s hypothesis that it would be positive.
In conclusion, models five and six were not accepted. This meant that the
positive correlation between QOL, ISC, and OSC was not supported in the results.
Therefore, H8 was rejected in this study.

Table 6.18
SEM Indices of Model Five and Six
Fix Index

Rejection Rule Model Five

Model Six

Absolute fit measure
χ2

p < .05

264.6*

216.4*

2.26

1.85

2

χ /df

>5

GFI

< .9

.868

.884

RMSEA

< .08

.080

.065

AGFI

< .8

.827

.848

CFI

< .9

.772

.851

< .5

.570

.667

Incremental fit measure

Parsimonious fit measure
PNFI
Note. * = p < .05.
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6.4 Chapter Summary
In this chapter, the overall level one (individual-level) predictors of QOL were
examined in Section 6.1. ISC was found to be the most powerful predictor of OQOL
and SQOL. In Section 6.2, the relationships between two level parameters
(individual-level and organisational-level) and QOL across CCCs was explored. The
results indicated that ISC had a significant effect on individual-level QOL, even after
controlling for OSC across CCCs.
In Section 6.3, the overall relationship between ISC, OSC, and QOL was
confirmed. The findings supported the conclusion that OSC did not have a predictable
relationship with ISC. The results of the SEM also indicated that the three parameters
(ISC, OSC, and QOL) were not positively correlated.

6.5 Summary of Quantitative Results
In chapters 4 to 6, this research drew an overall picture of participants’
characteristics, ISC, participants’ QOL, the features of CCCs, and OSC using
quantitative analyses. According to the findings, participants’ QOL correlated
positively with ISC. However, participants’ QOL had no relationship with OSC.
Eight hypotheses were tested in this research. H1, H2, and H3 were
individual-level hypotheses. All were accepted: CCC service users had better ISC than
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non-users (H1); CCC service users had better QOL than non-users (H2); and people
with better QOL had a higher level of ISC (H3). H4 was an organisational-level
hypothesis. This hypothesis was rejected in this research. The results showed that
individual-level QOL had no positive correlation with OSC.
H5, H6, H7, and H8 were multi-level hypotheses. H5 and H6 were accepted.
Participants’ QOL varied between CCCs (H5) and ISC had a statistically significant
positive effect on participants’ QOL (H6). H7 and H8 were rejected in the current
study. The results did not support the hypothesis that OSC moderated the relationship
between ISC and QOL (H7), nor did results support the influence of OSC on either
ISC or participants’ QOL (H8).
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Chapter 7: Experiences of Using or Not Using
Community Care Centres
This study collected participants’ opinions about their experiences of using
CCCs to obtain qualitative information from participants about the relationship
between QOL and ISC. First, CCC users’ experiences are presented and Section 7.2
presents the experiences of CCC non-users. Finally, the opinions of CCC managers or
social workers about OSC are discussed in Section 7.3.

7.1 Community Care Centres’ Users’ Experiences
The quantitative results indicated that CCC users enjoyed a higher QOL and
superior ISC than did non-users. ISC was the most important indicator of QOL in this
research. Therefore, the focus groups concentrated on exploring participants’
experience of using CCCs to provide a great understanding about the QOL benefits
that accrue from participation in CCCs and their impact on ISC.
7.1.1 How Community care centres benefit participants’ wellbeing.
Two major themes were identified: the happiness gained from use of CCCs
and the knowledge and skills gained from using the CCCs. These are discussed
separately in the following sections.
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7.1.1.1 Happiness in using community care centres.
Happiness was most commonly mentioned in the focus groups by participants
as a benefit derived from joining the CCCs and socialising with others. For example,
one participant said that she felt happy interacting with other people in the CCC.
It’s good to be here [at the CCC] because, other than doing sports together,
we also get to chat, talk about things and confide in each other. It relieves
our pressure and makes us happy. We have good times together, sometimes
travel and sometimes eat out or go to sing karaoke. (FG2-U8)6
Simply participating in CCCs was not the only pathway to happiness.
Participants also said that they felt happiness in helping other people, particularly as
volunteers at the CCCs.
Of course, helping other people is a happy thing. As the proverb says,
happiness is based on helping other people. If you have the time and ability
to do something good for other people, you will feel happy. (FG3-U16)

As a volunteer, it’s all about serving others. The feedback is nothing about
money, but you receive many blessings from other people. You will feel good
and have happy lives. (FG1-U1)

6

The meaning and explanations of the code can be found in Section 3.4.3.2 of Chapter 3.
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One focus group participant commented that ‘the aim is not only happiness,
but also to benefit yourself in the future’. In her opinion, volunteering was similar to a
type of insurance—if you want to receive certain services from other people in the
future, you must make an effort to earn it.
We will be old and need other people to take care of us in the future. You will
hope that the younger generation will look after you. It was really a good
thing to volunteer, even without any payment. (FG1-U6)
Participants also talked about better health as another benefit of using CCCs.
For example, one said:
We really did become happier people, like we said earlier. We can become
healthier and life is more interesting. (FG2-U11)
Some participants explained that their health had been improved by being
happier and more active. One participant said:
You will be in good health if you’re in a good mood. It’s rare to fall sick if
your mental health is good, like ours is. You can see that we all have sincere
smiles. (FG3-U18)
People who joined the CCCs were able to participate in various activities that
enriched their daily life. The benefits to their health were an additional advantage.
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We felt as if life weren’t so empty anymore after joining the CCC. Now it’s a
great opportunity for us to come and spend some time together. The variety
of activities was good both for our bodies and our minds. (FG1-U2)
7.1.1.2 Gaining useful knowledge and skills in the community care centres.
Many focus group participants believed they gained useful knowledge and
skills in the courses provided by CCCs. Various recreational activities and educational
courses, such as health information, language, and cooking, were provided to CCC
members, often by outside professionals. For example:
Our CCC sometimes organises special courses, like how to maintain your
health. It was good for me to gain some useful knowledge from the course.
(FG3-U17)
CCCs also provided lectures for people to attend, particularly to learn new
skills. One participant said:
I will participate in the activities of the CCC, especially for learning new
abilities, if I am available. For example, I joined the Japanese conversation
course. (FG2-U13)
Sharing knowledge and experiences with other participants was another way
that participants gained information. For example:

239

I will say that everyone here has some useful information and would like to
contribute to the CCC. It’s important and cannot be overlooked. (FG1-U1)
Moreover, some participants talked about bringing useful knowledge they had
gained from outside the CCC back to share with others:
We are also volunteers in other organisations, not just in the CCC. There is
a much greater opportunity to receive information from different
organisations. We share information with each other. Almost every week, we
have a meeting here so that everyone can know the information. (FG2-U8)

In summary, participants thought that increased happiness, better health,
gaining new knowledge and skills, and sharing information were the primary benefits
of joining CCCs. People who joined CCCs had more friends and greater opportunities
to interact with others. The results of this study suggest that they saw this interaction
as improving their health.
7.1.2 How community care centres benefit participants’ individual-level social
capital.
According to H1 in Chapter 4, people who participate in CCCs have greater
ISC than those who do not. In the focus group, participants talked about three factors
that explained how their use of the CCCs was beneficial for their ISC. These were
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positive attitudes regarding community participation, useful personal networks in the
local neighbourhood, and having a sense of trust and safety in the neighbourhood.
7.1.2.1 Positive attitudes regarding community participation.
People who used CCCs stated that they enjoyed making an effort to improve
their neighbourhood. They believed that even a small effort would gradually enhance
the living environment. For example, they enjoyed cleaning public spaces:
When I wake up every day, I sweep my neighbours’ doorsteps as well as my
own. We greet each other whenever we meet and that makes our community
a friendlier place, not like those big apartment buildings. (FG1-U4)
They also enjoyed taking care of other people who lived in the same
neighbourhood because they could socialise with each other. This not only enhanced
the relationships between them, but also made the neighbourhood a better place to live.
As one participant said:
We help out and take care of each other. We’re always glad to see each
other and have lots of good times together. If we all spent a little time and
effort caring for one another, the community would be more united and
would become a better environment. (FG1-U5)
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People who participated in CCCs also enjoyed cooperating with others to bring
about positive changes in their neighbourhood. They believed that the neighbourhood
would be stronger if people acted together to solve problems:
As the saying goes, unity is strength. All of us who live in this neighbourhood,
whenever we find something not so satisfactory or something that could do
with some improvement, we unite and gather people at our community
headquarters, because we know that unity is strength. In a place like ours,
the government doesn’t respond at all, like when the road collapsed. We
showed our numbers and made ourselves clear on the issue. The government
officials came as we asked them to, and when they saw how unhappy we
were, they repaired the road in no time at all. This is what it means to be
united in a community—as long as we stand by each other, we will be able to
make it a better place. (FG3-U19)
Asking the government to build a sports ground was another example of
cooperation that improved neighbourhood facilities. People collaborated and
successfully petitioned their city councillor to build a pétanque (French bowls) field in
a park in their neighbourhood.
It was the same with the pétanque field, we talked to the city councillor and
he told us he would consider it. Dozens and dozens of us went to City Hall to
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make them build it [the pétanque field] and it was done in no time. It
wouldn’t have been possible if not for the power of our community.
(FG2-U13)
7.1.2.2 Importance of building social networks in the local neighbourhood.
A network is a vital element of social capital. Without an effective network, it
is difficult for people to make social exchanges. CCCs acted as a way for people to
meet people and become acquainted, which is the first step to forming friendships.
Participants said:
After participating in the CCC, I met more people than before. I also had
more friends. It was good. (FG1-U5)

If you come to the CCC, you’re bound to get to know some people. It is a
good approach to know new friends through the introduction by other
members of the CCC. That’s his friend, I know his friend, and his friend
knows a bunch of other people. That’s the way it works. (FG2-U7)
After building a personal network in a CCC, members can talk and plan
activities together. This in itself is a sufficient reason for people to participate in the
CCCs. Participants said:
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We come to the CCC almost every day. We can chat to each other and join
some activities together. More importantly, we just enjoy each other’s
company. (FG3-U15)

All of my friends are here [in the CCC]. It’s good for me to be here. We can
chat with each other, talk about things and confide in each other. (FG2-U10)
CCCs also organised various regular activities, such as luncheons, sporting
events, and theatre trips, which provide the opportunity for people to meet and
interact with others. This is ultimately conducive to building social networks:
I come here [the CCC] every morning and play pétanque with everybody
else in the afternoon, and I also take part in the activities the centre holds,
such as dancing and singing. I sing Taiwanese songs, as well as the
Japanese songs in the singing course. These are some of the activities we
regularly participate in. (FG2-U8)
Other than regular activities, CCCs also organised special activities during
Taiwanese traditional festivals, such as the dragon boat festival and National Father’s
Day. Enhancing relationships between participants remains the primary purpose of
this type of festival for CCCs.
We also round up some events for Father’s Day and Mother’s Day banquets
and other special holidays. We take trips together or have buffets. It is a
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good way for people to get to know each other. For example, on Father’s
Day, everybody came for some cake. We had all sorts of activities for people
to come to, we offered our services and people met more easily over fried
rice noodles, and they also thought the CCC was doing a pretty good job.
People knew more about each other after each activity. (FG1-U5)
In addition, participants had a chance to build deeper relationships and extend
their social interactions beyond organised CCC events. For example, this participant
talked about meeting co-participants in the community to share a meal:
Sometimes after playing pétanque in the CCC, a group of us say, ‘Hey, let’s
find some time to have lunch or dinner together.’ Sometimes we will go to
karaoke instead. (FG2-U1)
Knowing people also gave the sense of trust and safety for other people in the
neighbourhood:
I can rely on my friends here. I can share many things with them. I think it is
because we have known each other for a long time and understand each
other’s personalities. (FG3-U19)
Participants became part of other people’s social network, which acted as a
safeguard mechanism. For example, participants looked out for each other—if
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someone missed an activity or did not go to the CCC, other people would try to
contact them to check on their wellbeing.
Like Mr L who usually came to the CCC at 10 o’clock in the morning. If he
came here late, maybe after 11 or 11:30, we would go to his home to visit
him, to find out what happened. The thing we can do is show care and
concern for each other. (FG1-U4)
In summary, joining CCCs is good for ISC, particularly in terms of fostering
altruistic behaviour, personal networks, and a sense of trust and safety in the
community. The information in focus groups supported the quantitative findings in
Chapter 4. CCC users had higher scores than non-CCC users in all subcategories of
ISC. CCC users had better connection with their communities, felt a greater sense of
trust and safety in their neighbourhoods, had better relationships with family and
friends, contributed more to their communities, and had better tolerance of diversity
than non-CCC users. The results of the focus groups provided some good
explanations of the way membership of a CCC benefits older people’s ISC, such as
older people thinking positively about participation in the local community after
joining the CCC.
Participating in a CCC also had impacts of participants’ QOL. Fox example,
the health benefits of participation in CCCs was another important experience shared
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in the focus groups. This finding also supported the quantitative findings in Chapter
4. CCC users had higher scores than non-CCC users in six subcategories of OQOL
and five subcategories of QOL.

7.2 Non-Community Care Centre Users’ Experiences
The non-CCC users were invited to two focus groups. Half of these non-CCC
users participated in the same sports group. The others did not participate in any
welfare services, sports groups, or social clubs. Each focus group provided a different
perspective on ISC.
The participants who were members of a sports group did not live in the same
neighbourhood, but had a similar background as retired professionals. Four had been
elementary school teachers at the same school. Exercise and travelling together were
their most common activities. They had similar opinions about ISC to those of people
who used CCCs, particularly about the importance of interpersonal interactions. For
example:
We can do many things together, like doing exercise, singing, and travelling.
It’s a lot of fun and good for our friendships. (FG4-N1)
This shared background was the foundation of their interpersonal interaction.
Because they were former colleagues, they already knew each other and had long-term
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relationships. After retiring, they had maintained these relationships through joint
activities.
I think it’s pretty good! For us, because we were colleagues before, we
didn’t lose touch with our friends after retirement or become alienated from
them. Indeed, we did a lot of things together after we’d all retired. (FG4-N3)
One participant commented that having similar backgrounds and interests was
the most important factor in participating in activities with others. If you did not know
the others involved, even if they lived in the same locality, in his view participation
would be undesirable. He said:
I thought that people needed a common denominator to come together, like a
common background or similar interests, but you don’t have that kind of
common ground with your neighbours. (FG4-N1)
One participant provided an alternative point of view and suggested two
reasons why people did not participate in activities in the neighbourhood. He
suggested that people who had worked had few opportunities to get to know people
in local area and were thus less likely to be invited by them to participate in share
activities.
Not having close relationships with neighbours outside your building and not
attending community events is kind of becoming a trend. I noticed that when
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Li Zhang [the term for the mayor of the Li] and the community magistrates
organise activities—they don’t really engage with retired teachers, they ask
the community housewives to participate because they already have closer
connections, so they interact more freely with Zhang and the neighbourhood
magistrates. Of course they have much greater attendance at these events,
while teachers like us are less closely tied to neighbourhood events.
(FG4-N3)
Although their background hindered or made it more difficult for them to
participate in the neighbourhood and CCC activities, it also offered them the chance to
join activities with other retired teachers. A society for retired teachers organised
occasional events for them.
We had a society for retired teachers at our school, we elected a chairman
and some officers and they did all the hard work and organised annual
activities, like the newcomers’ welcome party. We are in charge of one each
year and we have dinner gatherings at least twice a year. (FG4-N4)
The participants who did not use the CCCs or participate in other social
activities provided a completely different point of view from those who participated in
a sports group. All members of this group lived in the same neighbourhood in which
the CCC was located, some five to eight minutes’ walking distance from their
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apartments. Unlike those who belonged to a sports group or used CCCs, they had
few interactions with other people. For example, participants in this group said:
I have not joined any social group or social activity. I just go to a park and
sit on a chair. (FG5-N7)

Usually, I don’t interact with neighbours. I don’t call my son often. He calls
maybe once a month. (FG5-N8)

The friend, who I would like to visit, lives quite far away from me. It’s not
easy for me to visit her. I have to take two buses. (FG5-N9)
Participants explained that they did not join the CCC because none of their
friends used the CCC.
I don’t go to the CCC, because I don’t know anyone there. (FG5-N5)
Several participants also said that they had not been invited to join, despite
being aware of the CCC and its proximity to their apartments.
I know the CCC is just next to our apartment, but they did not invite me to
participate at the centre. (FG5-N7)
One participant said that she did not know there was a CCC in her
neighbourhood because no one had provided her with this information.

250

CCC? No, I had no idea about this. No one told me that our neighbourhood
has a CCC. (FG5-N9)
In summary, people who did not use a CCC but joined a sports group rarely
mentioned their relationships and interactions with neighbours. They preferred to
interact with people with a background similar to theirs. They still felt happy and
healthy and they considered themselves capable of organising and controlling their
own lives. However, people who did not participate in any social activity lacked
personal interactions and were less motivated to participate in social activities than the
other two participant focus groups. These focus group findings supported the
quantitative findings described in Chapter 4. People who were non-CCC users but
used other services had higher scores than those who did not use any services in all
subcategories of ISC. However, membership of a CCC would be a good choice for
older people, not only because CCC users had better scores on ISC than all of
non-CCC users, but also because CCCs are located nearby their living area.

7.3 Community Care Centres’ Managers’ or Social Workers’
Experiences
Although the findings of the quantitative survey did not support the hypothesis
that OSC is an effective indicator of individual QOL, the results supported the notion
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that CCC users have a higher QOL and ISC than non-users. The previous sections
have discussed the CCC users’ experiences and showed the benefit of using CCCs.
The opinions of CCC managers and social workers provide another perspective on
the benefits that membership of CCCs has for older people. Understanding their
perspectives could help to identify strategies that CCCs could use to encourage older
people to participate in CCCs and thus enhance their QOL and ISC.
The researcher observed that individual relationships between CCCs and older
people or CCCs and other organisations form the bulk of the social capital of CCCs.
The relationships between CCCs and older people can be seen as bonding social
capital. CCC managers and social workers shared their experiences about how to
build and maintain relationship with older people in order to encourage them to
participate in CCCs. In contrast, the relationships between CCCs and other
organisations can be seen as bridging social capital. The organisational
representatives in the focus groups provided many opinions about how to improve
cooperation with other organisations to provide better services for older people. The
following two sections discuss these two findings separately.
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7.3.1 Strategies used by community care centres’ managers to encourage
participation.
Focus groups participants shared two major strategies that could be used to
build relationships with older people and encourage them to use CCCs. Time and
patience were the primary strategies used to build relationships with older people, but
it was difficult for CCC managers or social workers to initiate relationships with
older people who did not know or trust them. To overcome this they undertook
multiple visits to slowly build up trust and encourage people to join the CCC.
Coordinators said, for example:
Nowadays, if you just call the people who never come to the CCC, they won’t
dare answer your phone call. It was only after people started interacting
with each other little by little and talking about their past that they were
more comfortable around one another! Some people didn’t even take phone
calls, because they’re afraid it’s a scam. (FG6-M3)

It needed time to build relationships between the CCC and CCC users.
People may decline to be visited by us the first time. You need patience and
to visit them again. Maybe they will feel more familiar and safe during the
second visit and welcome you to visit them in the future. (FG6-M8)
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The outreach visiting approach was used more than telephone or post by CCC
coordinators to provide information or invite new members. However, older people
occasionally refused to talk to the visitor from the CCC on the first visit because they
were unfamiliar with them. Having someone who already knew the older people
present during the first visit was an effective strategy to counter this.
Generally, our visitors just visit people who live on the same Li. This is
because they are familiar with people who live there and it is easier for them
to find something to chat about. Otherwise, if you don’t know the place and
people, they usually say no to you—even the dog does not welcome your visit.
(FG6-M1)
Having the support from Li Zhang [the term for the mayor of the Li] was
another effective strategy when visiting people, particularly on the initial visit, because
he/she not only lived in the same geographical area, but also held an official position
that people trusted and respected.
It’s really hard with meeting them in person and sometimes I have to invite
someone who already knows them as a co-visitor. Li Zhang is a good choice
because he/she [Li Zhang] knows almost everyone in the community.
(FG6-M1)
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After inviting older people to join the CCC, the challenge was to maintain their
long-term attendance. The main strategy that CCCs used was to increase the
interactions between members, so people got to know each other. CCC managers or
social workers organised many regular activities and designed activities that would
foster social interaction. They said:
We organise some regular activities for participants. For example, we gather
everybody together for Father’s Day or Mother’s Day banquets and we also
take trips together. We have buffets too, a good place for people to get to
know each other. We have all sorts of activities for people to come to, we
offer our services and people can meet more easily. People know more about
each other after each activity. (FG6-M4)

If older people stay at home all day, they feel as if life were no fun at all and
that every day is the same, they would feel that life wasn’t treating them too
well. If older people came and joined CCC activities, they would meet lots of
people and get rid of stress. Sometimes it’s all about getting rid of your
stress. Getting out of your house is a must, so it’s important to encourage
older people to get out of their houses. (FG6-M9)
Some CCCs organised their services in a manner that enhanced interactions
between participants. Food delivery service in one CCC was a good example.
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Typically, this type of service delivers food to people’s homes; however, in this centre,
people were invited to have lunch together, which provided opportunities to talk and
interact with others.
When I visited a CCC in another city, I found that they used a different way
to provide food delivery service. This centre invited older people to have
lunch together in the centre instead of delivering lunch boxes to their homes.
I thought it’s better to have lunch together than just deliver lunch boxes to
their homes. The older people can talk and have better relationships with
each other if we can have lunch together. Now, we try to adopt this kind of
idea into our services (FG6-M5)
In summary, CCCs used various strategies to attract people’s attention to the
CCC and enhance social interaction of participants. Inviting people to join CCCs was
seen to be a time-consuming process. Once people began participating in a CCC, the
challenge was to design activities that provided opportunity for social interaction to
encourage a continued relationship. Through these efforts, CCCs created an optimal
environment for participants that could enrich their QOL.

256

7.3.2 Strategies used by community care centre managers to cooperate with
other organisations.
The focus groups’ participants shared some experiences of the relationship
between CCCs and other organisations in order to provide better services for older
people. The outward-looking relationships of CCCs were not easy to identify because
each has its own networks and characteristics. However, the focus groups identified
two strategies used by CCCs to cooperate with other organisations.
Cooperation with health organisations was the first strategy. The main
purpose of CCCs is to enhance older people’s wellbeing; therefore, CCCs had to
provide health promotion activities. The problem is that CCC managers or social
workers do not usually have sufficient professional knowledge and skills in health
promotion to lead such activities. Cooperation with health organisations, such as
hospitals, was one way they solved the problem. They typically invited physicians and
nurses as speakers to offer lectures on health maintenance. Coordinators said:
Health maintenance lectures are a regular event. We usually organise one
lecture every two months and invite experts as speakers, especially from the
hospital. People really like to join this kind of event because they want to
learn something from the experts. (FG6-M7)
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Hospitals provide health courses at our centre. The courses have been about
how to maintain blood pressure, blood sugar, and cholesterol at healthy
levels. (FG6-M5)
CCCs also organised regular health checks, such as blood pressure and blood
glucose examinations. For example:
We invite medical professionals to examine blood pressure and blood sugar,
at our centre on public holidays. (FG6-M7)

Sometimes, we cooperate with hospitals to provide health examinations. In
the last month, we had a health examination in cooperation with Kaohsiung
Medical University. They helped check our blood pressure, blood sugar and
cholesterol. (FG6-M2)
Cooperation with government was another common strategy to maintain an
outward-looking CCC. Because the government has the right to supervise CCCs, the
government was occasionally requested CCCs to provide particular activities to meet
the requirements of social welfare policy. For example, one coordinator explained:
Just a few months ago, we participated in a health promotion activity. It was
held by the Department of Health, Kaohsiung City Government, and we were
asked to join. This activity was a dance competition. Therefore, we invited
many older people to participate. It was a nice competition. (FG6-M4)
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Although a CCC is under government supervision, it is not obligated to adhere
to all government requirements. If the CCC management considers itself unable to
complete a requirement, it has the right to refuse.
We do not always say yes to the government. Once, the Social Affairs Bureau
of Kaohsiung City Government had a visiting programme for older people
living alone, but they could not find a CCC to adopt it. They asked our
opinion. We thought it was too difficult for us, so we did not take it in the end.
(FG6-M2)
CCCs can also receive support from the government, including financial
support.
We usually wrote plans to apply for funds from the government. With
financial support, maybe just a small amount of money, we had more
confidence to complete activities. We just did our best to apply in different
public sectors, like the Department of Health, the Social Affairs Bureau and
the Bureau of Cultural Affairs. (FG6-M8)
In summary, the results indicated two types of relationships between CCCs and
outside organisations that were quite different. Cooperation around issues of health
maintenance was an equal relationship between CCCs and medical organisations.
CCCs had the power to manage this type of relationship in collaboration with medical
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organisations. Conversely, the relationship between CCCs and the government was
more unequal. Government had the power and resources to influence the types of
activities sponsored by CCCs. However, the relationship with the government was
important in securing greater access to resources and information.

7.4 Chapter Summary
Section 7.1 of this chapter presented an overall picture of the opinions of CCC
users about the relationship between QOL and ISC. The benefits of attending CCCs
were perceived to be happiness, improved health, gaining new knowledge and abilities,
sharing information, and improved ISC.
Section 7.2 presented a clear picture of non-CCC users’ experiences regarding
the relationship between QOL and ISC. Similar to people who used CCCs, those who
were members of a sports club also felt happy and healthy. However, they did not
experience as many interactions and relationships in their neighbourhoods as the CCC
users. People who did not belong to any social group lacked interactions with other
people and had poor personal networks.
Section 7.3 presented the strategies used by coordinators to recruit participants
and design interaction-based activities to maintain attendance and enhance participant
interactions. The CCC coordinators also attempted to maintain strong relations with
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other organisations to help them access more resources so that they could provide
better services to their participants.
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Chapter 8: Discussion and Conclusion
8.1 Summary of the Study
The primary purpose of this study was to explore the association between ISC,
OSC, and QOL of CCC users and non-users in Kaohsiung City, Taiwan. Community
care is one of the central components of aged care policies in Taiwan. A
comprehensive review of community care in Taiwan was conducted to provide the
foundation for the current study. This gave a clear picture of the development of
community care and current aged care policies in Taiwan.
In Taiwan community care is seen as a service that enhances the cooperation
between formal and informal support in order to provide a better aged care
service and help the older people to live in the community. (Ciou, Chen &
Huang, 2004, p. 6).
The literature on social capital theory informed the major conceptualisation,
measurement and theoretical framework of this study. After a review of previous
studies (e.g., Belliveau et al., 1996; Coleman, 1990; Fukuyama, 1995; Haplern, 2005;
Lin, 2001; Putnam, 1995), the measurement of social capital was divided into three
levels; individual, collective, and a combination of these two. The combination of
individual and collective levels of social capital was adopted in the current study to
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provide a much broader way of explaining and measuring social capital (Haplern,
2005).
The literature showed that a positive correlation between QOL and ISC was
well-established, but pointed to two research gaps: a lack of empirical evidence about
the benefits of CCCs and no consideration of the relationship between multiple levels
of social capital and wellbeing. The current study sought to fill these gaps by
answering the following questions.
1. What are the indicators of ISC and OSC in Taiwan?
2. What is the difference in ISC between participants who used CCCs and those
who did not?
3. What is the difference in wellbeing between participants who used CCCs and
those who did not?
4. What is the relationship between participants’ ISC and wellbeing?
5. What is the nature of OSC in CCCs in Kaohsiung City, Taiwan?
6. What is the relationship between ISC, OSC, and participants’ wellbeing?
In order to answer these research questions, this study, conducted in
Kaohsiung City, Taiwan, used a mixed-method and multi-level design. Quantitative
data including measure of QOL, ISC, and OSC were collected by using a
face-to-face interview. Four hundred and four participants (204 CCC users and 200
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non-CCC users) responded to the QOL questionnaire and ISC questionnaires, and 17
participants completed the OSC questionnaires. After the face-to-face interview, 37
participants were invited in participate in a focus group. The six focus groups were
used to collect qualitative data. Participants in focus groups were 19 CCC users, 9
CCC non-users, and 9 managers/social workers of CCCs.
The study had two levels of results. The lower level (level one, individual)
compared older people who used or did not use CCCs on QOL and ISC. The higher
level (level two, organisational) included CCCs’ characteristics and OSC.
In respect of question 1, an exploratory factor analysis and CFA established
five ISC indicators relevant to the Taiwanese culture. These were participation in
local community, feelings of trust and safety, connections with family and friends,
contribution to the community, and tolerance of diversity. These five new indicators
were different from the original factors in Onyx and Bullen’s (2000) instrument. The
influence of the difference between contexts on measures of ISC will be discussed in
Section 8.2.1.
In relation to research question 2, CCC users had higher scores on all
subscales of ISC than non-CCC users. Generally, CCC users had better social
networks and more social resources than non-CCC users. In relation to question 3,
CCC users had higher scores than non-CCC users on five subcategories of QOL
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including objective intimacy, objective place in community, objective emotional
wellbeing, subjective safety, and subjective emotional wellbeing. Combining these
results, it can be seen that CCC users had better relationships with other people, had
better opportunities to access information, received more social and emotional
support, and felt more satisfied with their lives than non-CCC users.
In relation to question 4, ISC was positively correlated with participants’
wellbeing, participants with high ISC also reported high QOL. The findings of the
focus groups helped to explain the positive relationship between ISC and participants’
wellbeing. CCC users talked about the many benefits of using CCCs, such as
happiness they gained from participation and the acquisition of useful knowledge and
skills. The benefit of using CCCs will be discussed more in Section 8.2.2.
In relation to question 5, on all five subcategories of OSC, CCCs performed
better on the subcategory of ethics of reciprocity than the other four subcategories.
The hypothesis posed in question 6 was not confirmed, as positive relationship was
not found between OSC and participants’ wellbeing. However, the non-significant
result might be influenced by the small sample sizes of CCCs. The findings from the
focus groups provided a different perspective to examine the relationship between
CCCs and participants’ wellbeing. CCCs used some strategies to encourage (e.g.,
outreach visit) older people to participate in CCCs and enhance their social
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interaction with other people (e.g., interaction-based activity design). CCCs also tried
to cooperate with health organisations and government in order to enhance CCCs’
ability to provide better services to older people. The overall relationship between
ISC, OSC and participants’ wellbeing will be discussed in Section 8.2.3.

8.2 Discussion
8.2.1 Different components of individual capital in Taiwan and Australia.
The connection between social capital and public health has been well
documented in previous studies (Hawe & Shiell, 2000; Lomas, 1998). Various
measures of ISC have been developed, including ones by Onyx and Bullen (2000),
Pomagalska et al. (2009), Stone and Hughes (2002), and Western (2009). The current
study adopted Onyx and Bullen’s instrument for several reasons. It has been shown
to be reliable and valid and has been used by other researchers, such as Allen et al.
(2013), Buys et al. (2007), Li and Delva (2012), and O’Brien, Burdsal, and Molgaad
(2004). Its focus on participation in the local community made it suitable to measure
the social capital of older people who used CCCs in Taiwan. This instrument is
concise and, with only 36 items, takes little time to complete.
Onyx and Bullen (2000) identified the components of ISC from the Australian
context. These included participation in the local community, proactivity in a social
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content, feelings of trust and safety, neighbourhood connections, connections with
family and friends, tolerance of diversity, value of life, and work connections. Before
the instrument could be used in Taiwan, cultural influences on the components of
ISC had to be considered. Putnam (1993), for example, recognised the influence of
culture on social capital in his study of the nature of social capital in local government
authorities in Italy. His analysis explored the association between cultural differences,
key historical events, and government efficiency. He found that in the northern parts
of the country where local governments were more effective, there was more active
involvement of citizens and a higher degree of trust in relationships with citizens
than in other parts of the country. Halpern (2005) supported Putnam’s findings,
suggesting that cultural and geographical factors influence both the components and
outcomes of social capital.
As participants in the current study were all older people and likely to be
retired, it was decided to remove items from the original scale that were relevant only
to people who were employed. Thus three items in the factor work connections and
one item in the factor proactivity in a social context were removed. They were
replaced by two items, identified by Onyx and Bullen (2000) named general social
capital.
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The adapted eight-factor, 31-item measure of ISC was used to survey the 404
older participants from Taiwan. However, these eight factors were not supported in a
factor analysis of the data and a new five factor structure of ISC was identified. The
content of each factor can be inferred from the labels assigned, and most factors
included were similar to those items in Onyx and Bullen’s (2000) instrument. The five
new factors were labelled: participation in the local community, feelings of trust and
safety, connections with family and friends, contribution to the community, and
tolerance of diversity. Changes to each of the original factors were set out in detail in
Chapter 3.
Four of the new five factors in the current study—participation in local
community, feelings of trust and safety, connections with family and friends, and
tolerance of diversity—were named the same as in the original scale as the majority
the items were similar. Each factor, however, included at least one additional item
from a different original factor. The last of the five factors, contribution to the
community, was new, and comprised items from various factors in the original scale.
A comparison of the factors of ISC in Australia and Taiwan showed that
participation in a formal community, such as attendance at local community events,
was the most important factor in both cultures. This suggests two major conclusions.
First, the importance of networks in people’s lives is the major part of ISC. Networks
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are the relationships between individuals (Rose, 2000), in which social capital is
embedded (Lin, 2001). The current study found that people who participated in more
community activities had higher levels of social capital than those with fewer
community activities. Thus, participation in community activities was found to be a
useful way to build connections to other people and enhance personal relationships.
Second, this factor suggests the importance of civic participation. Some of the
participants who were volunteers in CCCs in the current study were accustomed to
having more interaction with their neighbours and were therefore more likely to
involve themselves with community activities than those who did not use CCCs. This
finding indicated the benefit of using CCCs for older people’s ISC. The results of the
current study are similar to those of previous studies suggesting that older people
benefit from being embedded in a rich social network, which promotes active social
participation and have better social resources connections and social support
(Carstensen, 1991; Kelley-Moore, Schumacher, Kahana, & Kahana, 2006; Lang &
Carstensen, 1994). However, participation in the local community is central to the
concept of ISC in both Australia and Taiwan. With respect to participation, it would
be convenient for older people to use CCCs in their local neighbourhoods and this
might enrich older people’s social networks and social support.
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The second most important concept of ISC in both Australia and Taiwan was
the connection with neighbourhood, which has been an important domain of analysis
in social capital research (Halpern, 2005). Generally, the frequency of involvement in
local activities is used to measure this aspect of ISC. This kind of measurement was
used to access participation in the local community factor in this study. However, the
survey conducted in Taiwan for this study established a new factor to measure social
capital in the neighbourhood domain. This factor was named contribution to the
community and focused on the positive motivation of individuals and their
contribution to his/her neighbourhood. Living in a place with which they are familiar
and having shared memories is important to older people (Lussier, Deater-Deckard,
Dunn, & Davies, 2002). The results of the current study confirmed this, as more than
65 % of participants had lived in their neighbourhoods for more than 20 years and
almost 48 % had lived in their neighbourhoods for over 30 years. Many participants
reported that living in a familiar environment made it easier for them to interact with
other people, especially with those they already knew. Results also indicated that
many participants who had a high ‘sense of place’ were more highly motivated to
improve their neighbourhood than those who did not identify with the locality.
In conclusion, participation in the local community is the same and the most
important contributor to ISC in both Australia and in Taiwan. In contrast, in
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Taiwanese culture the domain of neighbourhood is more important to the
measurement of ISC than in Australia.
8.2.2 Relationship between older people’s quality of life and their social capital.
The role that social capital, especially ISC, plays in shaping the overall health
of a population (Kawachi, 2006; Kawachi & Berkman, 2000) and QOL (Helliwell,
2003) has been well established. Some studies also support the relationship between
health, happiness, and organisational/community-level social capital (Glass & Balfour,
2003; McCullon, 2001; McKenzie, 2000) or social capital at a national level (Gold,
Kennedy, Connell, & Kawachi, 2002; Kawachi, Kennedy, Lochner, & Prothrow-Stith,
1997). The current study examined two levels of social capital (individual and
organisational) concurrently, to explore the relationship between older people’s QOL
and social capital more thoroughly than would alternatively have been possible.
In relation to ISC, the findings of this research not only support the results of
previous studies, but also demonstrate more clearly than these studies the relationship
between QOL and the ISC. This research found that ISC has a positive influence on
QOL. Pollack and Knesebeck (2004) reached a similar conclusion from their
telephone surveys conducted in Germany and the US. Similar to previous studies
(Lindstrom, Moghaddassi, & Merlo, 2003; Subramanian, Kim, & Kawachi, 2002), this
study confirmed the traditional elements of social capital, such as trust, norms, and
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networks as predictors of QOL. However, in using exploratory factor analysis, this
research established that Taiwanese culture included a factor of ISC that had not been
fully explored in previous studies.
This factor, contribution to the community, together with participation in the
local community, provides a different approach to explaining the relationship between
ISC and QOL from that used in previous studies. Both factors, contribution to the
community and participation in the local community, rely on the idea that ISC is
embedded in one’s community or neighbourhood networks and have as a core concept
the ‘sense of place’. Sense of place has several related ideas, such as community
satisfaction, sense of community, community identity and neighbourhood
satisfaction. It is a multidisciplinary concept and many scholars have contributed to its
conceptualisation (DeMiglio & Williams, 2008). One scholar, Jackson (1994),
explained sense of place as:
We recognize that certain localities have an attraction which gives us a
certain indefinable sense of wellbeing and which we want to return to, time
and again. So that original notion of ritual, of repeated celebration or
reverence, is still inherent in the phrase. It is not a temporary response, for it
persists and brings us back reminding us of previous visits. (p. 158)
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This statement indicates the potential relationship between ISC and QOL.
Williams and Stewart (1998) defined five basic elements of the relationship between
people and their living environment as: emotional bonds, strongly felt values,
meanings and symbols, valued qualities of a place, set of place meanings, and
awareness of the cultural, historical, and spatial context within the place (p. 19).
A ‘sense of place’ helps to explain the significance to QOL of two factors of
ISC: participation in the local community and contribution to the community. The
emotional bonds between participants and their living environment may provide an
explanation for their motivation to join CCCs, and because CCCs participants have
more connections and are closer to their neighbourhoods than non-participants, they
have more opportunities to use CCCs.
A sense of place also can explain why some CCC participants have strong
connections with each other. As more than 65 % participants had lived in their
neighbourhoods for 20 years or more, they were familiar with it and had shared
living experiences and activities, such as shopping. In some neighbourhoods, many
of the male residents were war veterans and had both lived and worked together,
which gave them much in common. These common experiences and shared history
explain why long-term residents find it easier to have closer relationships and more
frequent interaction than those who are newer to a neighbourhood.
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A sense of place also provides an explanation for the actions that residents take
to improve their living environment, which is reflected in the factor contribution to
the community. Participants did things such as cleaning their local park or engaging
in social advocacy because they valued their neighbourhood. Participants realised too
that collectively they could take action to improve their environment, which would
mean they had cleaner parks or could assert leverage on government to improve local
services, such as the construction of a sporting facility. This kind of civic behaviour
led to better QOL for the individual not only in the form of a more beautiful living
environment, but also from the sense of satisfaction gained from doing something
that benefited the whole neighbourhood. In conclusion, the local environment was the
foundation of participants’ ISC. A sense of place encompasses not just the
geographical area, but also the emotional connections between residents, their sense of
belonging to the community, the qualities of the living environment, and its cultural,
historical, and spatial context.
Another level of social capital in the current study was OSC. The study did not
provide strong evidence to support a relationship between QOL and OSC. However,
Macinko and Starfield (2001) came to a similar conclusion in a systematic search of
the literature about social capital and public health from the 1980s to 2001. They
concluded that neither the concept nor measurement of the ‘meso’ level social capital,
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which includes neighbourhood level or organisational-level variables, are
well-developed. The interaction between the two levels of social capital and health
outcomes requires further theoretical foundation and more empirical evidence.
However, the current study’s qualitative results provided evidence on the
CCCs’ strategies for enhancing participants’ QOL and ISC. These exploratory
findings helped to indicate a possible approach to future research about multi-level
social capital (see section 8.4).
In conclusion, ISC is associated with QOL in older people. Both aspects of
ISC participation in local community and contribution to the community address the
ways in which participants interact with other members of the CCC. The results can
also be used to understand the practice of CCCs. Through enhancing participants’ ISC,
it may be possible for CCCs to increase participants’ QOL. Four potential strategies
are suggested below for applying an understanding of ISC to social work practice,
that can be used separately or in combination depending on the needs of CCC
participants and available resources.
Review and enrich individual networks. Each person has his or her own
networks. Social workers or community care workers can assess each person’s
network, especially connections with family and friends, and with the neighbourhood.
Generally, it is possible to improve connections. However, sometimes it will be better
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to support the creation of new connections than trying to improve old ones. As a social
worker or community care worker, there are various means of doing this, set out
below.
Volunteer linking. Becoming a volunteer is a good means by which an
individual can enrich his or her own networks. The current study found that being a
volunteer is a good opportunity for people to access more information, to obtain
more skills, and to get to know people. Social workers or community care workers
can provide some basic training and information about voluntary work to older
people and support them to volunteer in CCCs or other types of organisation.
Self-help groups. Older people in CCCs often have similar backgrounds or
life experiences. Establishing and facilitating a self-help group is a powerful tool for
social workers to use in order to enhance the connections between participants.
Community empowerment. This strategy involves people in higher level
social action. Advocating and organising collective action by CCC participants is a
means of community empowerment that can be used to improve the environment of
the neighbourhood. It is also a useful strategy to combat oppressive structures and
policies.
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8.2.3 A simple pathway to a good life: participating in a community care centre.
Social activity is the essence of life for people of all ages to maintain
adequate levels of activity and age successfully (Barrow, 1996). The current study
found that older people who participated in the CCCs or joined a sporting club had a
better QOL and ISC than people who did not use any social services or belong to social
groups or sporting clubs. Moreover, people who participated in CCCs had higher ISC
and better relationships with their neighbourhoods than members of sporting clubs.
These findings support the view that participating in a CCC can enhance older
people’s QOL and ISC. CCCs may also have a role as a platform for health promotion
activities to enhance older people’s health, as well as interpersonal interactions and
opportunities to improve older people’s quality of life. These benefits are closely
aligned to the primary purpose of the Taiwanese community care policy set out in
‘Building CCCs Practice Plan’. Similar to findings by King, Pruit, Phillips, Oka,
Rodenburg, and Haskell (2000), this current study confirmed that participation in
community-based programmes increases older people’s physical health and
wellbeing.
Having routine activities is important for the health of older people. CCCs
provide the opportunity for older people to join a wide variety of events that they
would otherwise find difficult to organise for themselves. These include, for example,
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singing courses, physical activity classes, health examinations, cooking courses, and
traditional Taiwanese festivals. CCCs also provide a place where members can
interact with each other and share experiences and knowledge. These kinds of
interaction-based activities just matched two salient domains of health maintenance
(join activities and being with people) which are suggested by Arcury, Quandt and
Bell (2001). In short, participating in a CCC is a good option for older people, if they
wish to have a better QOL, because these services enable participation in a range of
activities and provide opportunities to interact with other people.
Service accessibility is another advantage of CCCs. Accessibility occurs at
different levels, including social, physical and geographical accessibility. Lis et al.
(2008), in their evidence-based guidelines on health promotion for older people,
explained the three levels of accessibility:
Social accessibility is acknowledging the diversity within the target group,
including it in the activities and taking into particular consideration gender,
equality and disadvantaged groups… Physical accessibility relates to the
extent to which members of the target group with diminished physical
capacity are not prevented from taking a full part in the activities of the
intervention due to the nature of the building/setting. Geographical
accessibility relates more to the project’s location. Consideration of this
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feature is imperative so that people within the target group are not excluded
because of their distance from the setting and/or a lack of transport. (pp. 11
& 24)
Although the current study did not directly collect information about service
accessibility, geographical accessibility may be considered to be good, given that
each neighbourhood is encouraged to have their own CCC and there were 1,805
CCCs in Taiwan in 2013 (Department of Social Affairs, 2013). Although CCCs do
not cover all the neighbourhoods in Taiwan, where they do exist they are located in
neighbourhoods within easy walking distance of most residents.
Physical accessibility was observed during the current study. The
performance of physical accessibility also could be recognised as good. CCCs are
open to all and easily accessed by people with a disability. Most of the CCCs in the
current study were located on the ground floor or had facilities for the disabled. An
exception was one CCC located on a second floor in a building that did not have a lift.
The manager of this CCC was aware it was not easily accessible and staff often held
activities in venues, such as public squares and parks that were easier to access.
Focus groups with CCC managers provided information on social
accessibility. CCCs performed relatively poorly on social accessibility and few had
any form of plan for participant recruitment. The most common recruitment strategy
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was through the personal networks of existing users. However, not every service user
was in a position to encourage friends to join, and this strategy made it difficult for
people who did not have a friend who was already a member of a CCC to become
acquainted with a CCC. The small number of service users of CCCs illustrated the
poor social accessibility. The average number of service users of each of the 63 CCCs
in Kaohsiung City was less than 20 (Cheng et al., 2009), which suggests greater
attention might need to be given to attracting new users.
One strategy may be to work with key people in neighbourhoods, such as Li
Zhang and other local leaders who are often well known and respected in localities.
However, promotion of CCCs by such political leaders may also have unintended
consequences given the often tense politics of neighbourhoods. In conclusion, the
current study showed that CCCs play an important role in older people’s QOL,
because of the access they provide to a variety of social activities. One of the
challenges for CCCs is to foster activities more directly related to the health
promotion of older people and to increase their reach into the community through
increased membership. These challenges may be achieved by action at a number of
different levels.
At the CCC level, having better marketing strategies and more health
promotion activities may help to recruit participants and enhance their wellbeing.
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CCCs need to advertise their services more widely, not only by word of mouth
among the social networks of existing members but also by outreach, such as home
visiting, that helps to build a relationship and introduce social welfare services to
potential users. Working in collaboration with well-known local leaders to visit the
homes of isolated older people may be one way of making contact with a greater
proportion of older people in a neighbourhood.
Health promotion activities in CCCs are relatively infrequent, averaging only
three or four a year (Cheng et al., 2009). This may be due to the lack of paid staff in
CCCs and reliance on volunteer board members who have limited capacity to
organise regular activities and may lack the necessary professional knowledge and
skills in relation to health promotion activities. CCCs do not have resources to
employ outside professionals to offer services and may need to work in collaboration
with other professional or community associations to run activities and to develop
the knowledge of board members about health promotion design and key issues in
community aged care.
At the government level, more support could be given to building the
capacity of CCC board members through, for example, workshops to develop their
professional knowledge and skills and provide opportunities to share experiences
with board members from other centres. Helping CCCs to access information faster
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and more easily should be another useful approach to support CCCs. For example,
local government can help to establish a web-based information exchange platform
for CCCs to use. CCCs could access health promotion information and the platform
could help centres to connect with health professionals, such as medical or fitness
experts. Moreover, CCCs could share their service experiences via the platform with
other centres. Finally, providing more resources to CCCs would potentially increase
the frequency and variety of activities that can be offered to older people to
participate. This investment might lead to a better QOL for older people in Taiwan.

8.3 Limitations and Strengths of the Study
The study had a number of limitations and strengths. First, sampling was not
based on random assignment of participants. Had this occurred, it might have
removed bias from the assignment process and helped to maximise internal validity
(Bloom, 2008, p. 116). This was not possible as participants were recruited using
availability sampling. In order to reduce the sampling bias, however, a matching
procedure based on geographical location was used by recruiting equal numbers of
participants of people who used the CCC and those who did not use the CCC in the
same neighbourhood. Although it was not possible to match participants on personal
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characteristics, such as gender or age, these were controlled for in the statistical
analysis.
Another limitation was the small number of CCCs (17) in the current study.
This influenced the data analysis of OSC and meant that factor analysis could not be
used, as a sample size of at least 100 is required (Comrey & Lee, 1992). It also meant
SEM could not be used for this part of the analysis, which requires at least 200 cases
(Graver & Mentzer, 1999). Without the factor analysis, the construct validity of OSC
could not be confirmed. This weakness also affected the multi-level analysis. The
small sample size for CCCs decreased the possibility of examining the causal
relationship between variables. Mass and Hox (2005) stated that multi-level models
should have a minimum of 50 cases at each of the higher levels. However, in this
research, level one had 200 cases and level two had 17 participants. The sample size
for the second level model was really too small and the power for multi-level
analysis was limited. However, Bell, Morgan, Kromney, and Ferron (2010), on the
bias of computer simulation, have argued that small sample size at the higher level is
not as serious a problem as had previously been asserted. They suggested that small
sample size at the higher level is not a problem on computer simulation models.
However, any significant multi-level results from a small sample size still need to be
treated with caution.
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The other limitation of the current study was its reliance on self-report
measures developed in other cultures. All of the variables were based on participants’
self-reports that may be subjected to some level of bias. In addition, all the
measurements were developed in Western cultures and translated into Mandarin.
Language translation does not always guarantee that the constructs being measured
have the same meaning in different cultural groups. In the current study, the
individual-level measurements all demonstrated acceptable internal consistency and
some questionnaires had already been used with Chinese populations in previous
studies. This may have reduced some of the cross-culture and translation bias.
In spite of these limitations, this research has a number of strengths. As
mentioned in chapters 1 and 2, research regarding the relationships between ISC,
OSC, and QOL is limited. Many prior studies have examined the correlation between
a single level of social capital and QOL. Empirical evidence about the benefits of
using CCCs had not previously been explored. The sample for the current study
represented a diverse group of older people and included older people who identified
as experiencing some form of social isolation. The mixed-method design also
provided more information about the views of insiders who used CCCs than would
otherwise have been possible and helped to clarify the relationship between social
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capital and QOL. Finally, this study contributed a reliable and valid measure of ISC
that can be used in future studies in Chinese societies.

8.4 Future Research Suggestions
Taking into account the findings and limitations in this research, some
suggestions for future research are proposed here. Use of experimental design would
help to better examine causality between the users’ ISC and QOL. An experimental
design would randomly assign participants with no previous experience of using
CCCs to either an experimental group who would join CCCs or a comparison group
who would not use CCCs, to enable outcomes associated with use to be measured.
The flexibility of such a study would be low because people who used CCCs are
voluntary. It will be quite difficult to use random assignment to recruit participants.
Such a study would also present ethical issues because it is unethical to not provide
CCC services to comparison group’s participants. Such an ethical issue could be
overcome using a waitlist control design.
The research found that some older people were less willing to use CCCs
than others but was not able to explore in any depth reasons for not joining centres or
people’s preferences for remaining isolated or not joining other social clubs or
sporting groups. An in-depth qualitative research study would enable a better
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understanding of the way CCCs are perceived by isolated older people and help to
inform what they may offer to this group.
The relationship between OSC and individual QOL requires further
investigation, and evidence, which could be gained by conducting a similar study
with a much larger sample size of CCCs. In order to use SEM (Graver & Mentzer,
1999) and multi-level design (Mass & Hox, 2005), a minimum of 200 centres would
be required.

8.5 Conclusion
This research provides an important contribution to the field by addressing
research questions that are relevant to the current social welfare service landscape in
Taiwan. The ‘Six Star Plan’ and the ‘10-year Long-term Care Policy’ (2007–2016)
are the current aged care policies in Taiwan, and the Taiwanese government has
invested more than A$10 billion in these two plans. Under the ‘Six Star Plan’, a CCC
is expected to be established in each community. CCCs are seen as a one-stop shop to
link older people with services, and to achieve the goal of ageing in place (Chen, 2008).
In 2013, there were 1,805 CCCs in Taiwan (Department of Social Affairs, 2013) and
the final target is that a CCC will be established in every Li (the term for the smallest
administrative division in Taiwan) (Ministry of the Interior, 2006) .
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Previous studies have not provided sufficient evidence to support the
effectiveness of CCCs. Healy and Hampsire (2002) stated that social capital is a
good approach to examine social welfare policy. Prior research has also supported
the view that measuring social capital was more commonly used recently in health
outcome related studies (Hyyppa & Maki, 2001; Kawachi et al., 1997; Veenstra,
2000). One of the fundamental implementation issues that CCCs must address is how
to attract older people’s attention to participate in CCCs in order to enhance their ISC
and promote their QOL. There is a tremendous opportunity to ensure that older
people, especially those who use CCCs, have better QOL through connection to an
activity-based network and social support system. Findings from this research
provide strong evidence to support and explain the benefits of using CCCs, and
identified five important ISC factors that can be used in future studies in Taiwan.
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Appendix A:
Participant’s quality of life questionnaire
This section of the questionnaire asks you how you feel about your quality of
life, your daily activities, and other aspects of your life. Please answer all the questions
and tick ( the most appropriate answer. Please ask for assistance if there is anything
you do not understand.
Part A: Quality of life:
1. Where do you live?
□A house

□A flat or apartment

□A room(e.g. in a hostel)

2. Do you own the place where you live or do you rent?
□Own

□Rent

3. How many personal possessions do you have compared with other people?
□More than almost anyone

□Most than most people

□About average

□Less than most people

□Less than almost anyone
4. How many times have you seen a doctor over the past 3 months?
□None

□1~2

□3~4

□5~7

□8 or more times

5. Do you have any disabilities or medical conditions?
(e.g. visual, hearing, physical, health, etc.).
□Yes

□No

If yes please specify:
17.1 Name of disability or medical condition
17.2 Extent of disability or medical condition
e.g. 17.1 Visual 17.2 Require glasses for reading
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6. What regular medication do you take each day?
□Have, please specify:
□None
7. How many hours do you spend on the following each week? (Average over past 3 months)
0 hrs

1~10hrs

11~20hrs

21~30hrs

over 31hrs

7.1 Hours paid work

□

□

□

□

□

7.2 Hours formal education

□

□

□

□

□

7.3 Hours unpaid child care

□

□

□

□

□

8. In your spare time, how often do you have nothing much to do?
□Almost always

□Usually

□Sometimes

□Not usually

□Almost never

9. On average, how many hours TV do you watch each day?
□None

□1~2hrs

□3~5hrs

□6~9hrs

□10 or more

10. How often do you talk with a close friend?
□Daily

□Several times a week

□Once a week

□Once a month

□Less than once a month
11. If you are feeling sad or depressed, how often does someone show they care for you?
□Almost always

□Usually

□Sometimes

□Not usually

□Almost never

12. If you want to do something special, how often does someone else want to do it with you?
□Almost always

□Usually

□Sometimes

□Not usually

□Almost never

□Usually

□Sometimes

□Not usually

□Almost never

□Usually

□Sometimes

□Not usually

□Almost never

□Not usually

□Almost never

13. How often do you sleep well?
□Almost always
14. Are you safe at home?
□Almost always

15. How often are you worried or anxious during the day?
□Almost always

□Usually

□Sometimes
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16. Below is a list of leisure activities. Indicate how often in an average month you attend or do
each one for your enjoyment (not employment).
16.1 Go to a club/group/society

Number of times per month

16.2 Go to a hotel/bar/pub

Number of times per month

16.3 Watch live sporting events (Not on TV)

Number of times per month

16.4 Go to a place of worship

Number of times per month

16.5 Chat with neighbours

Number of times per month

16.6 Eat out

Number of times per month

16.7 Go to a movie

Number of times per month

16.8 Visit family or friend

Number of times per month

16.9 Play sport or go to a gym

Number of times per month

16.10 Other (please describe)

Number of times per month

17. Do you hold an unpaid position of responsibility in relation to any club, group, or society?
□Yes

□NO

17.1 If ‘yes’, please indicate the highest level of responsibility held:
□Committee Member

□Committee Chairperson/Convenor

□Secretary/Treasurer

□Group President, Chairperson
or Convenor

18. How often do people outside your home ask for your help or advice?
□Almost every day

□Quite often

□Sometimes

□Not often

□Almost never

□Not often

□Almost never

19. How often can you do the things you really want to do?
□Almost every day

□Quite often

□Sometimes

20. When you wake up in the morning, how often do you wish you could stay in bed all day.
□Almost always

□Usually

□Sometimes

□Not usually

□Almost never

□Not usually

□Almost never

21. How often do you have wishes that cannot come true?
□Almost always

□Usually

□Sometimes
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Part B.1: How Important are each of the following life areas to you?
Please answer all the questions and tick ( the most appropriate answer.
There are no right or wrong answers. Please choose the box that best describes
how important each area is to you. Do not spend too much time on any one

22. How important to you are the things you own?
23. How important to you is your health?
24. How important to you is what your achieve in life?
25. How important to you are close relationships with your

Not important at all

Slightly important

Somewhat important

Very important

Could not be more important

question.

▼

▼

▼

▼

▼

□
□
□

□
□
□

□
□
□

□
□
□

□
□
□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

family or friends?
26. How important to you is how safe you feel?
27. How important to you is doing things with people outside
your home?
28. How important to you is your own happiness?
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Part B.2: How satisfied are you with each of the following life areas?
There are no right or wrong answers. Please answer all the questions and tick ()

29. How satisfied are you with the things

Terrible

Unhappy

Mostly dissatisfied

Mixed

Mostly satisfied

Pleased

Delighted

how satisfied you are with each area.

▼

▼

▼

▼

▼

▼

▼

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

you own?
30. How satisfied are you with your
health?
31. How satisfied are you with what you
achieve in life?
32. How satisfied are you with your close
relationships with family or friends?
33. How satisfied are you with how safe
you feel?
34. How satisfied are you with doing
things with people outside your
home?
35. How satisfied are you with your own
happiness?

292

Appendix B:
Individual-level social capital questionnaire
This part will ask your current social networks and relationships. There are no
right or wrong answers. Please answer all the questions and circle the most appreciate
level of answer. Please ask for assistance if there is anything you do not understand.
1. Do you feel valued by society?
Yes, very much

No, not much
1

2

3

4

2.If you were to die tomorrow, would you be satisfied with what your life has meant?
Yes, very much

No, not much
1

2

3

4

3.Have you ever picked up other people’s rubbish in a public place?
Yes, very much

No, not much
1

2

3

4

4.Some say that by helping others you help yourself in the long run. Do you agree?
Yes, very much

No, not much
1

2

3

4

5.Do you help out a local group as a volunteer?
Yes, very much

No, not much

(at least once a week)
1

2

3

4

6.Do you feel safe walking down your street after dark?
Yes, very much

No, not much
1

2

3

4

7.Do you agree that most people can be trusted?
Yes, very much

No, not much
1

2

3

4
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8.If someone’s car breaks down outside your house, do you invite them into your
home to use the phone?
Yes, definitely
No, not at all
1

2

3

9.Can you get help from friends when you need it?
No, not at all
1

2

3

4
Yes, definitely
4

10.Does your area have a reputation for being a safe place?
Yes, definitely
No, not at all
1

2

3

4

11.If you were caring for a child and needed to go out for a while, would you ask a
neighbour or help?
Yes, definitely
No, not at all
1

2

3

12.Have you visited a neighbour in the past week?
No, not at all
1

2

3

4
Yes, frequently
4

13.Have you attended a local community event in the past 6 months (e.g., Church
fete, school concert, craft exhibition)?
No, not at all
Yes, several
(at least 3)
1

2

3

4

14.Are you an active member of a local organization club (e.g., sport, craft, social
club)?
Yes, very active
No, not at all
1

2

3

15.Does your local community feel like home?
No, not at all
1

2

3

4
Yes, definitely
4

16.In the past week, how many phone conversations have you with friends?
Yes, many(at least 6)
No, none
1

2

3

17.How many people did you talk to yesterday?
No, none
1

2

3

4
Yes, many(at least 10)
4
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18.Over the weekend do you have lunch/dinner with other people outside your
household?
Yes, nearly always
No, not much
1

2

3

4

19.Do you go outside your local community to visit your family?
Yes, nearly always
No, not much
1

2

3

4

20.When you go shopping in your local area are you likely to run into friends and
acquaintances?
Yes, nearly always
No, not much
1

2

3

4

21.If you need information to make a life decision, do you know where to find that
information?
Yes, definitely
No, not at all
1

2

3

4

22.In the past 6 months, have you done a favour for a sick neighbour?
No, not at all
Yes, frequently
(at least 5 times)
1

2

3

4

23.Are you on a management committee for organising any local group or
organisation?
Yes, several (at least 3)
No, not at all
1

2

3

4

24.In the past 3 years, have you ever joined a local community action to deal with an
emergency?
No, not much
Yes, frequently
(at least 5 times)
1

2

3

4

25.In the past 3 years have you ever taken part in a local community project or
working bee?
Yes, very much
No, not much
1

2

3

4

26.Have you ever been part or a project to organize a new service in your area (e.g.,
youth club, scout hall, child care)
No, none
Yes, several times
(at least 3)
1

2

3

4
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27.If you have a dispute with your neighbours (eg, over fences or dogs), are you
willing to seek mediation?
Yes, definitely
No, not at all
1

2

3

4

28.If you disagree with what everyone else agree to, would you feel free to speak
out?
Yes, definitely
No, not at all
1

2

3

4

29.Do you think that multiculturalism makes life in your area better?
Yes, definitely
No, not at all
1

2

3

4

30.Do you enjoy living among people of different life styles?
Yes, definitely
No, not at all
1

2

3

4

31.If a stranger, someone different moves into your street, would they be accepted by
the neighbours?
Yes, definitely
No, not at all
1

2

3

4
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Appendix C:
Organisational-level social capital questionnaire
Part A: Organizational Background Information:
The following questions are about your community care centre.

1.What is the name of this community care centre:
1.1 In which District is this centre located:
1.2Which Yuanlin area does this centre provide services in:
2.What is the primary mission statement or vision statement of your organization?

3.Who is completing this questionnaires:
3.1 Name

3.2 Position/Title

3.3Telephone
4.What is the total number of employees?
Full-time

; Part-time

5.How many people volunteered at your organization in the past year?
6.How many hours of volunteer time were contributed to your organization in the
past year?
7.What was the total dollar amount of donated goods and/or services? $
8.Waht was the total dollar amount from government sources? $

9.How many of the current board members are
considered a major donor of the organization?
10.How many of the current board members are
considered to have a professional skill useful to the
organization?
11.How many of the current board members are
considered a well-known person in the community?
12.How often do board members engage in strategic
planning for the organization?
13.How often do board members engage in board
development activities?
14.How often do board members engage in the
acquisition of resources?
15.How often do board members engage in conflict
resolution?
16.Does the majority of the management staff have a
college degree?
17.Does the majority of the management staff have a
graduate degree?
18.Does the majority of key staff (including CEO,
managers) have more than two years working
experience in this field?
19.Does the majority of key staff (including CEO,
managers) have more than five years working
experience in this field?

Yes, almost all

Yes, some. At least 5

Yes, at least two people

No, not any
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▼

▼

▼

▼

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□
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Part B: Organizational Social Capital:
This part will ask your current social networks and relationships of your
organization. There are no right or wrong answers. Please answer all the questions and
circle the most appreciate level of answer. Please ask for assistance if there is anything
you do not understand.

20. How many local networks, coalitions, or task forces does the organization belong to?
Yes, nearly
No, not any
Yes, a couple(≤2)
Yes, some(≤5)
always
1
2
3
4
21. Does the organization often receive help or benefit from these networks?
Yes, to some
No, not any
Yes, a little
extent
1
2
3

Yes, nearly
always
4

22. Do key employees (for example CEO, program administrator and managers) often attend
networking meetings?
Yes, at least
Yes, several time a
No, not at all
Yes, weekly
year
monthly
1
2
3
4
23. Do key employees (for example CEO, program administrator and managers) have working
lunches/dinners with people outside the organization?
Yes, at least
Yes, several time a
No, not at all
Yes, weekly
year
monthly
1
2
3
4
24. Do key employees (for example CEO, program administrator and managers) often have
working lunches/dinners with people inside the organization?
Yes, at least
Yes, several time a
No, not at all
Yes, weekly
year
monthly
1
2
3
4
25. How often does the organization’s board of directors meet?
Yes, at least
Yes, several time a
No, not at all
year
monthly
1
2
3

Yes, weekly
4
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26. How often do key employees (for example CEO, program administrator and managers)
engage in team work to accomplish tasks and projects?
Yes, at least
Yes, several times a
No, not at all
Yes, weekly
year
monthly
1
2
3
4
27. How helpful are funding agencies in providing assistance other than financial, such as
technical assistance, information, and providing additional resources?
Yes, to some
Yes, nearly
No, not at all
Yes, a little
extent
always
1
2
3
4
28. Does the organization often contribute helpful information, resources, and assistance to other
organizations?
Yes, to some
Yes, nearly
No, not at all
Yes, a little
extent
always
1
2
3
4
29. Has the organization been represented at a local community event (eg, health or human
services fair, job fair, etc.) within the last 6 months?
Yes, over 4
Nom not at all
Yes, at least 2
Yes, 3 times
times
1
2
3
4
30. Has the organization been collaborating often with other entities even if there is no formal
contract or memorandum of agreement?
Yes, to some
Yes, nearly
No, not at all
Yes, a little
extent
always
1
2
3
4
31. Some say that by helping others you help yourself in the long run. Do you agree?
Yes, to some
Yes, nearly
No, not at all
Yes, a little
extent
always
1
2
3
4
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Appendix D:
Consent Form for Survey
Consent Form for the Research Project:
Research into PhD Study - Survey
Project Title:

Researcher:
Mr. Chi-Wei Cheng

The effect of individual- and organisational-level
social capital on the wellbeing of older people in Taiwan









I understand that the project will be conducted as described in the Information
Statement, a copy of which I have kept.
I understand that I can withdraw from the project at any time and do not have to
give any reason for withdrawing.
I understand that I have the opportunity to be involved in this project, as
described in the Information Statement above.
I understand that my personal information will be de-identified and will remain
anonymous to the research team.
I understand that it will not be possible to identify any individual participants or
community care centers in any reports arising from the project.
I have had the opportunity to contact the research team and to have any questions
answered to my satisfaction.
I consent to completing the questionnaires in this project.
If You agree to participate this research, please tick box below:
1. I agree to participate in this Survey.
Signature:

Date:

/

/2011

Phone:
Witness Signature:

Date:

/

/2011 :

PhD Candidate Chi Wei Cheng.
Supervisors Professor Christine Bigby & Professor Yvonne Wells.
School of Social Work and Social Policy, La Trobe University, Australia.
Sincerely

Appendix E:
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Consent Form for Focus Group
Consent Form for the Research Project:
Research into PhD Study – Focus Group
Project Title:

Researcher:
Mr. Chi-Wei Cheng

The effect of individual- and organisational-level
social capital on the wellbeing of older people in Taiwan









I understand that the project will be conducted as described in the Information
Statement, a copy of which I have kept.
I understand that I can withdraw from the project at any time and do not have to
give any reason for withdrawing.
I understand that I have the opportunity to be involved in this project, as
described in the Information Statement above.
I understand that my personal information will be de-identified and will remain
anonymous to the research team.
I understand that it will not be possible to identify any individual participants or
community care centers in any reports arising from the project.
I have had the opportunity to contact the research team and to have any questions
answered to my satisfaction.
I consent to completing the questionnaires in this project.
If You agree to participate this research, please tick box below:
2. I agree to participate in this Focus Group.
Signature:

Date:

/

/2011

Phone:
Witness Signature:

Date:

/

/2011 :

PhD Candidate Chi Wei Cheng.
Supervisors Professor Christine Bigby & Professor Yvonne Wells.
School of Social Work and Social Policy, La Trobe University, Australia.
Sincerely
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