Y NN PPN 1Y NINYIDY NNYY NMINYIA NDANY Y9555 -YN93N TIYN 2 IWpn
NYYM 35 932 29P2 NNYPM Y1919 NMNDNVA YIiNIYI N°N93N MONNYN 2NN 11 JANUN
YNV
199Y 9NN 79199 MTNN YV 971
A99Y WY HYININID NNAYY NPYNNIN
2353 1979 )2 NVIVIVNN

MINDD NVIAN HY DIIPNND 19D MYSHND 1199 Nt 9PHN

8PN

APNNRN XY

ooann (The social determinants of health approach) mx»2a Sw ©»n9ann OIXNVN 920N
DNAV 02NN DIXRINNNI YNNI Y9I PPNY-INRND N2 DTN YN NN JPNY-INR D MYV DY
,DYTPANNDY 029NN MNIDOINIPYA P9 NN KD TDIVIIND NINIL DT (MNP IN) DOV DN
TY .D1NANN) DT ,0MN ,DODT) , DTN DIVWIN DNV DINXINA DY XIN 7TV DI 11WNN XY
Do10N NON (Marmot, 2020, p.1) DANYNI) GOI2 ,ND2 )MV ORI MODIVIIND MNIA MDD
MNI2 MXXIND TN M) NP0 DIRYN) DT DPNIIAD DXNINA OPNY HPNIAN POV NPLIVN
555350720 THYN 9913 ,N12 NT DXNYPN D27 DININND NIRIIND NINIAL DY MNID JN) NPV
.(Marmot & Allen, 2014; Marmot, 2020) D>INX D»N2>2DY D»NI2N D9 ,(SES)

TPOLNMNOINN MIVDN ,MNIAN DY DINY D»HIDI-DMNIAN DYTTH DY NP NIYAYND qONa
1T NON P2 .NMINIAL YDITI-INIAND PMPYN X DDA DITYN DMWY DINNIN NYNN NPPININRM)
NTI2Y MDN,NMINMIDIMPY HY MPNT MY ,079°5W 0»PNII0 DIIMINND) D171 DIN ONIN NINY
MINYI PN D DMPNIN DIANWYNDI DINDDIDI DIANWA OYIN DN NN IININIL NN DT
Dnnan

TP ONNN MNM PTTND HHIDI->NIAN THYN P2 IWPN DDA DXTYN DMMNINN ,)ON
0MINN Pan NN (Achdut et al., 2021; Vilhjalmsdottir et al., 2016) MY M»H9O>71 NPPNY
NONR 0NN .(social participation) 1NN MONNYM ,(social capital) *nHan PN NN DOYSIIN
NPYNPNS-INY NPINING NPNIIN NI NPIPRIVIND ,VION HY NPNIANND MNYIY DONMNN
Adams, Leibbrandt and Moon, 2011; Berkman et al., 2000; Ferlander and ) v19n amyn ona

9N NDXAM NN PHX DN PNIAND DYDY O»LVMPN DN (Mikinen, 2009



DYNVP PNI2N MANNYNNI NN PNV T DY 1WIANN DMPNN YW 29 99010 .(Harpham et al., 2002)

ININGID 2NN NN VI NN MOY INIVNNY NNINNA DT DYND IO ,MINI INSIN DY N9OWA
Adams, Leibbrandt and Moon, 2011; Chen, Lauderdale and Waite, ) mwan ymno11y (SRH)
YT TPNIIN MANNYN P2 IWPN DX NNV DMIPHND 7, NINT Oy Th> .(2016; Gilmour, 2012
Y D»MIPN DMNNI VNNV VON DIPNNNN PON .DIND DIVIX DY DIXTH DY IDDINN NN
701 ,(Chen, Lauderdale, and Waite, 2016) NSHAP »p>39R0 D10 TON 1D NINK IN 1T DOTH
The Portuguese late middle age and older) »s 0191 9pon ,(Gilmour, 2012) CCHS »1pn 0o)mn
(the Moscow Health Survey) napom bv mno1an 9po (Ferreira-Alves et al, 2014) (adults survey
Escobar-) (the Spanish Elderly Survey) o> mnan »1990n 9pom (Ferlander and Mékinen, 2009)
DMNINDIA DIPO HY IDDINN OINK 0PN .(Bravo, Puga-Gonzalez and Martin-Baranera, 2012
Niedzwiedz et al., 2016; ) oy DWIN »1a Y9151 SHARE YX9OPRND NYrIam mNdIan AP0 md
THYNA PAY IVPA HPNIAN MONNWM YNIAN PNY WY NoNNNN Nyavwnn .(Sirven & Debrand, 2008
.50 970 NNNN OWIN 2972 NPPINND NPITYN MLYN TN ,LYN NIPNI NMINIY YHID->NIN
IMIYN IPNNRN MIVN

OXTTN P2 WPN NX (1) 10N .2019-2016 DMWY ORIV DY SNIINN IPON DY DDIAN 1Y IPNN
Self-) M9 NN HY NNY NIIYN P2 (SES) »5555-5n930 Toyn HY 0X20P»210) DXDVPMIN
VIO M27Y ,1PN2N MONNYNI dYNI2N PN P2 IWPN DX (2) ; Yy NNy (Rated-Health; SRH
MmN NN PaY (Information and Communication Technology) nmwpm y1n n»ndNoLa
X 0oONNn [CT-2 vindw) NN MANNYN O NIIN PN YARWND ORN (3) ;7P NN NINNY
IPNNN MIVN VDY PV NINIIY TNNY NINII NIIWNY YDIII-oNIINN THYNN YTTH P2 WpPn
DY ,D>TIN-DMNRIY : NPMIATIN-NNX MNP VDY (X) : 293P IPNHN NMOOIVIIN 555 29P2 NN
LT %99 (2) 5 HNIYY MY 92y MINYIND NYI20 HNIWD

W11 YA

Braveman et al., 2005 ) 0991 »N TN DNY MNIIRNIN DY XN WD (SES) »5555-51n9a0 1oyn

Castro-Schilo & Aguilar-Gaxiola, 2014; Domeénech-Abella at al., 2018; Hu et al., 2016; Yang

Doubeni et al., 2012; Huisman et) nmnn X210 XD 555 >n72aN THyn ownd 75 (et al., 2020

(SRMH) noan noway mno12y mway mnoa (Self-Rated-Health) nonsy minoia noran (al., 2004

Ahmad et al., 2014; Hu et al., 2016; Kunts et al., 2005; Meyer, Castro-Schilo, and Aguilar-)


http://#

Everson et al., 2002; ) m15D N7 (Gaxiola, 2014; Reiss, 2013; Verhaeghe et al., 2012
.(Baum & Ruhm, 2009) 9n> mmvim (Doménech-Abella at al., 2018
(MH) 192 mNx>92) (SRH) 1903y 118292 10290 ,(SES) 25255 511920 7030
DMVPMIIN OXTTN 190N 13-y HHO-T71T2 NTTMN N2 NYNN N»N (SES) 25355->n7an 1oyn
VA0 NYNINN NDIDN , NN PN NDIDN IN NDIDN NINY 1N NON 0711 P2 .(Winkleby et al., 1992)
SP-NSVUN IR PIDY 0IND DY DDINN YNIAN THYN NYIVN NNI ,0298/NDIdN DN NN pwna
Sy DY 990 2HVWH H2IPN YYD 1I9IND TN, NT DMNYP DINN YDIHI-YNIN THYN DY PN D110
MI902 NVOVYN NEONN .(Braveman et al., 2005) D019 H¥ 5555->072NN THYNN NN PN TN
Meyer, ) YMN>12 DY N7 NYAVN ¥ VAN HY DMYIYIM OPNIINN PIARVNY YD RO MIPHNN
NNON N R T 29395->n7aN Tryn ,owny 75 .(Castro-Schilo, and Aguilar-Gaxiola, 2014
woasn (Domeénech-Abella at al., 2018) oy NYar-PIMT .(Doubeni et al., 2012) npTPN
MY MPTHA NININ IODIZIIND 2992 )INDT MPHONY YHo5I- NN THYN Pa WWpn DY DIpNNa
M) PINDT OPNHON DY NPY NYOYN NNMN NXA-PYNI NDIDM NYOVN YW DX 110D 1D INND DN
D) NYP RN TIN ¥9995-5N72N THYN .IRIIT OPNOND Y395-5N7IN THYN PIAY IWPN NN NN
Cai et ) 19103 MY MNIA NN (Ahmad et al., 2014) (SRMH) noany mwa) MmNdI22 NYN)ad
DY0D22 DYTNIYI DPNNMINM DIINIXID-1DIDY , 010N DM NPTIV NPNVOY NP2 .(al., 2017
IPO¥2 MINY DN DMININD OPHPINN 2D RN ,PANY NINMIA NIIYNA dNI1IN DIV MDY X
NOPYN DNYAYN I 1M NP DNYAVN APY 1 NNMN DNNIN .INY NN NIIYNA O TIND
DX2NN ,PNIAN NHM ,MTTINNN NMVIVON ,NVIYY NYIND 1D DXDN) TIT NPYIN NY NIDNN
.(Moor et al., 2017) NNIN Y9XINY, N9 MDY 1D O1NNMNN

TNYN 1D NPXID MINN NRIVNND NP0 NI TN XI375-°N72N THyn ,0°INK DIPNNI
(BMI) 9mn non 11 ,(Baum & Ruhm, 2009; Tatulashvili et al., 2020) n9510 ¥512°0) N0 D
Doubeni et al., ) nnTpm nmnm ,(Tang et al., 2016) o7 95125 MmYnn (Bann et al., 2017; 2018)
THYNN DY DMDVPMIID OXTTND D RN MPINND MII02 ,D’apna (2012; Lewer et al., 2020
NN NN MXRNIN 12002 DIWN PPan v (Subjective Socioeconomic Status) 9555->n921nN
901N NI DVPMPN MIMPR-PND THyn Hw 071 .(Chang et al., 2020; Zou et al., 2020) nowa
MNI2D DMNYP INNNDI ,ININ TON DY DMV DX ODIDD XND NN PYN MINNIND TINYD N
Shaked et al., 2016; ) \82>7 ,(Chung et al., 2018; Myers, 2020; Prig et al., 2016 ,5v15) N7 1Y)

MM (Ahnquist et al., 2012; Celeste & Fritzell, 2018) 51509 Nnipisn (Talavera et al., 2018



Chiang et al., 2021; Rajabi-Gilan et al., 2021; Ren ) ©»nnn 1¥7 Myav PO ,NPDOPMN0 NN
(etal., 2022

(MH) 1ov9) mN>92) (SRH) 1003 11N> 102917, 71°17930 I9NNV/T 217930 )77

MOMY SY MUIND DMNTPN TV DIDIN 1NN DXPIDN DXVIN DXIIP DPNIAN DIV
Chen, Lauderdale and) y7) y10 n9apd mMpnd 0ownwm ,10Y5Mm NMvRvn NSy monom
NN PN DTN (Waite, 2016; Ferlander and Makinen, 2009; Gilmour, 2012; Lee et al., 2008

: N2 19IND ONIAN

» The aggregate of the actual or potential resources which are linked to possession of
a durable network of more or less institutionalized relationships of mutual acquaintance and
recognition — or in other words, to membership in a group which provides each of its

members with the backing of the collectively owned capital” (Bourdieu, 1986, p. 248).
D912 DIVIRY DYINYNIN YNIIND NN NN PTHIN ONIIN NN IWIND D 9P 201 PINN
.(Coleman, 1988, p. 101) 1 D>x9n DNY NN DNMYSNNI PYNY

D»NIIN DIVP MYSNND NWID 1N PORY OWN IRYNI SNIIN PN PHNY NN 1N
MNOI2 YTTHY >NIAND PN DMIN DX DTN NAY NPy M990 .(Ferlander & Makinen, 2009)
MM YNIIND PNN NMINA YTPRNN ©IPNHNN 017 .(Ehsan et al., 2019 "Ny NPPOY) oMWY
NPDLPMIIN NPNRITT NNNIN DY 112) OXNNI NINSNI TYUNR TPHSY MINID NOIWYN 92012 7NN
Y2N92Y DMWY MINML YTTNA DY ONIAN PN DY NN Nyawn NS 7w .(Jylhd, 2009; Wu et al., 2013)
M7, 987 (Lund et al, 2010) m>axn ,(Folland, 2007; Wilkins, 2003) nnyn 0732 -0oyn
(Refaeli & Achdut, 2020; Niedzwiedz, 2016; Valk, 2017; Zhang & Jiang, 2019) 1021209 NN
(Caietal., 2017; Gilmour, 2012; Moor et al., 2017) T8y NIN>I2 NOIWMN
TN 25259-517193N THYY 13 WP 203N )77 Y TNNNT 72907
-NI2N THYH P WP PNIIN MONNYM NN PN DY THNNN TPIND NN NN DMIPNN 190N
NNAYNN NINDND NPNXN NPNIAN NIV MANNWN I ,HWND IRIN NON DMIPNN .NMINMIAY D305
AN PYN W P IYPN DR NI ONDNP IN OV PN ,NIVIM NN YONP ,NPT/MATIND)
NDION2 PMNIV-IN P WPN IR TN NN YN ; (Niedzwiedz et al., 2016) ©>120 29P2 MITTD
12 VPN IR DN DXIP DM NNAWN Yon ; (Volker & Rozer, 2016) nxy NN NOIYN P
71215 NN - NP TTNN NN ; (Cai, 2017) NMIXY MNP NOIWND YIHI-TPNIINN THYNN MIMINND

>1n9an 1N ; (Han et al., 2018) WN2>T) 1IN NN P2 WPN AN AP - XNIIN NN HY HDOINP
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DNANND 2P NLPMIDN NNNT PV Y9YI-5NNAN THYN P WPH DX TIPN NNOYH DDIAN
.(Addae, 2022)

PPN NVIY

022071277 NP

DIPON NYAIND TNNN ONNI TON .2019-2016 DMWY HNXIY HY YNIIND APON NXIN DN NPH
NYAINND TRR DI .NOYI 20 NI NYIAPN IRIY NMDIVIIN DY IN»N OXTH D10 HNIWI D»NIAND
9PON MIN) .DMIPON NYIIN DV HTINK OXTH 1Y NN IPNNN MINRY .NPAXN 7,500 -5 N30 DMIPON
Statistics -5y nnMow Blaise 151N Y DY00D12101N MISY-NIPTY DINIRY NIYNIND 1I9ON) YNI12NN
MYNNNI NPPOLDVVDY NIIIIN NOVYON DY DIONIN ST-DY 107y (Lina, 2003) Netherlands
;901 YTNII) TR D5 NYYI 1DWNN DI MY ,1IIY MY IWNIND INPNRIN D> DIAVNN
IPNNA-NYOIND ONPIVMIP (2017 ,PNIANN PO MNNTINND NADI ,NPIVDILVLDY NIIINN NIVIN
VANN 19, 794 5y TRY ANINNN DXTHN DTN .NOYNY 3520 A1PNNN NMDIVIIN NX NI2IN YNONN
agaral

D209 02N

772, TN 2NN NN 399 NINIA ANN (1) : DOV 33T-DY N1 (SRH) 17003V 1IN272 ND29N

; (1=) 210 ; (0=) TINNY 2I0) NNTT 4 32 (Likert scale) VIPOY OO 29 DY IWIR NAWNN NPIIWIN 71905

TIPONY MY>I9NN NPT IX NPMINIA NPV DY MRNDN (2/;((3=) 210 XD 5932 (2=) 20 TI-D0 N>

ND 9992 IN 21V T9-99 1N DMINOIA 280 D NPTV NYN : MONY INY HY DDIANN 1Y YN ONYNHPND
INY IN DOWUTIN NYIY NIVNIY ONYID NP IX TPNINIA 7PYIN 1DIAD 0N OND TYNNL DRV 10
:NNIT 432 VIPY OND MNI-5Y WI MWD .NPHPHIY MWL DN NYIION N 7PYA ORM ; (1=19)
MY DY DDINNA .(3=) NYM9N KD D992 ;(2=) NYI9N TI-92 NI ;(1=) NY1I910 ;(0=) TINND NYI9N
.(0=) NP IX NPMINIA NPY ONY PN ROY DXDWYN : NPINLP 3 DY MNWN NIX 1DON MONRYN
N2 DY DY IMPTY DXDVN ; DIRN NMINLPY NND NIV IN TIND NIV NN DY IMPTY NHN
NYITNY MINIID NMY Y IMPTY DXDWN ; (1=) 201NN TIPONT 5551 NY1I9N NI TI-D NYI9N NOY

N22YY_NNMDN NN 7PV DY DNINNIN (3] .(2=) DNOY MIPNPN TIPOND TNND NYI9N N

MNYPN MW NN L) ;I8N IN MIVIAINN .2 ; MNITH NMOY IN NN N :I0PHPD TIPONY Y1919

Y TV N DODVMAY MAWVN DYDY OIWIP .7 ;1R NPYA L/7; 11D IN NI NPYA L T7; AN PYna
NN DXV NVYY DD DY .((3=) LININ IWII-INRD (0=) PWIP PR PI) NNIT 4 12 VIPIY DD DY PN
A(1=) VONIN DN IN 297 OVIPY (0=) LI FYIP IN SYIPA TDIN GPYD MIN-DY DPNMIVIDT DNINYN
99010 NX Y0 DPTPNN LTI .6-D 0 P2 YIN 9915 DPTIN T 119010 1DON DMV TN DNINWNN NYY
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DYMNDN DNV DIV YIDY Y P-DY NI SNPNPN TIPOND XMYNYN 19INT WI9NY MOINN

To OO0 NN WTNP .11-5 0 P2 ¥ 7YY 7O MINID DD NN ,DOVUNNN DOVINN NVIHVA
2y avin &Y (Cronbach’s @) 1339 NMININ TTH .INY 21V MINIID AN GPYN AN MAIN SNV

NI 2NN DY MPT YR VIV IN TPTHN-TN NI IO DTTHN 2D NNIND N0 N NNMN XY .Y OND
119592 1N 1NI19272 MD2HNN HAIDN DTN 2D NNIN,MINTY D3P0 NINIL NPYA NNON D10 Y7 IN TP
.(Taber, 2018 ;98N 11T NXI) MADN NN NPYIN YD NN IPON
DOWYTIND IWY-DMIVA IND NN ONXN (Z) :NMOXY WNN Y-DY NN PP 171N
/912 T/NRY NYIIN DRN (3) T0NINKRND DWTIND TWY-DMIVA XOYTH NWIIN ONXD (2) 10NN
JUY-DMIVA NI KXIND NWIIN ONXN (4 1TONINRD DIVYTINN IWY-DMY1A 1oV Nvyan oy THnnng
MAIVN T0MINNRD DOWTIND IWY-DMIWA NYID D W90 NIRRT ONXN (5) 10NINKRND DWVTIND
MONRY DY TINN INNRD (4=) XD OYI N (1=) TN P2 YIN NNIT 412 VIPD OO0 HYHIANIN 5-1 DOV
9N A AN YN, 20-D 5 12 1Y) NPMHDN MAIWNN DN MONYN NYY 71aY 9915 1PN avIn,(4)-) (3)

DYVI9N Y NN mapy 5Y NYIAND NN NPNIIN NN .ANY N2V XY MNOI] 5y YN
.(Cronbach’s a=.74)

0215171 2153 D2INYH

NYXINN NDIDN ,NDIVUN NNT : DXDVPMIN DXNVPITIN NYIDY MYNNDNI T 29959-2171720 TIV0
TINPIADOPN 29 DY NTTIP DOPTIN DV NYIVWNN NN (1=) NPT DYy MOy ,nan pwna waxd
(United Nations Educational Scientific and Cultural Organization, 2011) DI Y¥ NMVOITIVON
 (TPNTPR NYIVN NPRY THINN DY NYIWN) THYNNHN ; (NN NYIUN TY) NI NYIVND NPDINM
MYNNN NPINVPN NVIDY X9 DY NTTIP NN PWNI WD NYXINND NOIDN .(NNTPN NYIWN) NMIN
19 19 .(NYYM 4,001) 1M ;(2,001-4,000) TOYNNN ; (N7Y 2,000 TY) NI :XNIINN IPON NINYI
DN NONRYN MYSHNI NIIVIN IYNR N¥2N PYN MDIDN MPIADN DY 2X0PM1I0N TTHI VINOY NYY)
D102 NI MAWNN 72191 NADV ,509VN 111D DY TOV NPYTIND MIXXIND D NN MDY MOSN NNN
5551 ,85=4 ;210 75 95 N7 ,ND=3; DNDN NP JINR ,19=2 ;P DI RO ,)19=1) MTIPIYIIN 12 VIPD
.NDINN NIOON GPYN TN MY JPXY T MDIDNN MPPADN NOXAN NN WINND VTP (N

D215 O2INYH

IN2377 020227777 (1) : DMINNNY dNYY DMINNVN DXVIND IPONI NXNIAN MONNVM NN PN
PR=10) NNAYN 12 DY IWPNN NXIN MY NN (X) D MONPNNN MIRY YIAIX DI O02IN9719

MYAY NN (2) 5 (NS TIND =4 ;0 = 3NN TO DI XD =2 ;990 1IN ND = 1;NNawn



() ; (NI TIND =4 ;N80 = 3 ;DI TO VI XY =2 ;995 NI NY = 1) DNOUN DY IWPNN NININ
DY9=2; YTIN2 DY IN DY =1 ; YTIN2 DY MNS=0) DNY MNMWN IN DX12N DY DIVINNT NN
,MIN YW DNITY DY TINDY UMY DOWIN W ONXN (1) ; (D1 DD VYN IN DY YI=3; V12V DY N
YOV IN DIVIND 2172 PNOX NNY 11 TNYTY ONN 990 19INA (D) 5 (Yd=1) T20XY-7122077-11029579 VTN
(DOWIND 292 PIN NND \NI=1) 27730 DON IN TPOXY-DON-NID91 770 ,DOWIND 217 290 INdND
IN JPNIN NNONA ,NNINKRD MY PMATIND MY MANYN (R) 025910 DPO5ND 11977 D207 (2)
NNINND IV TDIPHN IN NINDT NN DMOVINHN IN DMPNDINN DN MANYN (2) ;(1=) NYNN
D ,PVIN IN TPNDY MANYN DY NNV MNN NNIY DXTON NYaV DY DD1IN NY VMO .(1=)
NNNI NMINAY NYY 2D .TIV) ONDONP WIN NIN IN MANNVN ,NNINY DY NNINN ,NNNI MINNYN
17990 AIROIDDP D7 DTN
DMNMYPNM YTNRN NMNDNOV YINPWN XID NPNIN MONNYN DY 191NN DD DY Q0N 1510
,2UNY ,0ITVINI YINIVN (MND) MIVN MPTN NN DNIMNNN DOV NIVY MYNNINI JNI DT YIDIY
,(chat rooms) 'NMY TN’ 19D NPNIIN MAYN T MIXAPY VDN VIDN TNXD VITVINI VIV
mYnNY ,MNIYN DIYYND) NPRPII MDA ,PpNYN DPNYN NTNNY 70N AIXDON 0919

9555 M2wNN D02 SY .(19=1) PO 1D XTI X NIDL MMYD  NPNOYNN NMIYIN DMIPY
T2 90 M2 ¥ .(Cronbach’s o =.910) (10) Y (0) 2 ¥310 PN LIDIWI DIDN TTH NN DOV

J0ITVINI AN PN 27 VIDOY DY PYN

,DOXNIV)) XNINAVN 2NN ,(1=D3) 1T, (MDY 65 ; 55-64 ;45-54 ; 35-44) 5) N NIPIAN NNYN
MNT] D9Y) DINY L(1=T9X) 1990 NMIVN DXIWD D) MY ,(1IONX , PN ,[DXT1N IN] DIWVII)
;(1=) >N PwNa 17 90 NNNN 019 YW IMXNDIN (1= [DXIY YD NPT NPIXN ,NPNIO0IN
(1=pPoOyIn) NPIOYN aNN
(NIPT 970077 N71T 2 30077 NII12977 IN NI INTY) 293077 NINnS Ivvil

THYAN ,0DINNTN DIMINNDN 2 DMINYN-IT DININ WX DINNIN NN DY PYNRIN aYwa
DXNMIN NY MINIAN XTTH MY 12T 5NN PN NPNIAN MONNYN DY DIXNVPI TR ¥I355->N712NN

SIWN AYwa .0MON-"NYA DMNXTNRY  (t-test) V7 N2 (ANOVA) MY »NI2N NIYNNNG YN NON
712y YwrIN .(Henson & Roberts, 2006) (Exploratory Factor Analysis) >N pn £3591) M) y¥a

MONNYN SV 191NN DY DY DXNVPITIRN 553 7N2Y MW 1553-5N72NN THYNN SY DI NVPITIND
IMND DIMYN DN 7D NNIN DNP2XY 02N DXVNN NA DTN NN PNAY IVAN NT NN .1PNIIN

(loading) M»YLN N HPWHRN DX NIYNI XA N NN .)2IN DY INMND DIINWNA 1IN 1IN O



man Eigenvalue N 79y NN 1N D990 NN DV NIIYN TNED 191NN D2 TINA MO TR IO HY
YVIVON DIMN NX NVPON > By (Total Explained Variance) m120mmn mnvn HNKR DX 1Y ,1-H
VI MWYY NIVON 40% S¥0 NNMNY 1T MNY DXV NNV DOV 7D NMIN PONX (12NN 091Y)
19N O2YO MOIMNVYN NNIN PD VI DY PNIYNY P KD VAR DN MM . NVPIN MNYNI
WNIA YIHWN ADWA .DINNNDNN DY NIDDN MIND D) NON ,PYDON 1182 IDW 1NN HPWNN NN OMMON
-NN 93 92y Y Y9190 0X3 1IN Ny 10 (Path Analyses) ©22°1 )MIn’ HY¥ MY MYSNNI 7NN XNIN)
DMNNN DNINWNI IDINN NPT DY MOYIN YD353-5N12NN THYNRN MNINWN . TI9 DXTN
12NN PNN MNWN |, 1PNIINND MANNYNN MNWN NN PHX , (exogenous predictors)
MmN (endogenous mediators) D129 TINN NINWNI IDINND NNYPN YT NPNNIOVI YINIVMN)
SRNN MHNWN 1PN (MH) mwa) mnoaay (SRH) noan
viw TN (Maximum Likelihood), 1°29%910 NM12anonn VYW MYXNNI 19N 097NN
.(Hu & Bentler, 1999) -Model Fit - 5190 nnuxnn noynY 0»011IV0 0X110a
(parsimonious) »50N Y 71N NP> OVY NVDLLD DXPNI NI DX2XNI VNN XA ADVA
N9D1N NYN1AY (modification indices) W »T7H N1 Y¥IA 1910 INNY . (Bentler & Mooijaart, 1989)
NYIN DORMN-INI0NN DTN MNI0NN DTN DTN NNIRNND NN 19YD DID1DYW DMININIVIY DY)
Expected Cross- ,Akaike’s Information Criterion S¥ nXMIWN Y770 DYDY MYNNINI MMWNRIN DTIND
.(Byrne, 2016) Bayes Information Criterion ,Validation Index
DODIANN2 PPY VPN 93 Ny (CI) 790 92 >)NNI 1IN ,DXPYN DXVPIND MPNIND N1NID
NN IWUND PN 2WN) PPy VPN .(Hayes, 2022)-bootstrap samples of the data -ny»»7 5,000 Sy
JDON TIVN NN YD N THDN 92
MIPON DIPIY DINYNIN
5y moyay (SES) 25255-311730 1O SV D292Y77 DIVPINTT IN INDIVT D217 NI2) 5T
(1 D>vI) NPT NPOIIN 27710 (MH) — 10893 11182920 (SRH) 10912 1MIN292 5Y 17T
D»IVPN PN OONNHNN OINWNHN DX (SES) 15555->n7ann 1hynnn DN/ovpn 5
,JPNIIN MONNYN LYND ,D¥INNNN DINWNN DI IR NPT DY MOYA MNVNNN DIVPN 0PN
MANNVYN ,09N) PNAX DY DONNNN DHINWNNND DIVYPN DI ,NNIT 19INT .D¥PNAN DN D) INND)
(SRH) n9an) mx>I2 DY IRNIND MHNWN DX NNYPN ¥R NMHNYNOVI Wi 'NIaN )N ,1PNH2N
0PN P (MH) mway MmN
(MH) w93 mX>12) (SRH) n0an) NiNeIa Yy 15355 YN12NN — TRynn DY DIDPYN DXOVPIND
VIDYVN MNWMI YNI2NND NNN MINYH ,1PNI2AND MANNYNN NMINYN ONIINND PNIAND MNWN 17
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NN THYN L(XDNN IPNNN NPT 4 NYAV NRD) DIPNII DN N INSD) NNYPM YN NMNZNOVI
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Figure 1. Path analysis model depicting the indirect effects of SES and home ownership on

SRH and MH — Total sample.
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Note. N =18614. Standardized path coefficients are presented, controlling for age, gender, marital status, having
children aged 0-17 in the household, occupational status, and ethnocultural group. Measurement errors and
intercorrelations of predictors and mediators (Appendix 1) are not displayed for clarity. Paths emphasized with
bold lines indicate coefficients > 0.10. SES = Socio-Economic Status; ICT = Information and Communication
Technology; SRH = Self-Rated Health; MH = Mental Health. 0 = No, 1 = Yes.
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Figure 2. Multiple group path analysis model depicting the indirect effects of SES and home
ownership on SRH and MH stratified by gender, Total sample: (a) females; (b) males
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Note. Standardized path coefficients are presented for females (Panel a; n = 9277) and males (Panel b; n =
8758), controlling for age, marital status, having children aged 0-17 in the household, occupational status, and
ethnocultural group. Measurement errors and intercorrelations of predictors and mediators (Appendix 1) are not
displayed for clarity. Paths emphasized with bold lines indicate coefficients > 0.10. SES = Socio-Economic
Status; SRH = Self-Rated Health; MH = Mental Health; ICT = Information and Communication Technology. *0
=No, 1 = Yes.

*p <.01. ™p <.001.
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Figure 3. Path analysis model depicting the indirect effects of SES and home ownership on
SRH and MH — Israeli Jews
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Note. N=12187. Standardized path coefficients are presented, controlling for age, gender, marital status, having
children aged 0-17 in the household, and occupational status. Measurement errors and intercorrelations of
predictors and mediators (Appendix 1) are not displayed for clarity. Paths emphasized with bold lines indicate
coefficients > 0.10. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health; ICT =
Information and Communication Technology. 0 = No, 1 = Yes.
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Figure 4. Path analysis model depicting the indirect effects of SES and home ownership on

SRH and MH — Israeli Arabs
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Note. N=3019. Standardized path coefficients are presented, controlling for age, gender, marital status, having

children aged 0-17 in the household, and occupational status. Measurement errors and intercorrelations of

predictors and mediators (Appendix 1) are not displayed for clarity. Paths emphasized with bold lines indicate
coefficients > 0.10. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health. *0 = No, 1

=Yes.
***p <.001.

Figure 5. Path analysis model depicting the indirect effects of SES on SRH and MH —

Former Soviet Union immigrants
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mediators (Appendix 1) are not displayed for clarity. Paths emphasized with bold lines indicate coefficients >
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Socioeconomic status, self-rated health, and mental health: The mediation
effect of social capital on early-late midlife and older adults

Netta Achdut and Orly Sarid
The Spitzer Department of Social Work

Ben-Gurion University of the Negev

Introduction

The social determinants of health approach suggests that health inequality is largely due to
economic and social inequality and the structural conditions in which individuals (or groups)
are embedded. That is, “the health of the population is not just a matter of how well the health
service is funded and functions, important as that is, but also the conditions in which people
are born, grow, live, work, and age, and inequities in power, money, and resources”. (p.l,
Marmot, 2020). Those suffering from economic and social marginality and living in poor
environmental conditions are at higher risk for adverse health outcomes. Thus, health
disparities can be viewed as a result of many interrelated factors including, in particular,
socioeconomic status (SES), and other social and environmental factors (Marmot &
Allen, 2014; Marmot, 2020).

The social gradient in health referred to the phenomenon whereby people who are less
advantaged in terms of socioeconomic position have worse health (and mental health) than the
more advantaged. Here, people in the highest social strata have better health than those in the
strata just below them who, in turn, have better health than those just below them and so on in
a downward gradient until the bottom of the social ladder is reached (Allen et al., 2014; Donkin,
2014). In addition to the direct influences of various socioeconomic indicators on health, and
thus mitigate in explaining health disparities, the theoretical and empirical literature suggest
various mechanisms that mitigating the socioeconomic-health association. Among these are
poor living conditions and adverse environmental characteristics, poor job quality, health
behavior and personal lifestyle, accessibility and availability of health care services,
psychological resources, and social resources such as capital and social networks.

Drawing on the Israeli Social Survey (ISS) for the years 2016-2019 this study aims to
examine: (1) the association between objective and subjective socioeconomic status (SES)
indicators with self-rated-health (SRH) and mental health (MH); (2) the association between

social capital and social participation measures, including usage in information and
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communication technology (ICT), with self-rated-health (SRH) and mental health (MH); (3)
whether social capital, social participation and ICT usage mediate the SES-SRH/MH
association. The three study aims were examined in the overall study population and by: (a)
three ethnocultural groups: Israeli-Jews, immigrants to Israel from the Former Soviet Union,

and Israeli Arabs; (b) gender.

SES, SRH and mental health

SES is a complex phenomenon, usually assessed by several objective indicators (for discussion
see Marmot et al., 1987; Winkleby et al., 1992). Among these are poverty level, income or
household income (categorical, quartiles or continuous), income/needs ratio, education level
and social class based on occupation. These SES dimensions are interrelated, but generally
several measures are employed to capture SES (for review of definitions in health studies see
Braveman et al., 2005). To better explain the social gradient in health a growing number of
health studies have adopted in addition to the standard objective measures of SES, subjective
approach for measuring socio economic status (SES) (see Achdut et al., 2021; Zou et
al., 2020), as we did in this study. Singh-Manoux et al. (2005) suggest that subjective measures
of SES (SSS) are a “cognitive average” of objective SES markers, allowing individuals to make
a more nuanced judgment of their multidimensional socioeconomic circumstances and related
life chances. SSS shows more stable and stronger relations with psychological and SWB
indicators than objective measures (for review and meta-analytic see: Euteneuer, 2014; Tan et
al., 2020).

The predominant view is that one’s social and economic resources heavily influence
one’s health (Meyer et al., 2014). Thus, people of the lower class are at higher risk of health
problems due to factors related to living conditions, such as poor housing, noise level, air
pollution, neighborhood safety (see review at Achdut, 2023); poor job quality (Dieker et al.,
2019); health behavior, namely personal lifestyle, such as fairly low levels of diet, physical
inactivity, hygiene and basic health care (Yang et al., 2020; see review at Petrovic et al., 2018);
and continuous financial distress that creates chronic and high cognitive load resulting from
people being constantly preoccupied with financial concerns (Mani et al., 2013). This load,
related to stress and negative affect (Achdut, 2023; Haushofer & Fehr, 2014) erodes poor
people’s cognitive resources and impairs decision-making processes (Adamkovic &
Martoncik, 2017; Shah et al., 2012). Another central explanation considered in the literature
for socioeconomic disparities in health is related to lack of equity in access, even in publicly

funded healthcare systems. Here, accessibility to health care services, measured by diverse
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indicators (e.g., waiting time) varies across geographical areas, with the most deprived areas
suffering from the lowest accessibility (e.g., Moscelli et al., 2018).

Substantial empirical work has shown that lower SES is associated with poorer health
outcomes (e.g., Yang et al., 2020). For example, Kunst et al. (2005) studied socioeconomic
inequalities in SRH across 11 European countries. Their longitudinal analysis showed a high
degree of stability in this inequality, with some variation across countries—attributed to
differences in welfare states’ policies. In a recent systematic review that examined material,
psychosocial and behavioural factors as explanatory pathways for socioeconomic inequalities
in SRH, it was found that material factors contributed most to differences in SRH because of
their higher independent (direct) effect and additional shared (indirect) effect through
psychosocial (e.g., sense of mastery, coping strategy, social support) and behavioural factors
(e.g., physical activity, dietary habits) (Moor et al., 2017). Similar findings on inequality in
SRH reported in Cai et al. (2017). Doméenech-Abella at al. (2018) illustrated a connection
between SES and depression in older adults across various countries. They found that the SES
indicators of education and household income had an independent effect on depression and
psychosocial factors, and loneliness mediated the links between SES and depression. Vidal et
al. (2018) found that low SSS was predictive of depression among college students in the US,
although no such association was found for objective measures of family SES.; Low SES was
also associated with poor or fair SRMH (Ahmad et al., 2014). In other studies, lower SES
correlated with specific diseases such as obesity, diabetes, and diabetes complications (Baum
& Ruhm, 2009; Tatulashvili et al., 2020), Body Mass Index (BMI) (Bann et al., 2017; 2018),
cardiovascular disease (Tang et al., 2016), and premature mortality (Doubeni et al., 2012;
Lewer et al., 2020). Parallelly, a growing body of empirical literature demonstrated the central
role of subjective measures of SES (SSS) in explaining self-rated health and mental health
outcomes (Chang et al., 2020; Zou et al., 2020). Measures of subjective socioeconomic status
(SSS), such as inability to meet household expenses, financial strain, and different aspects of
material deprivation, are related to poorer mental health (e.g., Chung et al., 2018; Myers, 2020;
Prag et al., 2016), depression (Shaked et al., 2016; Talavera et al., 2018), psychological
distress (Ahnquist et al., 2012; Celeste & Fritzell, 2018), and subjective wellbeing outcomes,
such as life satisfaction (Chiang et al., 2021; Rajabi-Gilan et al., 2021; Ren et al., 2022).
Social capital, SRH and mental health
Social capital refers to a broad aspect of support networks and the relationships within and
between units such as family, social groups and neighborhood (Coleman, 1988). Social capital

is also defined as: “the aggregate of the actual or potential resources which are linked to
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possession of a durable network of more or less institutionalized relationships of mutual
acquaintance or recognition” (Bourdieu, 1986, p. 248). Social capital is a multidimensional
concept which can be divided into structural and cognitive components. While structural social
capital refers to the extent and intensity of social connections, the cognitive part refers to the
subjective perception of support and trust (Ferlander & Maikinen, 2009; Giordano et al., 2012;
Harpham et al., 2002). For example, trust is defined as “a belief in the integrity of other people”
(p. 234) or the belief in the good will of the other (see discussion in Uslaner, 2002). Rotenberg
(1994) suggests that trust is the belief that others will fulfill their promises, and the emotional
experiences accompanying these beliefs or attributions, feelings of sureness or confidence in
others. That is, trust expresses personal beliefs about social relationships and is therefore
necessary for the ability to create such relationships (Mirowsky & Ross, 2017). In other words
these two components of social capital, structural and cognitive, “can be respectively
characterized as what people ‘do’ and what people ‘feel’ in terms of social relations” (Harpham
et al., 2002, p.106). Also, social capital dimensions have been conceptualized as formal and
informal social ties: formal social capital comprises rule-bound networks, whereas informal
social capital is characterized by casual contacts with family and friends (Ferlander &
Maikinen, 2009).

The benefits driven from social capital must, however, be differentiated
(Putnam, 2000). Berkman et al. (2000) imply that not all ties are supportive and that the type,
frequency, intensity, and extent of support provided vary across different social networks.
Different forms of social capital entail diverse degrees of involvement and closeness and,
hence, offer diverse rewards, some providing several types of support, while other forms
provide only one type of support or reward. For example, connections with family and friends
are an important source of emotional and instrumental support. Volunteer activity and political
involvement tend to build up civic skills, create an ‘equivalent status and power’ among their
members and provide benefits such as information exchange and group identity (Ferlander &
Maikinen, 2009). Thus, these various social capital practices may not uniformly affect health
outcomes, let alone different health outcomes such as SRH and MH.

A large body of empirical literature documents the contribution of social capital to
various health measures (for review see Ehsan et al., 2019). Many of these studies focus on
SRH, which is closely correlated with objective medical health conditions (Jylhd, 2009; Wu et
al., 2013). Studies have also demonstrated the rising predictive validity of SRH (Schnittker &
Bacak, 2014). Overall, these empirical works reported a positive effect of social capital on

different health measures across the globe, among them mortality (Folland, 2007; Wilkins,
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2003), disability (Lund et al, 2010) depression, loneliness and psychological wellbeing (Refaeli
& Achdut, 2020; Niedzwiedz, 2016; Valk, 2017; Zhang & Jiang, 2019), SRH (Cai et al., 2017,
Gilmour, 2012; Moor et al., 2017), SRMH (Ahmad et al., 2014) and the quality of sleep (Chen
et al., 2016).

The Mediating role of social capital in the link between SES and health

Several studies have examined the mediating role of social capital and social participation
practices on the relationship between SES and health. Niedzwiedz et al (2016) showed that
participation in external social activities (voluntary/charity, education and training courses,
political or community organization) moderated the association between household wealth and
loneliness among older adults. That is, participation in external social activities acts as a buffer
against the adverse effects of socioeconomic disadvantage on loneliness. Rézer and Volker
(2016) found that social trust mediated the relation between income inequality and SRH; Cai
(2017) demonstrated that family and friends’ relations mediated the link between SES and
SRH; Han et al. (2018) found that reciprocity level — defined as a cognitive construct of social
capital - mediated the association between income level and depression; Addae (2020)
demonstrated that family based social capital mediated the SES-subjective wellbeing among
adolescents; and Ge (2020) demonstrated the mediating role of family social capital on
children’s psychological well-being in China.

We therefore explored the differential mediation effect of social capital and social
participation practices on the links between SES-and health. Furthermore, since the association
between social capital and health may varies by type of social capital and across different
subgroups such as ethnocultural and gender (Ferlander & Mikinen, 2009; Niedzwiedz et al.,
2016), we further examined the mitigating role of social capital and participation from both

ethnocultural and gender perspectives.

Ethno-cultural aspects and health
The concept of ethnocultural origin encompasses multiple dimensions. Firstly, self-definition
entails a sense of belonging or perceived differentiation from the dominant majority group
(Missine & Bracke, 2010). Additionally, formal definitions of ethnocultural origin are linked
to the country of origin of immigrants (Missine & Bracke, 2010).

Notable disparities in health outcomes are prevalent between minority and majority
groups (Evandrou et al., 2016; Mukherjee et al., 2016; Wheeler & Bryant, 2017). For instance,
in the United States, both black and Hispanic populations, encompassing individuals of all age

groups, have exhibited inferior overall health and elevated mortality rates when compared to
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the white majority group (Kehm et al., 2018; Mezuk et al., 2013). Furthermore, the mortality
rate of infants is three times higher among black individuals in comparison to Caucasians
(Arcaya et al., 2015). Likewise, mental health has been found to be negatively impacted in
Hispanic and black minority populations compared to Caucasians (Ortega et al., 2015).

Israel comprises various ethno-cultural groups, with Jewish individuals constituting
approximately 75% and Israeli Arabs comprising around 20% of the population (The Israel
Central Bureau of Statistics, 2021). Since 1989, more than 1 million immigrants have arrived
in Israel, primarily from the Former Soviet Union (FSU) and Ethiopia (The Israel Central
Bureau of Statistics, 2014). Previous research has indicated that immigrants tend to preserve
their cultural values and child-rearing norms across generations (Nadan et al, 2018; Sarid &
Shraga, 2009).

Empirical investigations have consistently indicated that ethnocultural groups are
disproportionately associated with a lower socioeconomic status (Ciciurkaite, 2021). This can
be attributed to disparities in educational and employment opportunities, resulting in elevated
rates of unemployment, lower educational attainment, and the experience of poverty and social
isolation from the dominant group (Ciciurkaite, 2021). Persistent, and multiple health
disparities exist among the Israeli Jewish and the Arab population. Compared to the Israeli
Jewish Arab population have lower life expectancy and lower self-rated health, higher rates of
diabetes, and hypertension (Chernichovsky et al., 2017; Daoud et al., 2018; Haddad Ha;j-
Yahya, 2021); postpartum depression (Shwartz et al., 2019), depression (Kaplan et al., 2010);
and low life satisfaction index referring to satisfaction from various life domains (Kushnirovich
& Sherman, 2018). Impaired physical and mental health was reported by immigrants from FSU
reporting musculoskeletal and digestive diseases, and high rates of depression and anxiety
(Kostareva et al., 2020).

A suggested mechanism for health disparities between the majority of Israeli Jews and
minorities such as Arab and immigrants is that minority groups practice more abundantly non
adaptive health behaviors such as smoking, and alcohol, both increasing the risk for hampered
physical and mental health (Kostareva et al., 2020). Another possible mechanism for health
disparity in minority groups lies in the cultural socialization of each minority group. Those
groups tend to create and live in their own communities, adhering to norms and behaviors and
are known from the old country for FSU immigrants and norms that characterize the Arab
society, collectivistic and masculine oriented values. In terms of social capital, they keep
connective social capital within their society, living in separate residential areas, and having

distinct business (Daoud et al, 2018; Slonim-Nevo et al., 2007). Recent studies found lower
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levels of social capital in respect of trust among both FSU immigrants and the Israeli Arab
minority (Achdut & Refaeli, 2021), indicating their relatively higher vulnerability to impaired
health and well-being. The positive effect of trust on health, mental health and subjective
wellbeing is well documented in the empirical literature across countries and among different
population groups (e.g., Awaworyi-Churchill & Mishra, 2017; Elgar., 2010; Gao & Zhao,
2022; Campos-Matos et al., 2016; Laurence, 2019; Lin et 1., 2021). Further, Among Arabs low
trust levels were reported outside the family, and towards formal organization. Yet, high rated
of informal social capital was reported by Arab with regards to meetings with family and

friends compared to Jews (Baron-Epel et al., 2008)

Health and Gender

Health and gender are deeply interlinked, with societal interpretations of gender roles
significantly influencing health outcomes. From a biological perspective, men and women may
have inherent susceptibilities to certain conditions. However, the social construct of gender
roles amplifies these disparities, often pushing individuals into patterns that do not prioritize
their well-being. For instance, men are often discouraged from expressing emotion or
vulnerability (Springer et al, 2012). Cultural and social norms that define masculinity often act
as barriers to men seeking healthcare, highlighting the significant societal pressures that
discourage the acknowledgment of emotional and mental challenges. Consequently, this
reluctance can lead to untreated conditions and delayed diagnoses (Springer et al, 2012).

For women, the challenges often revolve around reproductive health decisions, with
many being dictated by societal and familial norms. Upadhyay et al. (2014) highlight the
profound impact of women's empowerment (or lack thereof) on reproductive health. Beyond
physical health, mental well-being also displays disparities rooted in gender roles.

The socialization process significantly contributes to mental health disparities linked to
gender roles. In societies that prioritize masculine-oriented values, the process of socialization
often involves the early reinforcement of gender-specific expectations, which can significantly
impact mental well-being. Boys are typically encouraged to adopt traits associated with
strength, stoicism, and emotional restraint, while girls are expected to display qualities like
nurturing, empathy, and cooperativeness. This societal framework can have profound
implications for men's mental health, potentially deterring them from seeking help for mental
health issues due to the apprehension of being perceived as weak (Heise et al, 2019).

Moreover, these gender stereotypes can also influence individuals' health behaviors.

For instance, research indicates that in societies where masculinity is closely associated with
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emotional suppression and toughness, men may be more inclined to adopt dysfunctional health
behaviors such as smoking as a coping mechanism (Li et al., 2019). This not only places their
physical health at risk but also contributes to disparities in mental well-being, as these

behaviors can compound stress and anxiety.

The objectives of the current study

1. To examine the association between SES, social capital, and social participation with
SRH and MH. We hypothesize that social capital and social participation practices will
mediate the SES- SRH and MH associations.

2. To examine the association between SES, social capital, and social participation with
SRH and MH among three ethno-cultural groups: Israeli --Jews, Arabs and FSU
immigrants.

3. To examine the association between SES, social capital, and social participation with

SRH and MH by gender.

Method

Source of Data
Cross sectional data were drawn from the Israeli Social Survey (ISS) for the years 2016-2019
(Public-Use-File) conducted by the Israeli Central Bureau of Statistics (ICBS) (ICBS, 2018; 2020).
The ISS for each year comprises a representative sample of 7,500 persons aged 20 and older of the
permanent non-institutional population of Israel, as well as residents of non-custodial institutions.
We merged the four surveys into one dataset and limited our sample to individuals aged 35 and
older, giving a total number of 20,102 respondents. Of this, 308 observations (1.5%) had missing
information in the items that were used to construct the two outcomes and were omitted from the
analyses. The final sample comprised 19, 794 respondents (further information on missing data is
provided below).

Self-report questionnaires were administered by ICBS interviewers through a face-to-face
computer assisted personal interview (CAPI). The interviews were conducted in Hebrew, Arabic,
and Russian, and each lasted about an hour (ICBS, 2018). This survey was subject to the Bureau’s
Ethics Committee, and informed consent was obtained from all respondents.

Measurement

Dependent variables
Self-rated health (SRH) was measured by three items: (/) general health condition: “How is your
health, overall?” The response options lay on a four-point Likert scale (very good (=0); good (=1);
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not so good (=2); not good at all (=3)); (2) having any health or physical problem that interfered
with daily functioning. Respondent were classified to three categories: no health or physical
problem (=0); health problem that did not interfere so much or did not interfere at all with daily
functioning (=1); health problem that greatly interfere or interfered with daily functioning (=2).
(3) Had a specific health problem that might interfere with the daily function, such as a. walking
or climbing stairs; b. getting dressed or bathing; c. carrying out household activities; d. problems
with memory or concentration; e. vision problems; f. difficulty hearing. Responses were arrayed
on a four-point Likert scale (no difficulty (=0) to complete incapacity (=3)). The response options
were than dichotomized to reflect no or slight difficulty (=0) and significant or complete incapacity
(=1). These six dichotomized variables were summed up to an overall index, ranging from 0 to 6.
The index thus indicated the number of limitations that interfered with daily functioning. Finally,
using the sum of the final scores in the three items detailed above, we created an overall physical
health scale, ranging from 0 to 11. We reversed the scale so that higher score reflected better self-
rated health condition. Reliability analysis (Cronbach’s a) for this scale was not calculated.
Likewise to Taber (2018), we did not assume that our measurement of health was unidimensional
or that individuals who reported being in poor or bad health would suffer from several health
problems. For example, an individual with memory or concentration limitation is not necessarily
assumed to have additional health problems.

Mental health (MH) was assessed on six questions: (/) Have you felt pressured in the past
12 months? (2) Have you felt depressed in the past 12 months? (3) Did you feel able to deal with
your problems in the past 12 months? (4) Did you feel full of energy in the last 12 months? (35)
Have worries prevented you from sleeping in the last 12 months? Answers to these five items were
set on a four-point Likert scale from always (=1) to never (=4). After reversal of the questions (3)
and (4), a summed score for these six questions was calculated. The final score ranged from 5 to
20, with a higher score reflecting better mental health. Cronbach’s a=.74.

Independent variables

Socio-Economic Status (SES) was measured by four indicators. Three objective indicators
of education level, average income per capita in the household and home ownership, and a single
subjective indicator referring to perceived income adequacy (PIA).

Participants’ highest education level was recorded according to the International Standard
Classification of Education (UNESCO, 2012) and divided into low (less than lower secondary
education, or lower secondary education completed), medium (upper secondary education or post-
secondary non-tertiary [non-academic] education completed) and high tertiary [academic]

education completed); average income per capita was defined by the ICBS and includes three
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categories: low (up to NIS 2,000/USD 530); medium (NIS 2,001/USD 531 - NIS 4,000/ USD
1,060); and high (NIS 4,001/USD 1,061 and above); and home ownership was measured by a
single item indicating whether the participants own at least one residential apartment (yes=1);
Perceived income adequacy (PIA) was assessed via the question, “Do you manage to cover all
your monthly expenses for food, electricity, telephone, etc.?”” Answers were provided on a four-
point Likert scale (1=yes, without any difficulty; 2=yes, but with some difficulty; 3=no, not so
well; 4=no, not at all). We re-coded PIA so a higher score reflects greater income adequacy.
Mediating variables
Social capital and social Participation practices included the following seven items: (1)
satisfaction with relations with family members (0=no family; 1 = not satisfied at all; 2 = not so
satisfied; 3 = satisfied; 4 = very satisfied); (2) satisfaction with relations with neighbors (1 = not
satisfied at all; 2 = not so satisfied; 3 = satisfied; 4 = very satisfied); (3) frequency of meeting
friends or talking to them (0=no friends; 1=less than once a month; 2=once or twice a month; 3=
once or twice a week; 4=daily, or almost daily); (4) “If you were in trouble, are there people
whose help you could count on?" defined as perceived support (1=yes); (5) “In general, can you
trust most people, or do you have to be wary of them?" defined as perceived trust (1=most people
can be trusted); (6) engagement in volunteer activities in the previous 12 months, in the
framework of an organization or movement (=1); (7) involvement in public or political life on a
national or local level in the past 12 months measured by eight dichotomous items signifying
different form of involvement (e.g., signed on a petition, participated in a demonstration or
protest march, attended a gathering, political convention or a parlor meeting). Based on these
items we computed a sum index indicating the number of activities for each participant (0-8).
Information and communication technology (ICT) practices, considered as an additional
domain of social capital/participation, was measured by the following nine items signifying the
intensity and purposes of this activity: (1) “During the last three months, how many times a week
did you use the internet, through a computer or a mobile phone”? (0=not at all; 1=twice a week
or less; 2=every day or almost every day). The remaining eight items were: used the internet (2)
to search for information; (3) for e-mail; for discussion groups and social networks, such as chat
rooms, forms, WhatsApp, Twitter; (4) for online games or download games; (5) for banking
transactions and paying bills; (6) for viewing or downloading files, such as photos, music,
movies; (7) to purchase products or services; (8) to obtain services from government agencies;
(9) for phone calls or video, such as skype. Answers to each of the above items were dichotomies
(yes=1). Based on the sum of these nine items we computed an ICT scale from 0 to 10, a higher

score reflecting more intense ICT use. Cronbach’s o =.91.
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Control variables were age (35-44; 45-54; 55-64; 65 and above), gender (male=1),
marital status (married, divorced [or separated], single, widowed), immigration (immigrants to
Israel from 1990 or later=1), nationality (Arabs [Israeli-born Muslim, Christian and Druze
religion] =1), having kids under the age of 17 in the household (=1); employment status
(employed=1).

Respondents

Table 1 summarizes the descriptive statistics of the sample. Gender was evenly distributed
across the study population. The majority were married (74.7%), with 43.6% having at least
one child aged under 17 in the household. Immigrants’ respondents comprised almost one fifth
of the sample (18.9%) and Arabs respondents comprised 15.5%. Sixty-four percent were
employed, where this rate was higher among the working-age population (80.3%) (not shown).
As for SES indicators, medium or high education was reported by 36.9% and 35.4% of the
respondents respectively, as compared with a lower rate of respondents with low education
(27.7%). Fifty-six percent of the respondents had a high AIPC, and more than three-quarters
reported home ownership.

The great majority of respondents (about 95%) reported being very satisfied or satisfied
regarding family relations, about 76% stated that they met or spoke with friends once a week
or more, and 91.7% reported on perceived support. That is, they have people to count on in
times of trouble. By contrast, when referring to perceived trust, only 42.1% believed that most
people could be trusted. About 21% had taken part in volunteering activity, and the mean level
of use of ICT was rather high, at 6.67 (on a 0-10 scale).

Table 1. Descriptive statistics of the study variables, Israeli social survey for 2016 - 2019

Variables N % |/ M (SD)
Demographic
Age group
35-44 5664 28.6
44-54 4659 23.5
55-64 3982 20.1
65 and above 5489 27.7
Male (= 1) 9578 48.4
Marital status
Single 1372 6.9
Married 14787 74.7
Divorced (or separated) 2148 10.9
Widowed 1487 7.5
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Children aged 0-17 in the household (= 1)
Immigrant (= 1)
Arab (= 1)
Employed (= 1)
SES
Education
Low
Medium
High
Average income per capita in the household
Low
Medium
High
Perceived income adequacy (1-4)
Yes, but without any difficulty
Yes, but with some difficulty
No, not so well
No, not at all
Home ownership (= 1)
Social capital
Satisfaction with family relationships (0-4)
No family
Not satisfied at all
Not so satisfied
Satisfied
Very satisfied
Frequency of meeting/speaking with friends (0-4)
No friends
Less than once a month
Once or twice a month
Once or twice a week
Daily, or almost daily
Satisfaction with neighbors relationships (0-4)
No neighbors
Not satisfied at all
Not so satisfied
Satisfied
Very satisfied
Perceived support (Yes = 1)

Perceived trust (Yes = 1)

8633
3731
3072
12980

5483
7294
6998

3474
5199
11114
19692
1331
5031
9845
3485
15379

19769
50
212
710
6678
12119
19744
2162
497
2004
7596
7485
19515
161
679
1722
11024
5929
18002
8081
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43.6
18.9
15.5
64.6

27.7
36.9
354

17.6
26.3
56.2

2.79 (0.81)

6.8
25.5
50.0
17.7
77.7

3.55 (0.64)
0.3
1.1
3.6
33.8
61.3
2.90 (1.25)
11.0
2.5
10.1
38.5
37.9
3.12(0.77)
0.8
35
8.8
56.5
30.4
91.7
42.1



Social participation

Volunteering (Yes = 1) 4143 20.9
Public/political involvement (Yes = 1) 2557 12.9
ICT use scale (0-10) 19757  6.67 (4.00)

Note. N = 19794. SES = Socio-Economic Status.

Data analysis

Missing data

The rate of missing data across the study variables was relatively low, except for average
income per capita in the household. There was no missing data with respect to demographic
characteristics, employment status and home ownership. The rate of missing data across the
social capital/social participation indictors ranged from 0.1% (n=25) to 1.4% (n=279), with a
slightly higher for perceived trust (2.9%, n=578). The rate of missing data for the SES measures
was: education 0.1% (n=19), perceived income adequacy 0.5% (n=102), and average income
per capita in the household 17.0% (n=3368). Missing data imputation was performed only for
the average income per capita indicator (AIPC). To do so, we employed a multinomial model
to predict AIPC and kept the Predicted Response Category for each participant (the reference
category was high AIPC). The predictors were the entire set of demographic characteristics,
employment status and participants’ education level. Based on the predicted response category
yielded from this estimation we imputed values for participants with missing information in
the AIPC variable.

At the first step we conducted three Varimax exploratory factor analysis (EFA) using
the initial Eigenvalue cutoffs to estimate the factor solution: (1) For the various SES indicators.
The factor solution yielded one factor with an Eigenvalue above 1.0 (Eigenvalue=1.67),
comprising three indicators that loaded significantly: education level (loading=.685), AIPC
(.790), and PIA (.736). The cumulative variance explained by this factor was 54%. The Kaiser-
Meyer-Olkin (KMO) test and Bartlett's test of sphericity supported the sampling adequacy and
appropriateness of the extracted factors (Beavers et al., 2013) at 0.61 with a statistically
significant test of sphericity (p <.001). Based on this analysis, a summed variable was
computed where higher scores indicated higher SES (3-10). Home ownership did not load
significantly with the other components; therefore, we treated it as a distinct variable; (2) For
the social capital/participation indicators. Two factors emerged with Eigenvalue above 1.0: The
first (Eigenvalue=1.54) comprised of four items that loaded significantly: satisfaction with
relationships with family members (.706) perceived support (.614); satisfaction with relations

with neighbors (.564); frequency of meeting friends or talking to them (.44); The second
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(Eigenvalue=1.14) was volunteering (.753) and political involvement (.771). The cumulative
variance explained by these two factors stood at 45%. The Kaiser-Meyer-Olkin (KMO) test
and Bartlett's test of sphericity supported the sampling adequacy and appropriateness of the
extracted factors at 0.59 with a statistically significant test of sphericity (p <.001). Based on
this analysis, two summed variables were computed respectively where higher scores indicated
higher social capital (1-13) and higher social participation (0-9). Perceived trust did not load
significantly to any of these factors, and therefore is treated as a distinct variable. Because we
were interested in the distinct mediating effect of ICT usage in the SES-(mental) health
associations, this scale was not included in the factor analysis and considered as a distinct
construct throughout all analysis steps.

At the second step, bivariate analyses examined the associations between explanatory
variables and outcomes (SRH and MH). Zero-order correlations were calculated for continuous
variables, and independent samples t-tests were used for dichotomous variables. For categorical
variables, one-way analysis of variance (ANOVA) followed by Tukey’s HSD or Games-
Howell post-hoc tests were conducted.

At the third step, mediation analyses were performed via several path analyses: for the
total sample and each subsample, separately. SES and home ownership were entered as
exogenous predictors; self-perceived trust, social participation factor, social capital factor, and
ICT were entered as endogenous mediators; and SRH and MH were entered as endogenous
outcomes. Note that age, gender, marital status, having children aged 0-17 in the household,
occupational status, immigration status, and nationality (Israeli Arabs) group were entered as
exogenous controls in the total sample. Immigration and nationality were removed from the
subsamples’ analyses. Models were estimated using maximum likelihood method with model
fit evaluated using several goodness of fit indices (Hu & Bentler, 1999): ¥*/df index, which is
considered to be acceptable when the value is less than 5 or between 1 and 3 as an excellent
fit; the Comparative Fit Index (CFI) with adequate values above 0.90, and excellent fit of above
0.95; the Root Mean Square Error of Approximation (RMSEA) with values less than 0.08, as
an adequate fit, or less than 0.06 as an excellent fit; Standardized Root Mean Squared Residual
(SRMR) with values less than 0.10, as an adequate fit, or less than 0.08 as an excellent fit.
Additionally, insignificant paths were omitted to reach the most parsimonious model (Bentler
& Mooijaart, 1989). Afterward, a modification indices test was conducted to examine whether
additional paths could be added to the model to improve its fit. Then, the parsimonious model
and the parsimonious-modified models were compared to the initial model using three

comparison indices: Expected Cross-Validation Index (ECVI), Akaike’s Information Criterion
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(AIC), and Bayes Information Criterion (BIC), with lower values indicating better fit (Byrne,
2016). To examine the significance of the indirect effects, confidence intervals (CI) were
estimated for each indirect effect based on 5,000 bootstrap samples of the data (Hayes, 2022).
The indirect effect was deemed significant when zero was not included in the CI (Shrout &
Bolger, 2002). Finally, a multiple group path analysis was conducted by comparing two
models: a fully unconstrained model, where there are no equality constraints imposed and a
constrained model with all coefficients held constant across groups. A significant y? square
difference test indicates evidence of non-invariant parameters (Byrne, 2016). Then, each path
was tested for invariance. Additionally, moderated mediation analyses were tested only for
significant indirect effects, which were comprised by at least one path that was different
between females and males.

The statistical tests were performed using IBM SPSS Statistics version 28. Path analysis
was conducted using IBM SPSS Amos version 24 using the "Specific indirect effects"
estimated (Gaskin et al., 2020) to analyze the specific indirect effects; “Multigroup Analysis”
plugin (Gaskin & Lim, 2018) to examine multiple group path analysis including path
comparisons by gender; “MyModMed” estimand (Gaskin, 2016) for moderated-mediation
analyses. Due to the large sample size, the significance level was set to 1% for all statistical
tests. The two measures SRH and MH correlated moderately. Pearson correlation coefficients
were 0.46. Despite some overlap in these variables, we treated them as separate constructs (see
also Gilmour, 2012; Meyer et al., 2014).

Results
Bivariate analysis

Table 2 presents means and standard deviations of SRH and MH scores by categorical
explanatory variables and associations between continuous explanatory variables and SRH
and MH. SRH and MH differ by sociodemographic variables such as marital status, lower for
divorce and widowed, gender, lower rates for women. Social capital scales positively
correlated with both health measures.

Table 2. Self-rated health and Mental health by explanatory variables, Israeli social survey
for 2016 - 2019

Self-rated health Mental health

M SD Fltlr M SD Fltlr

Demographic
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Age group
35-44
44-54
55-64
65 and above
Gender
Female
Male
Marital status
Single
Married
Separated
Widowed
Children aged 0-17 in the household
No
Yes
Immigrant
No
Yes
Population group
Jewish
Arab
Occupational status
Unemployed
Employed
SES
Education

Low
Medium

High

Average income per capita in the household

Low

Medium

High
Perceived income adequacy (1-4)
Home ownership

No

Yes

Social capital

Satisfaction with family
relationships (0-4)

Frequency of meeting/speaking
with friends (0-4)

Satisfaction with neighbors
relationships

9.76
8.95
8.09
6.39

8.13
8.49

8.86
8.56
7.99
5.60

7.47
9.38

8.42
7.80

8.43
7.60

6.39
9.34

7.29
8.28
9.12

7.41
7.80
8.81

7.98
8.39

1.97
2.55
2.89
3.34

3.12
291

2.72
2.84
3.09
351

3.23
2.34

3.00
3.05

2.89
3.58

3.47

2.12

3.43
2.99
242

3.57
3.27
2.58

3.24
2.95

F(3,19758) = 1534.98, p <
001, 12=.19

#19760) = -8.38, p < .001,
d=-0.12

F(3,19758) = 487.58, p <
001, 12 =.07

#(19675) = -48.22, p < .001,
d=-0.67

#5521)=11.05,p<.001,d
=0.20

#(3834)=12.11,p<.001,d
=0.28

(9817) = -64.54, p < .001,
=-1.10

1(19645) = 28, p <.001

F(2,19741) = 594.05, p <
001, 7*=.06

F(2, 19753) = 393.09, p <
001, 2= .04

#(19661) = .19, p < .001

(6645) = -7.66, p < .001, d
=-0.14

#(19260) = .27 p <.001
#(19736) = .15 p <.001
#(19711) = 22 p <.001

1(19482) = .11 p <.001
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15.32
15.10
14.98
14.54

14.44
15.55

14.60
15.29
14.12
13.52

14.70
15.34

15.03
14.79

15.02
14.76

14.05
15.49

14.27
15.09
15.43

14.27
14.62
15.37

14.39
15.15

3.01
3.22
3.38
3.61

3.31
3.24

3.39
3.17
3.56
3.72

3.49
3.06

3.35

3.23
3.76

3.74
3.33
2.84

3.79
3.52
3.00

3.52
3.24

F(3,19790) = 54.93, p <
001,12 =01

H2)=-23.81,p<.001,d=-
034

F(3,19790) = 198.99, p <
001, 2 = .03

1(19486) = -48.22, p < .001, d
=-0.19

#(19790) =3.86, p <.001,d =
0.07

1(3949) = 3.55, p < 001, d =
0.08

(11655) = -27.65,p < .001,d
=-0.44

1(19675) = .26, p < .001

F(2,19772) = 194.57, p <
001, 2= .02

F(2, 19784) = 189.56, p <
001, 2=.02

1(19690) = .30, p < .001

(6712) =-12.83, p < .001,d
=-0.23

1(19290) = .25 p < .001
1(19767) = .18 p <.001
1(19742) = .16 p < .001

7(19513) = .13 p <.001



Self-perceived-support #(1837)=-18.28, p < .001, #(1823) =-19.89, p <.001, d

d=-0.54 =-0.61
No 6.83 345 13.15 3.92
Yes 844 294 15.15 3.21
. #(18796) =-21.15, p <.001, #(18836) =-23.34,p < .001, d
Self-perceived-trust d=-030 =033
No 795  3.18 14.53 3.50
Yes 885  2.67 15.62 2.92
Social participation - - r(19747) = .13 p < .001 - - r(19778) = .07 p < .001
. #8653) =-25.07, p < .001, #(7585)=-17.02, p<.001, d
Volunteering d=-037 ~ 027
No 8.07 3.15 14.79 3.41
Yes 9.17 231 15.68 2.85
. s #(4063) =-16.58, p < .001, t(3772) =-6.35,p <.001,d =
Public/political involvement d=-0028 20.12
No 819  3.10 14.93 3.39
Yes 9.04 231 15.32 2.79
ICT use scale (0-12) - - r(19725) = .39, p <.001 - - r(19755)= .18, p <.001

Note. All omnibus tests were significant at the .001 level. All post-hoc tests were significant (all p's <.003),
except for the 44-54 vs. 55-64 age group comparison on mental health (p = .338). SES = Socio-Economic
Status; ICT = Information and Communication Technology.

Mediation analyses

The study model for the overall sample

Examining the path model revealed several non-significant paths: between home ownership
and social participation factor and between some controls and endogenous variables.
Reanalyzing without these insignificant paths (i.e., parsimonious model) yielded poor fit
indices. However, adding intercorrelations between the mediators and between the outcomes
improved the model fit, making the parsimonious-modified model preferable. The final model,
presented in Figure 1, displayed a good to excellent fit with the data (Table 3).

Table 3. Fit and model comparison indices of SES and home ownership on SRH and MH,

Total sample

Model e df y/df CFI RMSEA SRMR ECVI AIC BIC
Initial 3960.87 7  565.84 095 0.17 0.03 0.23  4326.87 5760.07
Parsimonious 4040.83 25 161.63 0.95 0.09 0.03 0.24  4370.83 5663.06

Parsimonious + MI 79.97 18 4.44 1.00 0.01 0.004 0.02 42397 1771.01

Note. N=18614. SES = Socio-Economic Status; SRH = Self-Rated Health, MH = Mental Health; CFI =
Comparative Fit Index; RMSEA = Root Mean Square Error of Approximation; SRMR = Standardized Root
Mean Squared Residual; ECVI = Expected Cross-Validation Index; AIC = Akaike’s Information Criterion;
BIC = Bayes Information Criterion; MI = Modification Indices.
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All paths from SES to the endogenous variables were positive and significant. The paths
from home ownership to all endogenous variables, except for social participation, were
significant. Similarly, all paths from the mediators to the SRH and MH were significant.

The indirect effects of SES on SRH and MH through perceived trust, social
participation factor, social capital factor, and ICT were examined (Table 4). All indirect effects
were significant. Analysis revealed that higher SES predicted a higher probability of perceived
trust and higher scores of social participation factor, social capital factor, and ICT. While
perceived trust and higher social capital predicted higher SRH and MH scores, higher social
participation predicted lower SRH and MH scores. In addition, Higher ICT predicted higher
SRH scores and lower MH scores (Figure 1).

Regarding home ownership, all modeled indirect effects were significant (Table 4).
Home ownership predicted higher social capital, lower probability of perceived trust, and lower
ICT scores. As stated above, higher social capital predicted higher SRH and MH scores.
Perceived trust was positively associated with greater SRH and MH scores. Additionally, ICT
usage predicted higher SRH scores and lower MH scores (Figure 1).

Figure 2. Path analysis model depicting the indirect effects of SES and home ownership on

SRH and MH — Total sample.
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Note. N = 18614. Standardized path coefficients are presented, controlling for age, gender, marital status, having
children aged 0-17 in the household, occupational status, and ethnocultural group. Measurement errors and
intercorrelations of predictors and mediators (Appendix 1) are not displayed for clarity. Paths emphasized with
bold lines indicate coefficients > 0.10. SES = Socio-Economic Status; ICT = Information and Communication
Technology; SRH = Self-Rated Health; MH = Mental Health. 0 = No, 1 = Yes.

“p <.01.""p <.001.
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Table 4. Bootstrap results for the indirect effects of SES and home ownership on SRH and

MH, Total sample

99% Bootstrap CI

Indirect effect B Lower Upper
SES — Perceived trust* — SRH 0.01 0.01 0.02
SES — Perceived trust* — MH 0.04 0.03 0.05
SES — Social participation — SRH -0.01 -0.01 -0.002
SES — Social participation — MH -0.01 -0.01 -0.001
SES — Social capital - SRH 0.04 0.04 0.05
SES — Social capital - MH 0.07 0.06 0.08
SES — ICT — SRH 0.05 0.03 0.06
SES — ICT - MH -0.02 -0.04 -0.003
Home ownership* — Perceived trust* — SRH -0.01 -0.01 0.00
Home ownership* — Perceived trust* — MH -0.01 -0.03 -0.001
Home ownership* — Social capital — SRH 0.03 0.01 0.05
Home ownership® — Social capital - MH 0.05 0.02 0.08
Home ownership* — ICT — SRH -0.02 -0.03 -0.01
Home ownership* — ICT — MH 0.01 0.001 0.02

Note. N=18614. SES = Socio-Economic Status; ICT = Information and Communication Technology; SRH =
Self-Rated Health; MH = Mental Health; CI = Confidence Interval. 20 = No, 1 = Yes.

Finally, multiple group path analysis showed that the unconstrained model had better
fit than the constrained model (Ay” = 270.08, Adf= 65, p <.001). Comparing paths by gender
indicated that the paths from SES to social capital, from home ownership and ICT to SRH were
stronger for females than males (all p’s <.009) while the paths from SES to ICT and from ICT
to MH were stronger for males than females (both p’s <.006) (Figure 2). Moreover, moderated-
mediation analyses indicated that the indirect effects from SES to SRH and MH via ICT were
stronger for females than males (estimate = 0.05, 99% bootstrap CI: 0.01, 0.08; estimate = 0.04,
99% bootstrap CI: 0.002, 0.07, respectively) and the indirect effect from home ownership to
MH through ICT was stronger for males than females (estimate = -0.01, 99% bootstrap CI: -

0.03, 0.000).
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Figure 2. Multiple group path analysis model depicting the indirect effects of SES and home
ownership on SRH and MH stratified by gender, Total sample: (a) females; (b) males
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Note. Standardized path coefficients are presented for females (Panel a; n = 9277) and males (Panel b; n =
8758), controlling for age, marital status, having children aged 0-17 in the household, occupational status, and
ethnocultural group. Measurement errors and intercorrelations of predictors and mediators (Appendix 1) are not
displayed for clarity. Paths emphasized with bold lines indicate coefficients > 0.10. SES = Socio-Economic
Status; SRH = Self-Rated Health; MH = Mental Health; ICT = Information and Communication Technology. *0

=No, 1 =Yes.
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*p <.01. "™p <.001.

Models by ethnocultural groups

Israeli Jews

The estimated model in the Israeli Jews sample exhibited poor to excellent fit with the data.
Examination of the path model revealed non-significant paths, including paths from social
participation to both SRH and MH. Therefore, social participation was removed from the
model. In addition, reanalyzing without these insignificant paths (i.e., parsimonious model)
yielded better fit indices than the initial model. However, the fit indices remained terrible to
excellent. The addition of intercorrelations between the mediators and the intercorrelation
between the outcomes improved model fit, thus making the parsimonious-modified model
most preferable. This model, presented in Figure 3, displayed an excellent fit with the data
(Table 5).

Table 5. Fit and model comparison indices of SES and home ownership on SRH and MH —
Israeli Jews

Model v df y¥df CFI RMSEA SRMR ECVI AIC BIC
Initial 224696 7 32099 095 0.16 0.03 0.21 253896 3620.55
Parsimonious 1930.62 10 193.06 0.96 0.13 0.03 0.18  2182.62 3116.04

Parsimonious + MI 9.50 6 1.58 1.00 0.01 0.002 0.02 269.5 1232.56

Note. N=12187. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental
Health; CFI = Comparative Fit Index; RMSEA = Root Mean Square Error of
Approximation; SRMR = Standardized Root Mean Squared Residual; ECVI = Expected
Cross-Validation Index; AIC = Akaike’s Information Criterion; BIC = Bayes Information
Criterion; MI = Modification Indices.

All paths from SES to the endogenous variables were positive and significant. The
paths from home ownership to all endogenous variables, except for SRH, were significant.
Then, all paths from the mediators to SRH and MH were significant.

The indirect effects of SES on SRH and MH through perceived trust, social capital
factor, and ICT were examined (Table 6). All indirect effects were significant. Analysis

revealed that higher SES predicted a higher probability of perceived trust and higher social

capital factor and ICT scores. Subsequently, perceived trust and higher social capital
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predicted higher SRH and MH scores; Higher ICT predicted higher self-rated and lower MH
scores (Figure 3).

Regarding the indirect effects of home ownership on STH and MH, analyses yielded
significant results for the indirect effects through perceived trust and ICT (Table 6). As
mentioned in the total sample, home ownership predicted higher social capital, lower
probability of perceived trust, and lower ICT scores. Subsequently, higher social capital
predicted higher SRH and MH scores; a lower probability of perceived trust predicted lower
SRH and MH scores. In addition, lower ICT predicted lower SRH scores and higher MH
scores (Figure 3).

Figure 3. Path analysis model depicting the indirect effects of SES and home ownership on
SRH and MH — Israeli Jews
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Note. N =12187. Standardized path coefficients are presented, controlling for age, gender,
marital status, having children aged 0-17 in the household, and occupational status.
Measurement errors and intercorrelations of predictors and mediators (Appendix 1) are not
displayed for clarity. Paths emphasized with bold lines indicate coefficients > 0.10. SES =
Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health; ICT = Information
and Communication Technology. *0 = No, 1 = Yes.
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Table 6. Bootstrap results for the indirect effects of SES and home ownership on SRH and
MH — Israeli Jews

99% Bootstrap CI

Indirect effect B Lower Upper
SES — Perceived trust®* — SRH 0.02 0.01 0.03
SES — Perceived trust®* — MH 0.05 0.04 0.06
SES — Social capital — SRH 0.05 0.04 0.06
SES — Social capital - MH 0.07 0.06 0.09
SES — ICT — SRH 0.05 0.03 0.07
SES — ICT - MH -0.02 -0.05 -0.002
Home ownership* — Perceived trust* — SRH -0.01 -0.02 0.00
Home ownership* — Perceived trust* — MH -0.02 -0.04 0.00
Home ownership* — ICT — SRH -0.02 -0.03 -0.01
Home ownership* — ICT — MH 0.01 0.001 0.02

Note. N=12187. SES = Socio-Economic Status; ICT = Information and Communication
Technology; SRH = Self-Rated Health; MH = Mental Health; CI = Confidence Interval. 0
=No, 1 = Yes.

Israeli Arabs

The estimated model in the Israeli Arabs sample exhibited poor to excellent fit with
the data. An inspection of the path model revealed non-significant paths, including paths
from ICT to SRH and MH. Therefore, ICT was removed from the model. In addition,
reanalyzing without these insignificant paths (i.e., parsimonious model) yielded better fit
indices than the initial model, yet the fit indices remained terrible to excellent. The addition
of intercorrelations between the mediators and the intercorrelation between the outcomes
improved model fit, thus making the parsimonious-modified model most preferable. This
model, presented in Figure 4, exhibited an excellent fit with the data (Table 7).

Table 7. Fit and model comparison indices of SES and home ownership on SRH and MH —
Israeli Arabs

Model v df y¥df CFI RMSEA SRMR ECVI AIC BIC
Initial 88194 7 125.99  0.92 0.20 0.03 0.39 1173.94  2051.8
Parsimonious 807.21 29 2784 092 0.09 0.03 0.34 1021.21 1664.57
Parsimonious + MI 2642 24 1.10 1.00 0.01 0.01 0.08 250.42 923.84

Note. N =3019. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental
Health; CFI = Comparative Fit Index; RMSEA = Root Mean Square Error of
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Approximation; SRMR = Standardized Root Mean Squared Residual; ECVI = Expected
Cross-Validation Index; AIC = Akaike’s Information Criterion; BIC = Bayes Information
Criterion; MI = Modification Indices.

All paths from SES to the endogenous variables were positive and significant. The
paths from home ownership to all endogenous variables, except for social participation, were
significant. Then, the paths from all mediators to MH were significant, as was the path from
social capital to SRH. Next, the indirect effects of SES on SRH and MH through perceived
trust, social participation, and social capital factors were examined (Table 8). All indirect
effects examined were significant. Analysis showed that higher SES predicted a higher
probability of perceived trust, higher social participation factor, and social capital factor
scores. Subsequently, higher social capital predicted higher SRH and MH scores; Perceived
trust predicted higher MH scores; and higher social participation predicted lower MH scores
(Figure 3). As for the indirect effects of home ownership on SRH and MH (Table 8), analyses
yielded significant indirect effects on both outcomes through the social capital factor. Results
showed that home ownership predicted higher social capital factor scores, which in turn
predicted higher scores of SRH and MH. In addition, the indirect effect of home ownership

on MH via perceived trust was also significant. Home ownership predicted a higher

probability of perceived trust, which in turn predicted a higher MH score (Figure 4).
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Figure 4. Path analysis model depicting the indirect effects of SES and home ownership on

SRH and MH — Israeli Arabs
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Note. N =3019. Standardized path coefficients are presented, controlling for age, gender,
marital status, having children aged 0-17 in the household, and occupational status.
Measurement errors and intercorrelations of predictors and mediators (Appendix 1) are not
displayed for clarity. Paths emphasized with bold lines indicate coefficients > 0.10. SES =

Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health. 0 = No, 1 = Yes.
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Table 8. Bootstrap results for the indirect effects of SES and home ownership on SRH and
MH — Israeli Arabs

99% Bootstrap CI

Indirect effect B Lower Upper
SES — Perceived trust®* — MH 0.01 0.003 0.02
SES — Social participation — MH -0.02 -0.03 -0.004
SES — Social capital - SRH 0.04 0.01 0.06
SES — Social capital - MH 0.07 0.04 0.10
Home ownership® — Perceived trust* — MH 0.03 0.01 0.06
Home ownership® — Social capital - SRH 0.05 0.01 0.09
Home ownership* — Social capital - MH 0.09 0.03 0.16

Note. N=3019. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental
Health; CI = Confidence Interval. 0 = No, 1 = Yes.

Israeli FSU immigrants

The estimated model in the FSU immigrants sample exhibited poor to excellent fit
with the data. Examining the path model demonstrated several non-significant paths,
including all paths from home ownership to mediators and outcomes. Therefore, home
ownership was removed from the model. Reexamination without these insignificant paths
(i.e., parsimonious model) yielded better fit indices, albeit the fit indices remained terrible to
excellent. Adding intercorrelations between the mediators and the intercorrelation between
the outcomes (parsimonious-modified) improved model fit, with all fit indices deemed
excellent (Table 9). Nevertheless, inspection of the path model showed that the path from
occupational status to social capital became non-significant. Examination of this model
revealed a worse fit than the parsimonious-modified. Thus, the parsimonious-modified model

was chosen (Figure 5).

Table 9. Fit and model comparison indices of SES and home ownership on SRH and MH —
Former Soviet Union immigrants

Model A df y¥df CFI RMSEA SRMR ECVI AIC BIC
Initial 603.71 7 86.25 0.94 0.17 0.03 032 89571 1764.07
Parsimonious 646.71 30 2156 094 0.09 0.03 0.30  858.71 1489.16
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Parsimonious +

MI

Parsimonious +

MI + Trimming

Note. N=2829. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health; CFI =
Comparative Fit Index; RMSEA = Root Mean Square Error of Approximation; SRMR = Standardized Root
Mean Squared Residual; ECVI = Expected Cross-Validation Index; AIC = Akaike’s Information Criterion;
BIC = Bayes Information Criterion; MI = Modification Indices.

All paths from SES to the mediators and outcomes were positive and significant.

43.70 23 1.90  1.00 0.02 0.01 0.10 26970  941.78

50.14 24 2.09 1.00 0.02 0.01 0.10  274.14  940.28

Similarly, all paths from the mediators to MH were significant. Regarding SRH, the paths
from social capital and ICT were significant.

Then, the indirect effects of SES on SRH and MH through perceived trust, social
participation factor, social capital factor, and ICT were tested (Table 10). Results showed that
all modeled indirect effects were significant. Higher SES predicted a higher probability of
perceived trust and higher scores of social participation factor, social capital factor, and ICT.
Subsequently, higher social capital and ICT predicted higher SRH and MH scores. Moreover,
perceived trust predicted higher MH scores, and higher social participation predicted lower
MH scores (Figure 1).

Figure 5. Path analysis model depicting the indirect effects of SES on SRH and MH —
Former Soviet Union immigrants
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Note. N = 2829. Standardized path coefficients are presented, controlling for age, gender, marital status, having
children aged 0-17 in the household, and occupational status. Measurement errors and intercorrelations of
mediators (Appendix 1) are not displayed for clarity. Paths emphasized with bold lines indicate coefficients >
0.10. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental Health; ICT = Information and
Communication Technology. 0 = No, 1 = Yes.

*p <.001.
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Table 10. Bootstrap results for the indirect effects of SES on SRH and MH — Former Soviet
Union immigrants

99% Bootstrap CI

Indirect effect B Lower Upper
SES — Perceived trust* — MH 0.04 0.02 0.07
SES — Social participation — MH -0.01  -0.03 -0.002
SES — Social capital - SRH 0.04 0.02 0.06
SES — Social capital - MH 0.06 0.04 0.10
SES — ICT — SRH 0.08 0.04 0.11
SES — ICT — MH 0.05 0.01 0.09

Note. N=2829. SES = Socio-Economic Status; SRH = Self-Rated Health; MH = Mental
Health; CI = Confidence Interval; ICT = Information and Communication Technology. *0 =
No, 1 =Yes.

Conclusions and recommendations

This study confirms the approach proposed by Marmot, illustrating the direct impact of
socioeconomic status (SES) on various health measures across all samples and subgroups. In
addition to examining this direct effect, our study explores the mediating role of social capital,
social participation practices, and ICT (Information and Communication Technology) practices
in the SES-health relationship.

Our findings reveal that these mediating variables play a significant role in mitigating
both mental and physical health disparities associated with SES. To elaborate, perceived trust,
social capital, and ICT practices serve as mediators that attenuate the link between SES and
self-rated health (SRH). This implies that individuals with lower SES but higher levels of
perceived trust, social capital, and ICT engagement tend to report better SRH.

Regarding mental health (MH), our study indicates that perceived trust and social
capital mediate the relationship between SES and MH. One potential explanation for these
results lies in the benefits and rewards associated with bonding social capital, which relies on
individuals' abilities to form trustful and intimate connections, often within family and friends’
circles. Interestingly, our research suggests that ICT practices, as a form of digital social
participation (both formal and nonformal), play a pivotal role in enhancing self-rated health
(SRH) but exhibit a negative correlation with mental health (MH). This finding contrasts with
prior studies highlighting potential risks linked to excessive ICT usage on mental health. One
plausible explanation for this discrepancy is that individuals grappling with mental health

challenges may turn to digital platforms as a means to access information and seek support, a
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coping mechanism that inadvertently exacerbates feelings of isolation and distress (Naslund et
al., 2020). Moreover, overindulgence in ICT may dissuade individuals from engaging in health-
promoting behaviors, such as face-to-face interactions, thereby influencing their mental well-
being and fostering a heightened sense of loneliness (Fusar-Poli et al, 2020).

Notably, our findings also indicate a weak but significant negative effect of social
participation on both health outcomes. In other words, engagement in civic and political
activities and volunteering, which fall under the category of formal social participation, is
negatively associated with health. Unlike the other mediators, formal social participation does
not appear to have a protective effect on health.

Our study explores the links between SES, social capital, SRH, and MH within three
ethno-cultural groups: Israeli Jews, Arabs, and FSU (Former Soviet Union) immigrants.
Among Israeli Jews, perceived trust, social capital, and ICT practices were identified as
mediators in the SES-health relationship, with trust and social capital providing protective
effects while ICT practices showed a beneficial effect on SRH but a negative impact on MH.
For Israeli Arabs, three mediators—trust, social participation, and social capital—mitigated the
link between SES and MH, while only social capital mediated the link between SES and SRH.
Interestingly, ICT practices did not play a significant role in the mediation model among Israeli
Arabs. This could be attributed to lower digital literacy among this group or the possibility that
social capital serves as the primary source of information and knowledge. Among Israeli FSU
immigrants, all four mediators proved to be significant. Social capital and ICT practices
mediated the links between SES and both health measures, while trust mediated the SES-MH
link. Social participation, however, exhibited a negative effect on MH only. This suggests that
social participation may potentially lead to mental burnout and hinder mental health. A
potential explanation for this observation could be that immigrants from the Former Soviet
Union (FSU) bring with them cultural norms and values that may inhibit their engagement in
social interactions, contrasting with the collectivistic Arab society which actively encourages
and values social connections within the community.

Moreover, our study found that the direct links between SES and both health measures
were stronger among Israeli Arabs compared to Israeli Jews and Israeli FSU immigrants. This
could be attributed to lower SES scores among Israeli Arabs, where economic progress has a
more substantial health benefit when achieved.

Within the context of the study, gender-based distinctions in the dynamics of various
socio-economic factors and their associations with health outcomes were investigated. Several

noteworthy patterns emerged: Gender appeared to exert a noticeable influence on the
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relationship between SES and social capital. Specifically, women exhibited a more pronounced
linkage between their SES and the buildup of social capital. This finding suggests that for
women, socio-economic status plays a more influential role in shaping their social networks
and community connections in comparison to men.

An interesting observation was the differential strength of associations among women
concerning home ownership, ICT utilization, and self-rated health. This implies that, for
women, the possession of residential property and engagement with information and
communication technology were more interwind with their self-reported health status.

In contrast, men exhibited a more substantial link between their SES and the extent of
ICT utilization. This indicates that socio-economic status had a more notable impact on the
engagement of men with ICT. Additionally, the relationship between ICT usage and mental
health was more robust among men. This implies that the manner in which men utilize ICT
may exert a more pronounced influence on their mental health in comparison to women.

In sum, socio-economic status had a more substantial impact on the self-rated health
and mental well-being of women via their utilization of information and communication
technology. In contrast, the indirect effect from home ownership to mental health through ICT
was more prominent among males. This indicates that, for males, the possession of a home had
a more notable influence on their mental health through their engagement with ICT (Bucci et
al, 2019).

In future studies, it is advisable to integrate additional mechanisms to further understand
the mental health measures of the general population. Exploring coping mechanisms, sense of
mastery, and resilience as potential mental mediators, in conjunction with social mechanisms,

could enhance the explanatory power of the model.
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Appendices

Appendix 1. Intercorrelations of predictors and mediators in all models

Total sample Females Males
Predictors
SES <> Home ownership® 0.15" 0.14™" 0.16™"
Mediators
Perceived trust® <> Social participation 0.08"" 0.10™ 0.06™
Perceived trust® <> Social capital 0.12" 0.12" 0.10""
Perceived trust* <> ICT 0.07"" 0.08™  0.05"™
Social participation <> Social capital 0.06"" 0.05™" 0.08™"
Social participation «» ICT 0.13" 0.14™ 0.13"
Social capital <> ICT 0.12°* 0.14™ 0.10™"
Israeli Jews Females Males
Predictors
SES <> Home ownership® 0.17° 0.17°" 0.17°"
Mediators
Perceived trust® <> Social capital 0.12"" 0.12" 0.12"
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Perceived trust® <> ICT 0.08™" 0.09 0.08™"
Social capital <> ICT 0.11°" 0.15™ 0.08""
Israeli Arabs Females Males
Predictors
SES <> Home ownership® 0.16™" 0.14™ 0.18"
Mediators
Perceived trust® <» Social capital 0.06™ 0.04 0.07"
Social participation <> Social capital 0.07" 0.07" 0.07"
Israeli Arabs Females Males
Mediators
Perceived trust* <> Social participation 0.07"* 0.10™ 0.04
Perceived trust? <> Social capital 0.12" 0.16™ 0.09""
Perceived trust® <> ICT 0.10™" 0.14™ 0.06
Social participation <> Social capital 0.05™ 0.05 0.06
Social participation <> ICT 0.137 0.12°" 0.15
Social capital <> ICT 0.16™ 0.17°" 0.14™
Note. SES = Socio-Economic Status; ICT = Information and Communication Technology.
30 =No, 1 = Yes.
“p<.01.7"p<.001.
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