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Abstract

Neighborhood social capital—resources inherent in social networks—has been shown to be
associated with the heath behaviors of neighborhood residents. This association, however, has
been found to be both positive and negative, indicating that the ways in which neighborhood
networks influence individual health behaviors vary. In this thesis, I formulate and test
hypotheses concerning how neighborhood intergenerational closure—the extent to which local
parents know each other and their children—and different forms of social capital (social support,
social leverage, informal social control, and neighborhood organization participation) may be
both positively and negatively associated with adolescent sexual behaviors (engagement in
sexual intercourse, number of sexual partners, and condom use). Analyses of multi-level data
from the Los Angeles Family and Neighborhood Survey (n=662 adolescents residing in 65
census tracts), indicate that greater intergenerational closure is associated with decreased odds of
ever having sex and having inconsistent condom use. By contrast, greater informal social control
is associated with increased odds of ever having sex and having inconsistent condom use.
Neither intergenerational closure nor any of the four forms of social capital were found to be
predictive of number of sexual partners. The findings highlight the complex ways in which the
communities in which they reside may influence adolescents’ sexual behaviors.
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Introduction
Sexually transmitted infections (STIs) and unwanted pregnancy are two significant
adolescent health issues (Paranjothy et al., 2008)—the latter of which can also adversely
influence later educational outcomes and socioeconomic attainment for teen mothers and fathers
alike (Kivisto, 2001; Fletcher & Wolfe, 2012). In 2009, US young people (ages 15-24) accounted
for half of the 19 million newly diagnosed STIs and approximately 8,300 youth contracted HIV
(CDC, 2013a). In addition, though teenage pregnancy rates have been declining in recent years,
US females ages 15-19 years had a birth rate of 31.3 per 1,000 women in 2011 (CDC, 2013b).
These statistics point to the need to better understand adolescent sexual behaviors, such as failure
to use contraception and having multiple sex partners, in order to inform the design of effective
interventions for improving healthy sexual behaviors and thereby reducing rates of STIs and
unwanted pregnancies.
Health behaviors are not simply the products of individual choices and habits.
Sociological research has long examined how personal behaviors, choices, and habits are shaped
by the social context in which one is immersed (Abel, 1991; Cockerham, 2005; Frohlich et al.,
2002; Abel & Frohlich, 2012). These social contexts include not only socioeconomic status
(SES) and ascribed characteristics such as age and race/ethnicity, but also include collectivities,
or “collections of actors linked together through particular social relationships” (Cockerham,
2005, p. 59). Through these relationships, groups can form similar behaviors, attitudes, norms
and values, which can be reflected through their health behaviors (Abel, 1991). Informed by this
work, recent scholarship in health sociology and population health has paid significant attention
to the implications of social context—particularly for adolescent health and well-being (e.g.,
Aminzadeh et al., 2013; Frohlich et al. 2002; Ford & Browning, 2013). Neighborhoods are an
1

important social context for adolescents. Outside of school, adolescents spend much of their lives
within the context of their neighborhoods. Therefore, the neighborhood social context may
influence adolescent sexual behaviors through norms regarding health and well-being in general,
adolescent sexual health, and attitudes towards adolescent parenting, as well as informal social
control mechanisms which may enforce these norms.
Neighborhoods are an important arena for the development of social ties for adults and
children and it is well documented that having positive social relationships is associated with
better health (e.g., House, Landis, & Umberson, 1988). More recently, medical sociology and
public health scholars have sought to examine how social capital—resources inherent in social
relationships and network ties—is related to health (e.g., Carpiano, 2008; Kawachi et al., 1997).
Social capital has been examined as a predictor of sexual behaviors and outcomes among
adolescents. Existing studies indicate that higher levels of US state- (e.g., volunteerism,
reciprocity, and cooperation) and individual-level (e.g., group membership, social trust) social
capital correlate with lower rates of sexual behaviors (with significant gender differences in these
effects) and lower teen birth rates (e.g., Crosby et al. 2003; Smylie et al. 2006; Gold et al. 2002).
Prior research, however, has done little to investigate how neighborhood-based social capital
impacts sexual behaviors among adolescents.
Guided by these issues, this thesis will examine how neighborhood social capital is
related to the sexual behaviors of adolescents. Drawing upon theoretical and empirical research
on social capital, neighborhood conditions, and adolescent health, I aim to expand an existing
conceptual model of neighborhood social capital and health and apply it to adolescent sexual
behaviors. From this model, I will propose several hypotheses and empirically test them using
multilevel data on adolescents residing in Los Angeles County, California neighborhoods.
2

Review of the Literature
Social Capital Theory
Social capital has become a popular social science concept within sociology as well as
public health; however, it has been defined in several different ways. In one of the earliest
sociological writings on the concept, Bourdieu (1986) defines social capital as “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” (p. 248). Coleman (1988) developed a useful operative definition of
social capital, noting that, as an abstract concept, social capital: (a) exists within the social ties
between individuals and (b) is measured by its function. Together, these two definitions
conceptualize social ties as capital, much like economic or human capital—a resource that when
a person has an abundance of it, s/he is put at a distinct advantage over others. Within his theory
of social capital Coleman (1988) developed four distinct concepts: 1) intergenerational closure—
when parents know the parents of their children’s friends, 2) reciprocal local exchanges—the
sharing of favors through a system of obligations and expectations, 3) information channels—the
sharing of information between individuals in a social network, and 4) norms and effective
sanctions—when people intervene on those engaging in non-normative behavior (in the context
of the specific social group) to maintain order in the interest of the greater good.
Keeping with the idea that social capital is something that develops or inheres within
social network ties, Putnam (1993), a political scientist, frames social capital as something that
develops within a community or society, and is a “public good”, meaning that it does not belong
specifically to an individual, but to all those exposed to it within the social group (p. 4). Though
there is some overlap in Putnam’s (1993) conceptualization of social capital with that of
3

Bourdieu (1986) and Coleman (1988) (e.g., the concept of resource exchanges within a network)
much of Putnam’s (1993) conceptualization of social capital focuses on norms of reciprocity and
trust within a network. In an attempt to develop a coherent consensus about what social capital
is, Portes (1998) describes social capital as, “the ability of actors to secure benefits by virtue of
membership in social networks or other social structures” (p. 6).
While all of the aforementioned social capital theories have been conceptualized at many
levels of analysis—from the individual (e.g., Coleman, 1988) to the group (e.g., Bourdieu, 1986;
Portes, 1998) to the US state and even the nation state (Putnam, 1993), Sampson et al. (1999)
applied a theory of collective efficacy—defined as the process or ability of converting social ties
to the desired outcomes or resource—to specifically understand how neighborhood social
circumstances may influence children’s outcomes. Collective efficacy, according to Sampson et
al. (1999), consists of three components: (1) intergenerational closure, (2) reciprocal local
exchange—the sharing of resources such as advice, material goods, and information about
childrearing between neighbors, and (3) shared expectations for informal social control and
mutual support of children—the expectation that neighborhood adults can and will intervene on
children’s behalf. These components of collective efficacy overlap with the forms or components
of social capital identified by the abovementioned social capital theorists. For example,
intergenerational closure, reciprocal local exchange (in the form of resources and information),
and informal social control (as effective norms and sanctions) are all concepts utilized in
Coleman’s (1988) theory of social capital. Additionally, reciprocal exchanges are included in
Putnam’s (1993) theory of social capital. Given the present study’s focus, and the applicability of
these three forms of social capital for adolescents’ well- being, these components will be central
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to building and testing the present study’s conceptual model of neighborhood social capital for
adolescent sexual behaviors.
While social capital theory often conceptualizes social capital as something that is
positive, it is important to recognize that there can be negatives, or downsides, to social capital as
well. Though most social capital theorists have recognized these downsides, Portes (1998)
provides a more elaborated explanation of how social capital can yield negative outcomes
through four potential ways: (1) exclusion of outsiders, (2) excess claims on group members, (3)
restrictions on individual freedoms, and (4) downward leveling norms—norms that keep people
in disadvantaged groups by threatened ostracism when members advance out of the social
network. The same mechanisms of social capital can create positive outcomes for some people,
but negative outcomes for others; necessitating further consideration of the nuances of different
social experiences and how social capital shapes the life chances and lifestyles of individuals—
particularly in terms of their health behaviors and health outcome.
Social Capital and Health
Within the fields of medical sociology and public health, there has been increasing
interest in investigating how social capital affects health outcomes and behaviors. While there is
substantial variation in this literature with regard to the theoretical conceptualizations and
measures used, as well as the level of analysis in which social capital is examined (e.g.,
individual, neighborhood, state), it is generally theorized that when people are involved in social
networks with trust, shared values, and cohesiveness, they have access to benefits such as social
support and social control, which, in turn, can be protective of health.
The application of social capital in health research has largely fallen into two different
perspectives: (1) a social cohesion perspective, which stems from Coleman’s (1988) theory,
5

emphasizing concepts such as trust, reciprocal exchanges, and the development and enforcement
of norms, and (2) a network perspective—which stems from Bourdieu’s (1986) theory,
emphasizing the idea that social capital is the resources available through one’s social network
(Kawachi et al., 2010). By far, the social cohesion perspective has been utilized most frequently
in the population health literature examining the relationship between social capital and health
(Kawachi et al., 2010). Additionally, the levels of analysis are varied, with some researchers
conceptualizing social capital as existing at the level of the individual, while others conceptualize
it at the level of a collectivity (e.g., neighborhood or state). The majority of health researchers
study social capital as a characteristic of a collectivity, distinguishing the concept from that of
social support, which is largely measured at the level of the individual (Kawachi et al., 2010). In
terms of theorized mechanisms, there are four generally agreed upon ways through which social
capital impacts health outcomes: (1) enabling cohesive groups to undertake collective action that
can benefit group members, (2) influencing the ability of a group to enforce social norms, (3)
reciprocity exchanges (or favors) between members of the group, and (4) via information
channels within the group (Kawachi et al., 2010). These mechanisms have primarily focused on
how social capital has positive health outcomes; however, consistent with Portes’ (1998)
conceptualization, these same mechanisms can also lead to negative health outcomes.
Neighborhood Social Capital and Health
In studying the effects of neighborhood social capital on personal health, Carpiano (2006)
developed a conceptual model that has been used in sociology and public health in examining
health behaviors and outcomes (e.g., Carpiano, 2007; Cené et al., 2011). His model is useful for
the present study because it provides a more unified approach to understanding social capital and
health as it considers many of the theoretical issues mentioned above. Specifically, it
6

incorporates both a social cohesion and network approach to understanding social capital into
one model, while maintaining the distinction between these two concepts. The model provides
mechanisms that show how social cohesion and different forms of neighborhood social capital
can be linked to health behaviors and outcomes, with consideration that neighborhood social
capital can lead to positive and negative outcomes.
Drawing on the social capital theory of Bourdieu (1986) and research in community and
urban sociology, Carpiano’s (2006) conceptual model considers how neighborhood structural
conditions—such as concentrated advantage (or disadvantage), racial/ethnic makeup, and
residential stability—have implications for the creation of neighborhood social cohesion and
social capital, which may impact the health of individual neighborhood residents. Social
cohesion—such as network forms, ties, trust, shared values, and familiarity—is included in the
model as a separate concept that is distinct from social capital (as it is not an actual resource to
be drawn upon), but is an important foundation for the creation of social capital—or the actual or
potential resources that a network can provide (Carpiano, 2006). Central to this model are four
key constructs or “forms” of social capital: (1) social support—resources (material and
psychosocial) that neighborhood residents can extend to each other to help cope with daily
problems; (2) social leverage—information exchange among neighbors (such as information
about a job, or advice on childcare) to help individuals get ahead or pursue specific goals, (3)
informal social control—the degree to which neighbors collectively maintain order and keep the
neighborhood safe, and (4) neighborhood organization participation—formal collective activity
to address issues in the neighborhood (e.g., a crime watch group) (Carpiano, 2006). Additionally,
this model considers an individual’s level of attachment to the neighborhood, as access to social
capital depends on one’s position, or embeddedness in the network itself. Depending on one’s
7

connections within the neighborhood, a person may have access to all, some, or none of the
neighborhood social capital (Carpiano, 2008).
There are several advantages of this model in its application to research on social capital
and health. First, this model situates neighborhood social capital as a supra individual- level
construct, which is important as it takes into account that there are variations in the amount of
different types of social capital available in different neighborhoods, and people have varying
abilities to access it (Carpiano 2006). Second, the model includes different forms of social
capital, which, theoretically, could have differing pathways through which they impact health.
Third, separating social capital into different forms can account for how different neighborhood
members can have access to one, some, or all of these forms of social capital dependent on their
integration into a neighborhood. For example, by virtue of living in a neighborhood with a high
level of neighborhood organization participation, the resident could benefit from increase
security measures in the neighborhood. However, this same resident may not be connected
socially to others in the neighborhood, thus limiting their access to other forms of social capital
such as social support (Carpiano, 2006). Fourth, the model situates social capital (and social
cohesion) as mediators of neighborhood socioeconomic conditions and health, which allows for
understanding of certain mechanisms that could be driving the relationship between area
socioeconomic disadvantage and health outcomes (Carpiano, 2006). Fifth, this model separates
social capital and social cohesion, specifying that social capital is a resource inherent in the
social network compared to social cohesion, which describes the characteristics of a network
(which may or may not actually involve the exchanging of resources). This separation aids in
understanding of how each of these factors influence health outcomes; something that cannot be
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determined when these concepts are combined in to a single construct (i.e., collective efficacy)
(Carpiano, 2006).
The applicability and utility of this model has been demonstrated in several studies
examining the influence of neighborhood social capital on adult health behaviors and perceived
health (Carpiano, 2007; 2009; see also Carpiano & Kimbro, 2012; Chi & Carpiano, 2013; Cené
et al., 2011; Witten et al., 2009). In testing theoretically-derived hypotheses about social capital
and health, this research has shown that different forms of social capital are predictive of health
behaviors and perceived health in both positive and negative directions. In terms of health
promotion, in a study of adults, Carpiano (2007) found that increased social leverage and social
support were respectively associated with lower and higher odds of daily smoking,
demonstrating that social capital can have both positive and negative effects. Focusing on
neighborhood social capital for female primary caregivers of children, Carpiano (2008) found
similar contradictory relationships between social support, social leverage, and smoking behavior
and that neighborhood organization participation was positively associated with self-rated health
(Carpiano, 2008). Furthermore, this study also found that the association between different forms
of social capital and health were contingent upon a caregiver’s neighborhood attachment (or
degree of integration in neighborhood networks): increased informal social control was
associated with decreased odds of daily smoking among women with higher neighborhood
attachment, while social leverage was associated with lower perceived health among women
with higher neighborhood attachment (Carpiano, 2008). These findings were consistent with the
study hypotheses, which predicted both health promoting and health damaging pathways that
could explain the relationship between social capital and health. In a qualitative study, Cené et al.
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(2011) found that high levels of social cohesion were related to higher risk for HIV infection, but
social capital—as network resources—was related to lower risk for HIV infection.
These aforementioned studies indicate that the relationship between neighborhood social
capital and health is complicated and that different forms of social capital can have positive and
negative impacts on different health outcomes. This illustrates the importance of examining
multiple aspects of social relationships, in this case social cohesion and social capital to fully
understand how neighborhood networks can influence health. However, despite the application
of this model to adults in general (Carpiano, 2007; Chi & Carpiano 2013; Cené et al., 2011); and
even parents (particularly female caregivers) (Carpiano 2008; Carpiano & Kimbro, 2012; Witten
et al., 2009), this work, to my knowledge, has yet to be applied to studying adolescent health.
Social Capital and Adolescent Sexual Health
Prior research on the relationship between individual and state level social capital and
adolescent sexual health risk behaviors (e.g., early age at initiation of sexual activity, condom
use, number of partners) and outcomes (e.g., teenage pregnancy, and birth rates) have frequently
analyzed nationally representative data from the United States (Gold et al., 2002; Crosby et al.,
2003) and Canada (Smylie et al., 2006), and have shown support for the relationship between
individual and state level social capital and adolescent sexual behaviors as well as outcomes.
For sexual behaviors, Crosby et al. (2003) found that individual level social capital,
gained by adolescents through participation in community organizations—such as clubs, teams,
sports, volunteering, or other groups—was protective of sexual behaviors. Though research has
shown that individual level social capital, in the forms of contact with neighbors, family
structure, and participation in religious organizations, is protective of sexual behaviors among all
adolescents, these protective effects have also been found to differ by gender: frequent contact
10

with neighbors was protective of sexual behaviors for males, and family-based social capital was
more protective for males than females (Smylie et al., 2006).
In regards to sexual health outcomes, Gold et al. (2002) found that higher levels of social
capital at the level of individual US states—using a measure created by Putnam, which includes
14 measures ranging from involvement in public affairs, sociability, and trust—were associated
with decreased state level teen birthrates. Specifically, teen birthrates were positively correlated
with state level social mistrust and group participation. Additionally, Gold et al. (2002) found
that social capital mediated the effects of state level income inequality on teen birth rates.
These studies have examined social capital at the state and individual-level (Gold et al.,
2002, Smylie et al., 2006), but little research has specifically examined the role of neighborhood
social capital beyond simply an individual teen’s contact with neighbors (Crosby et al., 2003;
Smylie et al., 2006). Two notable exceptions exist. Way, Finch, and Cohen (2006) found that
increased neighborhood collective efficacy (measured as social cohesion and informal social
control) was associated with lower teen birth rates in Los Angeles County, California
neighborhoods where less than 50% of the population was Hispanic. Additionally, Kim (2010)
found that when males participate in out-of-school activities (such as church, extracurricular
classes, or boys and girls clubs), they were less likely to initiate sexual intercourse during
adolescence, and that neighborhood level collective efficacy was protective of sexual behaviors
for males who did not participate in out of school activities. Overall, the work examining the
relationship between social capital and adolescent sexual health is promising, but further
investigation is warranted given the diverse conceptualizations and levels of analysis used thus
far in this field of research.
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Expanding Carpiano’s Model to Adolescent Sexual Behaviors
Having reviewed the limited knowledge about the relationship between neighborhood
social capital and adolescent sexual health, I will now discuss the conceptual model that will
guide the present study’s examination of these relationships in more nuanced detail. From this
model, I will propose and empirically test a series of hypotheses to investigate these
relationships.
Guiding the present study is a conceptual model that expands upon prior work by
Carpiano (2006) and is informed by the social capital scholarship of Bourdieu and Coleman.
This model, detailed in Figure 1, includes two neighborhood-level constructs that are present in
Carpiano’s (2006) conceptual model: social capital (consisting of four forms: social support,
social leverage, neighborhood organization participation, and informal social control), and
structural antecedent factors (e.g., socioeconomic conditions, and residential stability).
To date, Carpiano’s (2006) model has only examined adult health issues. Therefore, in
examining the role of neighborhoods for adolescents, I expand his model by replacing his
measure of neighborhood network characteristics—social cohesion—with a measure of
intergenerational closure—a network of social ties characterized by parents knowing the parents
of other children in their network (Coleman, 1988). Intergenerational closure has been found to
provide resources such as support for children, information for parents, and it facilitates the
development of norms (e.g., Coleman, 1988; Sampson et al., 1999). Therefore, I include it in the
model as a precursor to social capital. Intergenerational closure may be necessary for the
development of social capital that benefits children and adolescents in the neighborhood. For
neighborhood social capital to be useful to children and adolescents it is not enough for adults to
have social connections to only the other adults in the neighborhood (Sampson et al., 1999).
12

Figure 1: Conceptual model of neighborhood network characteristics and social capital
processes on adolescent sexual behaviors. Bolded arrows indicate the hypothesized
pathways.
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The inclusion of the children and adolescents within the neighborhood network structure is
equally important; thus, necessitating a measure of intergenerational closure that accounts for the
extent to which children and parents are integrated into the same network within the
neighborhood is included.
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Intergenerational closure hypotheses: Based on Coleman’s (1988) theory of
intergenerational closure, I hypothesize that higher levels of intergenerational closure will be
associated with lower rates of engaging in sexual intercourse, fewer total sexual partners, and
lower rates of inconsistent condom use. I hypothesize that this positive association will exist
because of the ability for parents to share responsibilities of childcare and norm enforcement.
Alternatively, based on the idea that closed networks may be limited to accessing outside
information (Granovetter, 1973), intergenerational closure may be associated with higher rates of
engaging in sexual intercourse, greater number of sexual partners, and higher rates of
inconsistent condom use.
Neighborhood Social Capital Forms
The four forms of neighborhood social capital can provide adolescents with a variety of
resources, which may mediate structural disadvantages and enable adolescents to make healthy
decisions in regards to their sexual behavior. It has, however, been argued that social capital may
not always be beneficial (Portes, 1998). Much of my theorization of the ways in which social
capital is protective of adolescent sexual behaviors implicitly assumes that adults in the
neighborhood hold norms and values that are consistent with healthy or safer sexual behaviors.
However, if adolescents are raised in a neighborhood where norms regarding healthy behaviors
are not enforced or practice, or if they are raised in a neighborhood where many of the parents
are teen parents themselves, then it may not be expected that neighborhood social capital would
be beneficial in this context.
Social support includes the provision of both material (e.g., financial support) and nonmaterial (e.g., psychosocial support) resources and is available to both children and adults in a
neighborhood. One important source of social support that is particularly beneficial for children
14

and adolescents is that of shared childcare activities (Sampson et al., 1999; Dominguez &
Watkins, 2003). When multiple adults in a neighborhood care for children, there can be
increased monitoring which may be protective of health behaviors among adolescents.
Alternatively, it may undermine health by the limitations of the amount and type of support that
neighbors are able to provide. For example, the availability and quality of childcare that
neighbors are able to provide one another may differ depending on how resource-deprived
neighbors are already, or how much demand is put on them for such responsibilities (Dominguez
& Watkins, 2003). If neighbors are struggling to care for and supervise their own children, the
added responsibility of caring for a neighbor’s child further stretches the amount of attention
available to care for each child, which could lead to less supervision of children undermining
their health.
Social leverage may be beneficial to children, as local adults exchange information
related to childrearing (Sampson et al., 1999). This could operate in two related ways. First, as
adults share information regarding issues pertaining to parenting, the knowledge gained by
parents about childcare, extracurricular programs, and general parenting strategies directly
benefits their children. Second, as children get to the age where parents begin to discuss sexual
health issues with their children, shared parenting knowledge may facilitate the diffusion of
similar messages regarding sexual health issues. This may result in strong community norms
surrounding sexual behaviors among neighborhood children. However, social leverage may also
undermine the health of adolescents depending on the accuracy of the knowledge shared between
neighbors. If neighbors frequently ask each other for information (in this case regarding safe
sexual practices), but this information is incorrect, then efforts to prevent adolescents from
engaging in sexual risk behaviors could be undermined.
15

Informal social control may impact sexual behaviors among adolescents as adults in the
neighborhood share responsibilities for child supervision, and reinforce norms guiding
acceptable behavior (Browning, Leventhal, & Brooks-Gunn, 2004). If a neighborhood shares
strong norms pertaining to appropriate sexual behaviors and neighbors share the responsibilities
of supervision among neighborhood children, then they are more likely to intervene if they hear
neighborhood children discussing unsafe sexual behaviors, or if they are privy to the knowledge
that adolescents are engaging in unsafe sex. In terms of health risks, informal social control may
also prevent adolescents from engaging in behaviors such as drinking and drug use, behaviors
that could potentially lead to engaging in unsafe sexual behaviors. Alternatively, informal social
control may also undermine adolescents’ sexual health through downward leveling norms. For
example, if an adolescent is in a community where unsafe sexual behavior is seen as “normal”,
then efforts to purchase condoms or to not have multiple sexual partners could lead to the
adolescent being teased and at risk for being shunned from their neighborhood network.
Additionally, if a neighborhood does not have norms surrounding safe sexual behaviors among
adolescents, or even has pro-natalist norms, then even if there is informal social control, norms
surrounding adolescent sexual behaviors may not be enforced.
Neighborhood organization participation may not directly impact adolescents in the
same way as the other three forms of social capital, but by living in a neighborhood with a
formal organization to maintain social order, adolescents may indirectly benefit. For example,
living in a neighborhood where resident adults actively participate in formal organizations with
the neighborhood’s interest in mind (such as a block watch group, or a homeowners’ association)
may provide adolescents with safe places for gathering, and other resources such as general
safety. Additionally, formal organizations of neighborhood adults can foster relationships among
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these adults, which can benefit the youth in the neighborhood by further developing the
aforementioned forms of social capital. However, neighborhood organization participation may
also lead to negative health outcomes as well through downward leveling norms, and by
constraining individual choices through formal neighborhood rules or policies.
Social Capital Hypotheses: Given the above discussion, I hypothesize that higher levels
of each form of social capital will be associated with lower rates of engaging in sexual
intercourse, fewer total sexual partners, and lower rates of inconsistent condom use.
Alternatively, as each form of social capital may operate in both a positive and negative way, I
hypothesize that each form of social capital may be associated with higher rates of engaging in
sexual intercourse, greater number of sexual partners, and higher rates of inconsistent condom
use.
Table 1 summarizes the abovementioned hypothesized health promoting and health risk
mechanisms through which intergenerational closure and each of the four forms of social capital
may influence adolescent sexual behaviors.
Table 1: Potential pathways through which hypotheses operate to influence adolescent
sexual health behaviors in both positive and negative directions.

Intergenerational Closure

Social Support

Social Leverage

Hypothesized Mechanisms
Health Protective Behaviors
Health Risk Behaviors
Parents are able to share
Closed networks are
responsibilities for childcare
comprised of more strong
and norm enforcement
ties which limit access to
outside information
Shared childcare activities
Networks limited to
reinforcement of shared
neighborhood may be
norms
limited in types of support
provided
Shared information pertaining
Networks limited to
to childrearing
neighborhood may be
limited in knowledge
stocks
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Informal Social Control

Neighborhood Organization
Participation

Hypothesized Mechanisms
Health Protective Behaviors
Health Risk Behaviors
Reinforcement of health
Downward leveling norms;
promoting norms
reinforcement of norms
unsafe sexual behaviors
(pro-natalist)
Provides safe environment for Downward leveling norms
children
and constraining choices
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Methods
Data
To test these hypotheses, I analyze data from wave 1 of the Los Angeles Family and
Neighborhood Survey (L.A. FANS) linked to 2000 US Census tract data compiled in RAND’s
Area Resource File dataset (RAND, 2011b). L.A.FANS is a study of children and families living
within 65 neighborhoods (defined as census tracts) in Los Angeles County, California. It is an
ideal data set for my research project, as it is designed to answer questions related to
neighborhood and family effects on child development and includes an extensive range of
community and adolescent-specific measures. L.A.FANS study design has been extensively
discussed elsewhere (see RAND, 2011a). For the purposes of the present study, however, I will
present a brief summary of the L.A. FANS sampling procedure as it relates to the sample of
adolescents that will be included in the analysis. The specific details of the L.A. FANS sampling
method can be found elsewhere (see RAND, 2011a).
Study Sample
L.A.FANS wave 1 sample was selected using a stratified random sample of 65 census
tracts in Los Angeles County with oversampling for poor tracts. Within these tracts, blocks were
sampled with 50 households selected from each tract, evenly distributed across sampled blocks.
Within each selected household, a randomly selected adult was invited to participate in
the survey. In homes where there were children, a randomly selected child was surveyed
(depending on their age, either the parent or the child answered the survey). In homes with
multiple children, a sibling was surveyed as well. This resulted in a total of 1,454 children
surveyed. I have chosen to restrict the sample to adolescents who have lived in their current
residence for one year or more. This cut-off has been used in previous research (e.g., Carpiano,
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2008; Carpiano & Kimbro, 2012), and serves to limit the sample to those who have had exposure
to the neighborhood social environment. As sexual behavior questions were only asked of
children ages 12-17, the sample of eligible respondents is restricted to 741 youth who lived in
their neighborhood for one year or more. My final analytic sample consists of 662 randomly
selected children and siblings between the ages of 12 and 17 years old who have complete (nonmissing) data on all variables needed for this analysis and who have lived in their current
neighborhood for over one year.
Measures
Dependent Variables
The three sexual behavior variables of interest are: ever had sexual intercourse, number
of sexual partners, and consistent condom use history.
Sexual Intercourse: Respondents were initially asked if they had “ever had sexual
intercourse, that is made love, had sex, or gone all the way with a person of the opposite sex?”
with dichotomous answer choices of either “yes”=1 or “no”=0. If respondents answered “no,”
then they were not asked the remaining sexual behavior questions.
Number of Sexual Partners: Respondents who answered “yes” to this first sexual
behavior question about ever having sexual intercourse, were then asked a series of questions
related to their sexual behaviors. First, they were asked a yes/no question: “[h]ave you had
intercourse more than once?” Those answering “yes” to this question were then asked, “[h]ow
many different people have you had intercourse with in the past 12 months?” This question was
open-ended, allowing respondents to generate their own answers, which ranged from 0-50.
Those adolescents answering zero to this question have had intercourse in the past, yet their
sexual experience was not in the most recent 12 months. To generate a variable regarding the
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number of sexual partners that one has had, these two questionnaire items were combined, with
those indicating that they only had intercourse once being included with those having only one
partner. Additionally, to account for the fact that not all adolescents were asked this question,
those who answered that they have never had sexual intercourse will be coded as having zero
sexual partners.
Condom Use: In addition to sexual intercourse and number of partners, I focus on
condom use because barrier methods of contraception are the only methods that are effective in
protecting against pregnancy and STIs. Respondents who indicated that they had engaged in
sexual intercourse were also asked questions related to whether they used contraception. Those
indicating that they had intercourse more than once were asked to answer what “percent of the
time 0-100, have [they] or [their] sexual partners used a condom?” Responses to this item ranged
from 0%-100%. This item was coded dichotomously with those reporting less that 100% usage
categorized as having “inconsistent condom use,” and those reporting 100% usage categorized as
having “consistent condom use.” Additionally, for those who have only had intercourse once,
they were asked if they used contraception the one time they had intercourse. Of those that
reported using contraception the one time they had intercourse, 100% reported that the method
used was a condom. Thus, the responses provided by these respondents regarding condom use
for the one time they had intercourse were combined with the condom use responses provided by
those respondents who reported having sex more than once.
To account for the fact that only those respondents answering “yes” to ever having sexual
intercourse were asked the contraception use questions, I created categorical variable measuring
sexual activity and condom use. This variable measures condom use with the following
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categories: “not sexually active (i.e. never had sexual intercourse)”=0, “sexually active/always
used a condom”=1, and “sexually active/inconsistent condom use”=2.
Neighborhood-level Independent Variables
The key independent variables of interest are the neighborhood network characteristics
(intergenerational closure) and the four forms of neighborhood social capital: social support,
social leverage, informal social control, and neighborhood organization participation. The
specific items comprising each of these variables are detailed in Table 2 and have been used in
prior neighborhood effects research (e.g., Carpiano 2007; 2008; Browning & Cagney, 2002;
Sampson et al., 1999). For informal social control, it is important to note that the first measure
used to create this variable was used by Sampson et al. (1999) as a measure of intergenerational
closure. However, since this measure is actually indicating a resource (in the form of action), I
have chosen to keep it as an indicator of social capital in the form of informal social control.
Each of these variables was measured at the neighborhood- (census tract-) level and
created from individual-level survey items regarding the neighborhood social environment,
which were asked of the randomly selected adult sample. Because each randomly selected adult
provided ratings of her/his neighborhood social environment, there are multiple ratings for each
of the 65 neighborhoods: an average of 38 adult respondents per neighborhood for measures of
intergeneration closure, social support, social leverage, informal social control, and
neighborhood organization participation. Instead of deriving simple neighborhood-specific mean
scores for each item, a multilevel modeling approach utilized in prior neighborhood health
effects research (e.g., Carpiano, 2007; Browning & Cagney, 2002) was used to estimate
empirical Bayes residuals that will be used as measures of these neighborhood constructs. The
specific modeling procedures are detailed in Appendix A and were conducted with Dr. Richard
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Carpiano as part of my Directed Study course on “Social Capital and Health” completed in
Summer 2012. These multilevel models—one estimated for each neighborhood-level construct—
controlled for sociodemographic characteristics of the respondent raters (gender, age,
race/ethnicity, marital status, education, employment status, family income, number of years
residing in neighborhood, number of friends living in neighborhood, and perceptions of
neighborhood size) as well as (for the multiple item scales) the item-response variation of
respondents. For each neighborhood social network and social capital variable, the empirical
Bayes residuals represent deviation scores from a neighborhood grand mean score—a mean
score that is adjusted for characteristics of the respondents who contributed information to each
neighborhood’s specific score. These five neighborhood variables were then z-scored to serve as
standardized neighborhood-level measures of social cohesion, intergenerational closure, and the
four forms of social capital. The specific survey items used to create each measure can be found
in Table 2.
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Table 2: L.A. FANS items used for creating neighborhood-level intergenerational closure
and social capital variables.
Scale Items
Coding
Intergenerational Closure
1. Parents in this neighborhood know their
Strongly disagree (1)àStrongly Agree (5)*
children’s friends?
2. Adults in the neighborhood know who
Strongly disagree (1)àStrongly Agree (5)*
the local kids are?
3. Parents in this neighborhood generally
Strongly disagree (1)àStrongly Agree (5)*
know each other?
Social Support
1. How often do you and people in your
Never (1) à Often (4)*
neighborhood do favors for each other?
Social Leverage
1. How often do you and other people in the Never (1) à Often (4)*
neighborhood ask each other advice about
personal things such as child rearing or job
openings?
Informal Social Control
1. You can count on adults in this
Strongly disagree (1)àStrongly Agree (5)*
neighborhood to watch out that children are
safe and do not get in trouble?
2. If children were skipping school, how
Very unlikely (1) à Very likely (5)*
likely is it that neighbors would do
something about it?
3. If children were spray painting graffiti on Very unlikely (1) à Very likely (5)*
a local building, how likely is it that your
neighbors would do something about it?
4. If a child was showing disrespect to an
Very unlikely (1) à Very likely (5)*
adult, how likely is it that people in your
neighborhood would scold that child?
5. When a neighbor is not at home, how
Never (1) à Often (4)*
often do you and other neighbors watch
over their property?
Neighborhood Organization Participation
1. In the past 12 months have you
No (0) à Yes (1)
participated in a neighborhood or block
organization meeting?
*Indicates that the scale was originally coded in the reverse direction
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Neighborhood-level Control Variables
Consistent with my study model (Figure 1), my analyses control for neighborhood-level
structural antecedent factors: neighborhood SES, and residential stability. In order to control for
neighborhood SES, I utilize the Index of Concentration at the Extremes (ICE) for family income,
which measures a neighborhood’s level of concentrated affluence and disadvantage (e.g.,
Carpiano, Lloyd, & Hertzman, 2009; Casciano & Massey, 2008) on a continuum from -1
(indicating all families are socioeconomically disadvantaged) to +1 (indicating that all families
are affluent). The ICE is derived via the number of affluent families (income of $75,000 or
greater) minus the number of disadvantaged families (income of less than $20,000) divided by
the total number of families in that neighborhood.
I also control for residential stability, which has been found to be important for the
formation of neighborhood social ties (Carpiano, 2006; Sampson, 1988). To account for this, I
used a variable for residential stability that measures the percentage of the neighborhood
population that lived there in the past 10 years. Bivariate correlations of neighborhood-level
independent and control variables can be found in Table 3.
Table 3: Bivariate correlations of neighborhood-level variables (n=65).
1
2
3
4
1. Intergenerational Closure
1.00
2. Social Support
0.64** 1.00
3. Social Leverage
0.33** 0.48** 1.00
4. Informal Social Control
0.81** 0.58** 0.28*
1.00
5. Neighborhood Organization 0.10
0.40
0.04
0.24
Participation
6. Index of Concentration at
0.64** 0.33** 0.08
0.79**
the Extremes
7. Residential Stability
0.38** 0.40** 0.05
0.31*
*p ≤ 0.05; **p ≤ 0.01

5

6

1.00
0.19

1.00

0.04

0.34**
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Individual-level Control Variables
In addition to these neighborhood-level variables, I control for several individual-level
factors pertaining to the child and his/her family.
Child’s Integration in Neighborhood concerns the extent/degree to which an adolescent is
integrated into neighborhood social life/networks and was measured using three items: “how
many adults [a child] knows in neighborhood,” “how many kids [a child] knows in the
neighborhood” (both of these items have responses of “most”, “some”, and “none,” which is the
referent category) and “does best friend live in neighborhood,” which is a dichotomous
(yes=1/no=0) item.
Adolescent Sociodemographic Control Variables include several factors related to the
child and her/his family. Adolescent sociodemographics include: sex, age, race/ethnicity, and
education level (school grade level). Race/ethnicity of the child was modeled using a series of
dummy variables: non-Hispanic White (referent category), Latino, non-Hispanic Black, and an
“other race/ethnicity” category (combined due to low numbers of respondents for other
racial/ethnic groups).
Family Sociodemographic Control Variables include family income, residency length (in
years), age, sex, and education level of the primary caregiver. Education is coded categorically as
“less than high school” (the referent category), “completed high school”, “some
college/vocational school”, “completed vocational school/associates’ degree”, and “bachelor’s
degree/some grad or professional school/completed graduate or professional school.”
Adolescent School Environment is controlled using three different measures: the distance
between the adolescent’s home and their school (coded 0=less than one mile and 1=greater than
or equal to one mile); the adolescent’s perception of whether teachers care for students [coded as
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“none” (referent), “some”, and “most”]; and whether the child is involved in extracurricular
activities (yes=1, no=0).
Table 4 provides the descriptive statistics for all abovementioned individual-level
dependent and independent variables used in the models as well as two other individual-level
variables: if the child ever smoked a cigarette and if the child has ever had a drink of alcohol
(both coded yes=1, no=0). These two variables are not control variables in the models, but are
used for predicting zeros in zero-inflated negative binomial regression models discussed below.
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Table 4: Descriptive statistics of individual level variables (n=662).
Had Sexual Intercourse
Condom Use (if sexually active)
Always Use
Not Always Use
Number of Sexual Partners
Integration into Neighborhood
How many adults child knows in neighborhood
None
Some
Most
How many kids child knows in neighborhood
None
Some
Most
Best friend lives in neighborhood
Age
Sex of child
Female
Male
Education (grade level)
Race/ethnicity
Non-Hispanic White
Non-Hispanic Black
Latino
Other
Family Income ($1,000)
Residency Length in years
Age of Primary Caregiver
Sex of Primary Caregiver
Female
Male
Education Level of PCG
Less Than High School
Completed High School
Some College/Vocational School
Completed Vocational School/Associates’ Degree
Bachelor’s Degree or more
Primary Caregiver has domestic partner
School located within 1 mile of home
Teachers care about students
None
Some
All
Child involved in extra curricular activities
Child ever smoked a cigarette
Child ever had a drink of alcohol
SD=standard deviation

N (%)
72 (10.9)

Mean (SD)

40 (6.0)
32 (4.8)
0.3 (2.3)

Range
0-1
0-1
0-1
0-50

40 (6.0)
421 (63.6)
201 (30.4)

0-1
0-1
0-1

40 (6.0)
302 (45.6)
320 (48.3)
386 (58.3)
14.4 (1.6)

0-1
0-1
0-1
0-1
12-17

8.3 (1.8)

0-1
0-1
5-17

62.4 (97.6)
7.83 (6.3)
42.4 (7.0)

0-1
0-1
0-1
0-1
0-981
1.01-45.1
25-77

334 (50.5)
328 (49.5)
160 (24.2)
76 (11.5)
364 (55.0)
62 (9.3)

646 (97.6)
16 (2.4)

0-1
0-1

235 (35.5)
122 (18.4)
115 (17.4)
56 (8.5)
134 (20.2)
497 (75)
197 (29.8)

0-1
0-1
0-1
0-1
0-1
0-1
0-1

26 (3.9)
277 (41.8)
359 (54.2)
374 (56.5)
155 (23.4)
240 (36.2)

0-1
0-1
0-1
0-1
0-1
0-1
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Statistical Analyses
The study hypotheses are tested using a series of multiple regression models: binary
logistic models are used for modeling engagement in sexual intercourse, multinomial logistic
models are used to model the 3-category condom use variable, and zero-inflated negative
binomial regression models are used to model the number of sexual partners. A zero-inflated
negative binomial regression was chosen because number of partners was coded as a count
variable, and a Poisson regression was not appropriate for the data due to the presence of
overdispersion. The zero-inflated negative binomial regression accounts for the fact that there are
different processes driving zero counts than those that drive not zero counts. A zero-inflated
negative binomial model models these two processes simultaneously by running a logistic
regression predicting excess zeros as well as the negative binomial model predicting counts. A
Vuong test was used to determine if the zero-inflated model fit the data better than a standard
negative binomial regression model and the z-test was significant at p≤0.05, indicating that the
zero-inflated model is preferred.
To model zeros in the inflation model, I used four individual level variables: ever had
sexual intercourse, involvement in extracurricular activities, ever smoked a cigarette, and ever
had a drink of alcohol. Ever had sexual intercourse was included as a predictor because if an
individual has not engaged in sexual intercourse, then their number of partners by default would
be zero. Involvement in extracurricular activities was included as a predictor of zeros because
research has found that involvement in extracurricular activities is associated with lower rates of
engagement in unsafe sexual behaviors (Crosby et al., 2003; Kim, 2010). Ever smoked a
cigarette and ever had a drink of alcohol were included as these are other health risk behaviors
and it has been shown that adolescents who engage in these specific health risk behaviors are
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also more likely to engage in other health risk behaviors (e.g., unsafe sexual behaviors) (Benda
& Corwyn, 1998, Cavazos-Rehg et al., 2010).
A multi-level modeling approach was used in preliminary analyses, but did not offer any
improvement over single level models, thus all models presented in the results are single level.
Additionally, all standard errors in the models are adjusted for clustering at the household level.
This accounts for the fact that some respondents may live in the same household and were
selected into my sample as the randomly selected child and the sibling. The analyses were
conducted using Stata 11. For the binary logistic and multinomial logistic models, I report slope
estimates using odds ratios. For the zero-inflated negative binomial regression models, I report
odds ratios for estimates in the zero model and incident rate ratios for estimates in the continuous
model. For the multinomial logistic regression models, I report relative risk ratios. All p-values
≤05 are reported as statistically significant and those approaching, but not achieving significance
at p≤0.10 are indicated as such.
Modeling Approach
Each hypothesis detailed above is tested using a series of models that include
intergenerational closure and each social capital form modeled separately and in combination
with the other social capital forms while controlling for the neighborhood- and individual-level
control variables discussed above. Model 1 is a “baseline” model that regressed the dependent
variable on the neighborhood network characteristic variable: intergenerational closure. Next,
each of the four social capital forms were successively added into the model 1 equation
regression: social support (model 2), social leverage (model 3), informal social control (model
4), and neighborhood organization participation (model 5), with model 6 including all social
capital variables and intergenerational closure.
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Results
Engagement in Sexual Intercourse
Table 5 shows the results from the regression models for intergenerational closure, each
of the social capital forms individually, and a full model with intergenerational closure and all of
the social capital variables included, with all neighborhood- and individual-level control
variables in the models. Table 5, model 1 shows that separate from social capital,
intergenerational closure is negatively associated with engagement in sexual intercourse with an
odds ratio (OR) of 0.70 that approaches, but does not achieve significance (p≤ 0.10), indicating
that each one standard deviation (SD) unit increase in intergenerational closure is associated with
a 30% decrease in the odds of engaging in sexual intercourse. Model 3, shows that, when no
other social capital forms are in the model, social leverage is negatively associated with
engagement in sexual intercourse with an OR of 0.73, indicating that each one SD unit increase
in social leverage is significantly associated with a 27% decrease in the odds of engaging in
sexual intercourse. The remaining models show that social support (model 2), informal social
control (model 4), and neighborhood organization participation (model 5) have no significant
association with engagement in sexual intercourse.
The full model (model 6) shows that intergenerational closure has a significant negative
association with engagement in sexual intercourse, whereas informal social control has a
significant positive association with engagement in sexual intercourse. A one SD increase in
intergenerational closure is associated with a 44% decrease in the odds of ever having sexual
intercourse. By contrast, a one SD increase in informal social control is associated with a 127%
increase in the odds of ever having sexual intercourse.
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Table 5: Results from binary logistic regression models for ever had sexual intercourse
(n=662).
1
Neighborhood Network
Characteristics
Intergenerational Closure

2

3

5

0.70†
(0.48-1.01)

Neighborhood Social
Capital
Social Support

0.84
(0.62-1.16)

1.13
(0.83-1.56)

0.98
(0.63-1.54)
0.73
(0.49-1.09)
2.27*
(1.18-4.35)
1.09
(0.75-1.58)

1.00
(0.99-1.01)
0.97†
(0.95-1.00)

0.99
(0.97-1.00)
0.98
(0.96-1.01)

0.73*
(0.55-0.95)

Informal Social Control

1.07
(0.68-1.68)

1.00
(0.99-1.01)
0.98
(0.96-1.01)

6
0.56*
(0.31-1.00)

Social Leverage

Neigh. Organization
Participation
Neighborhood Structural
Antecedents
Index of Concentration at
the Extremes
Residential Stability

4

1.00
(0.99-1.01)
0.98
(0.95-1.01)

1.00
(0.99-1.01)
0.98†
(0.95-1.00)

1.00
(0.99-1.01)
0.97†
(0.95-1.00)

Note: Estimates are odds ratios with 95% confidence intervals in parentheses; all models control for
individual-level variables listed in Table 4.
†
p ≤ 0.10; *p ≤ 0.05; **p ≤ 0.01

Number of Partners
Tables 6 shows the results from the zero-inflated negative binomial regression models for
intergenerational closure, each of the social capital forms individually, and a full model with
intergenerational closure and all of the social capital variables included, with all neighborhood
and individual control variables in the models. There are no statistically significant associations
between any of the independent variables of interest and the outcome variable, number of sexual
partners.
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Table 6: Results from zero-inflated negative binomial regression models for number of
sexual partners (n=662).
1
Count Models
Neighborhood Network
Characteristics
Intergenerational Closure

2

3

1.04
(0.85-1.29)

Ever consumed alcohol

1.15
(0.96-1.37)

1.15
(0.83-1.58)
0.95
(0.75-1.20)
0.90
(0.56-1.43)
1.13
(0.92-1.03)

0.96
(0.79-1.17)

Informal Social Control

Involved in extra curricular
activities
Ever smoked a cigarette

6

0.83
(0.61-1.13)

Social Leverage

Zero-Inflation models
Ever had sex

5

1.04
(0.85-1.29)

Neighborhood Social
Capital
Social Support

Neighborhood Organization
Participation
Neighborhood Structural
Antecedents
Index of Concentration at
the Extremes
Residential Stability

4

0.87
(0.62-1.23)

1.00
(1.00-1.01)
0.97*
(0.95-1.00)

1.00
(1.00-1.01)
0.97*
(0.95-1.00)

1.00
(1.00-1.01)
0.98*
(0.96-1.00)

1.01
(0.99-1.02)
0.97*
(0.95-1.00)

1.00
(0.99-1.01)
0.98*
(0.96-1.00)

1.01
(0.99-1.03)
0.97†
(0.94-1.00)

0.00**
(0.00-0.00)
0.95
(0.78-1.16)
1.58*
(1.23-2.03)
1.36**
(1.11-1.68)

0.00**
(0.00-0.00)
1.51**
(1.24-1.83)
1.25†
(0.96-1.62)
1.21**
(0.97-1.50)

0.00**
(0.00-0.00)
1.40*
(1.15-1.70)
1.29†
(1.00-1.67)
1.24*
(1.00-1.53)

0.00**
(0.00-0.00)
1.39*
(1.14-1.68)
1.31*
(1.01-1.69)
1.25*
(1.01-1.54)

0.00**
(0.00-0.00)
0.93
(0.77-1.14)
1.60**
(1.24-2.07)
1.34*
(1.09-1.65)

0.00**
(0.00-0.00)
1.64**
(1.34-2.01)
1.22
(0.93-1.59)
1.18
(0.95-1.48)

Note: Count model estimates are incidence rate ratios with 95% confidence intervals in parentheses; Zeroinflation model estimates are odds ratios (95% confidence intervals); all models control for individuallevel variables listed in Table 4.
†
p ≤ 0.10; *p ≤ 0.05; **p ≤ 0.01

Condom Use
Table 7 shows the results for the first part of the multinomial logistic regression models
for condom use that estimate “always uses condoms” as the outcome variable and “not sexually
active” as the base outcome. These models are presented in the same manner as the preceding
tables for the previous two outcomes.
Model 3 shows that when no other social capital forms are in the model, social leverage
is negatively associated with always using condoms (compared to not being sexually active) with
an relative risk ratio (RRR) of 0.69, indicating that a one SD increase in social leverage is
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associated with a 31% decrease in the likelihood of always using a condom. The remaining
models show that intergenerational closure (model 1), social support (model 2), informal social
control (model 4), neighborhood organization participation (model 5), and the full model (model
6) had no significant association with always using condoms.
Table 7: Multinomial logistic regression models for always using condoms (versus not
sexually active) (n=630).
1
Neighborhood Network
Characteristics
Intergenerational Closure

2

3

5

0.75
(0.47-1.19)

Neighborhood Social
Capital
Social Support

0.73
(0.48-1.10)

1.08
(0.73-1.60)

0.75
(0.42-1.35)
0.75
(0.46-1.23)
1.99
(0.86-4.62)
1.10
(0.71-1.70)

1.00
(0.99-1.02)
0.97*
(0.94-1.00)

0.99
(0.97-1.01)
0.99
(0.96-1.02)

0.69*
(0.49-0.96)

Informal Social Control

1.01
(0.56-1.80)

1.01
(0.99-1.02)
0.97
(0.95-1.01)

6
0.75
(0.32-1.78)

Social Leverage

Neighborhood Organization
Participation
Neighborhood Structural
Antecedents
Index of Concentration at
the Extremes
Residential Stability

4

1.00
(0.99-1.02)
0.97
(0.95-1.01)

1.00
(0.99-1.02)
0.98†
(0.95-1.00)

1.00
(0.99-1.02)
0.97*
(0.94-1.00)

Note: Estimates are relative risk ratios with 95% confidence intervals in parentheses; all models control
for individual-level variables listed in Table 4.
†
p ≤ 0.10; *p ≤ 0.05; **p ≤ 0.01

Table 8 shows the second part of the multinomial logistic regression models for condom
use, with “inconsistent condom use” as the outcome variable and “not sexually active” as the
base outcome. Similar to the abovementioned results for engagement in sexual intercourse,
model 1 shows that a one SD increase in intergenerational closure is associated with a 37%
decreased likelihood of having inconsistent condom use—an estimate that approaches, but does
not reach statistical significance (p<.10). Individually, there are no statistically significant
associations between the four social capital forms and the outcome of having inconsistent
condom use compared to not engaging in sexual activity.
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Table 8: Results from multinomial logistic regression models for inconsistent condom use
(versus not sexually active) (n=622).
1
Neighborhood Network
Characteristics
Intergenerational Closure

2

3

5

0.63†
(0.36-1.08)

Neighborhood Social
Capital
Social Support

1.03
(0.63-1.66)

1.18
(0.74-1.88)

1.41
(0.66-3.02)
0.69
(0.35-1.33)
2.86*
(1.13-7.24)
1.06
(0.60-1.88)

0.99
(0.97-1.01)
0.98
(0.94-1.02)

0.98
(0.95-1.01)
0.98
(0.93-1.03)

0.79
(0.53-1.18)

Informal Social Control

1.18
(0.63-2.22)

1.00
(0.98-1.02)
0.99
(0.95-1.03)

6
0.37*
(0.17-0.81)

Social Leverage

Neighborhood Organization
Participation
Neighborhood Structural
Antecedents
Index of Concentration at
the Extremes
Residential Stability

4

0.99
(0.98-1.01)
0.98
(0.94-1.03)

0.99
(0.97-1.01)
0.98
(0.94-1.02)

0.99
(0.97-1.01)
0.98
(0.94-1.03)

Note: Estimates are relative risk ratios with 95% confidence intervals in parentheses; all models control
for individual-level variables listed in Table 4.
†
p ≤ 0.10; *p ≤ 0.05; **p ≤ 0.01

Model 6, however, shows that when all variables are entered into the full model,
intergenerational closure and informal social control both have a significant associations with
inconsistent condom use, but in opposite directions. A one SD increase in intergenerational
closure is associated with a 63% decreased likelihood of having inconsistent condom use. By
contrast, a one SD increase in informal social control is associated with an increased likelihood
of having inconsistent condom use by a factor of 2.86 or 186%.
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Discussion
Guided by the social capital theories of Bourdieu (1986), Coleman (1988), and the
conceptual model for studying social capital and health created by Carpiano (2006), this study
aimed to investigate the relationship between neighborhood social capital and adolescent sexual
behaviors. I formulated several a priori hypotheses about how neighborhood community life
may promote and undermine adolescent sexual health and tested them using multilevel data on
adolescents residing in neighborhoods located within Los Angeles County, California. Below, I
discuss the study findings with respect to my study hypotheses.
Intergenerational Closure Hypotheses: I hypothesized that intergenerational closure
could be both positively and negatively associated with engagement in sexual intercourse,
number of partners, and condom use. The results support the hypothesis that intergenerational
closure is associated with lower odds of engagement in sexual intercourse and lower likelihood
of inconsistent condom use (compared to not engaging in sexual intercourse). From the
standpoint of theory, these findings are consistent with the idea that when neighborhood
networks are characterized by parents knowing the parents of their children’s friends, they are
able to share childcare responsibilities and norm development and enforcement (Coleman, 1988).
When these closed networks exist, norms surrounding safer sexual behaviors could spread
through a neighborhood more easily. Theoretically, parents could consult with one another
regarding these norms and how other parents are communicating or enforcing norms regarding
sexual behavior to their children, thereby allowing for similar norms to be passed to all
adolescents in the neighborhood. Harding’s (2007) research on cultural scripts and neighborhood
effects supports this idea, showing that neighborhoods that are socially organized have fewer
cultural scripts regarding sexual health, resulting in neighborhood adolescents acting according
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to the dominant script. Whereas neighborhoods that aren’t socially organized have multiple and
competing cultural scripts regarding sexual health, thus leading to a variety behaviors. Another
possible way in which intergenerational closure influences norm enforcement works in the
reverse; if adolescents know that neighborhood adults would disapprove of unsafe sexual
behaviors, then they may refrain from engagement in sexual activity or choose to use condoms
when they do engage in sexual intercourse, because they know that if their friends’ parents found
out, their activity would be discovered by their own parents. This explanation may be an
example of adolescents consciously choosing to follow the dominant cultural script in their
neighborhood regarding sexual behavior as his findings suggest that in socially organized
neighborhoods adolescents are more likely to follow the dominant script (Harding, 2007). This
hypothesis was not supported in its relationship with the number of sexual partners. Thus, this
pattern of findings could indicate that while intergenerational closure is a determinant of
engagement in sexual intercourse (the base outcome in the logistic regression for engagement in
sexual intercourse and the multinomial logistic regression for inconsistent condom use), it may
not matter for predicting unsafe sexual behaviors once adolescents have engaged in sexual
intercourse. In other words, intergenerational closure may be protective of initiation into sexual
activity, but once initiation occurs, intergenerational closure is not protective of further sexual
risk.
Social Capital Hypotheses: I hypothesized that the four forms of social capital (social
support, social leverage, informal social control, and neighborhood organization participation)
could be both positively and negatively associated with engagement in sexual activity, number of
sexual partners, and condom use. Social support and neighborhood organization participation
were not found to be associated with any of the three outcomes. Social leverage was initially
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found to be associated with lower odds of engaging in sexual intercourse and lower likelihood of
using condoms 100% of the time (compared to not engaging in sexual intercourse); however,
these associations became non-significant when intergenerational closure and the three other
social capital form variables were introduced into the models.
Informal social control was associated with higher odds of engaging in sexual intercourse
and higher likelihood of inconsistent condom use (compared to not engaging in sexual
intercourse), thereby indicating that informal social control is not health promoting. There are
two potential explanations for these findings. First, neighborhood downward leveling norms
(Portes, 1998) may keep people from making healthy sexual choices. For example, an adolescent
may not want to engage in sexual intercourse or they may want to purchase condoms, but
receives pressure from her/his social group to have unsafe sex. Second, the neighborhood may
not have norms that promote safer sex, particularly in neighborhoods with strong pro-natalist
norms, or neighborhoods where many teenagers are parents. If a neighborhood does not have
norms promoting safe sexual behaviors, then discouragement of unsafe sexual practices by local
adults would not be expected to be prevalent. Evidence supporting this explanation has been
suggested in past research. Way et al. (2006) found that collective efficacy was only associated
with lower teen birth rates in non-Hispanic neighborhoods, concluding that neighborhoods with a
high Hispanic population have pro-natalist norms, thereby limiting the effect of collective
efficacy on teen birth rates in these neighborhoods.
Limitations and Strengths
While the present study has a number of strengths, there are several limitations to note.
First, the measures collected at the time of survey may not have been explicitly designed for
testing the hypotheses outlined in the present study. However, due to the design of this study and
38

its specific goal of being used to examine neighborhood contexts and child well-being, as well as
its use of previously validated measures used in other large scale neighborhood surveys [such as
the Project on Human Development in Chicago Neighborhoods (Sampson et al., 1999)], the
L.A.FANS dataset is still an excellent choice for investigating my research questions.
Additionally, the L.A.FANS data have been used to examine neighborhood-level social capital
(e.g., Carpiano 2007; Carpiano 2008) and collective efficacy (Way et al., 2006; Kim, 2010), thus
highlighting their usefulness for the present study.
Second, the L.A. FANS data used for this study are cross-sectional, which limits the
extent to which causal relationships can be determined. The data used to create neighborhood
measures were collected at one point in time, and does not account for neighborhood conditions
in previous places of residence for a resident, or for neighborhood conditions at a different time,
thereby limiting the ability to determine the effects of neighborhood social capital at different
points in time, which could be driving the results. For example, if a person is a newer resident of
their neighborhood, their outcomes could be a result of the neighborhood effects experienced in
their previous place of residence. However, including only adolescents who have lived in their
neighborhoods for one year or more in the analysis, and the individual’s length of residence help
address this potential limitation. Alternatively, if a neighborhood culture has recently shifted to
one that is high is social capital, the effects of this may not yet be seen in the neighborhood
population. Instead, the results may look more like results that would be expected for a
neighborhood with lower social capital. Thus, the study findings limit the extent to which any
causal claims can be made regarding neighborhood social capital and adolescent sexual
behaviors.
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Third, the social capital variables were derived from responses from adults in the
neighborhood, as opposed to the adolescents. It is possible that adolescents experience their
neighborhood environment differently than their parents. Thus, if adolescents were asked the
same neighborhood rater questions, the results may be different than what is present in the data.
However, to my knowledge, measures frequently used for investigating neighborhood social
capital as perceived by adolescents were not available for use at the commencement of the
present study. The L.A.FANS data (with neighborhood-level variables generated from adult
responses) have previously been used to study the effects of collective efficacy on adolescent
sexual behaviors (e.g., Kim, 2010) and sexual health outcomes (e.g., Way et al., 2006),
indicating that the data is appropriate for use in the present study.
Fourth, the sample size used for this study is relatively small—especially the percentage
of adolescents who have engaged in sexual activity, which is much lower than US average.
According to the CDC (2013a), approximately 47% of high school students have had sexual
intercourse. However, despite the small sample size, this dataset has been used in prior research
on neighborhood effects and adolescent sexual health. Additionally, it was specifically designed
for studying neighborhood effects, including social capital, and uses many well-established
questionnaire items for social capital measures; thus, making it a useful tool for investigating my
research questions.
Fifth, it is possible that the associations between intergenerational closure and
engagement in sexual intercourse and inconsistent condom use as well as the associations
between informal social control and these two outcomes are a result of collinearity between the
intergenerational closure and informal social control as they are correlated at 0.81. To test for
multicollinearity in the models, variance inflation factors (VIF) were checked for the
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independent variables in each of the full models (full models are inclusive of intergenerational
closure and the four forms of social capital). The results of the VIFs suggest that
multicollinearity is not problematic in the specified models, as the five neighborhood-level
independent variables of interest have VIFs lower than 10. Intergenerational closure consistently
has a VIF between 4.2 and 4.4, and informal social control consistently has a VIF between 6.5
and 6.6. This test does not rule out the possibility of collinearity, but suggests that it is below the
threshold at which we would be concerned (VIF < 10).
Sixth, the present study pools males and females together into one model. This may
obscure differences in males and females in their sexual behaviors and the different ways in
which neighborhood intergenerational closure and social capital may influence males and
females as previous research has shown (e.g., Kim, 2010; Smylie et al., 2006). In preliminary
analyses these effects were modeled by running separate models for males and females in the
sample. Despite low statistical power, the results did not indicate that there were significant
difference between males and females, thus the final analyses combined the two groups.
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Conclusion
This study suggests that neighborhood intergenerational closure and social capital may
influence adolescent sexual behaviors. These findings are complicated in the sense that
intergenerational closure and social capital are associated with adolescent sexual behaviors in
opposite directions. This study shows that while intergenerational closure associated with
protective adolescent sexual behaviors; informal social control is associated with sexual
behaviors of greater health risk. This pattern of findings may not be revealed when concepts
describing a neighborhood network characteristic (i.e., intergenerational closure) are not
separated from social capital measures (i.e., informal social control), as it is in the case of studies
involving the concept of collective efficacy (e.g., Sampson et al., 1999; Kim, 2010).
In closing, this study has several implications for future research. First, is consideration
of how adolescents perceive social capital, or what forms of social capital they actually have
access to through their neighborhoods. This would allow researchers to more clearly understand
how neighborhood social capital operates for neighborhood members of all ages, enabling a
more nuanced and perhaps precise estimate of the effects that neighborhood social capital may
have on adolescent sexual behaviors, or other health behaviors/outcomes. Second, research
investigating the interaction between intergenerational closure and informal social control could
help dissect the effects that they have on adolescent sexual behaviors. Modeling and interaction
between intergenerational closure and informal social control will help to determine whether
these two concepts influence adolescent sexual behaviors separately, or if their effect is best
understood as an additive effect of the two since they are highly correlated. Third, further
collection of data through larger surveys that adequately capture neighborhood intergenerational
closure and social capital measures as well as adolescent sexual behaviors can help improve
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sample sizes allowing for greater statistical power in male and female specific models as well as
models pooled by sex, helping to identify how the associations differ between the sexes, if at all.
Focusing on these issues can help us to better understand how neighborhood
intergenerational closure and social capital lead to differences in sexual behaviors. This
knowledge will help policy makers design and implement interventions which may focus on
improving neighborhood social characteristics or education on healthy sexual scripts in
disadvantaged neighborhoods. These interventions may help decrease sexual behaviors that pose
health risks and increase sexual behaviors that are protective of adolescents’ sexual health,
resulting in lower rates of STIs and teen pregnancies.
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Appendix

Appendix A Modeling Approach for Creating Neighborhood Network Characteristic and
Social Capital Variables
Consistent with the approach used by Carpiano and Kimbro (2012), the modeling
approach utilized to create the neighborhood level network characteristic and social capital
variables is detailed as follows:
Level 1: 𝑌!"# = 𝜋!" +

!!
!!! 𝛼!

𝐷!"#$ + 𝑒!"#

Level 2: 𝜋!" = 𝛽!! +

!"
!!! 𝛽!

𝑋!"# + 𝑟!"

Level 3: 𝛽!! = 𝛾!!! + 𝑢!!!

where 𝑟!" ~𝑁(0, 𝜎 ! )

where 𝑢!!! ~𝑁(0, 𝜏! )

Level 1 models within-individual variation: 𝑌!"# is the response to item i of person j in
neighborhood k; 𝜋!" is the intercept, which represents the respondent’s latent score for
neighborhood network characteristic (i.e., intergenerational closure) or social capital forms (i.e.,
social support, social leverage, informal social control, and neighborhood organization
participation), 𝛼! is the item “difficulty,” 𝐷!"#$ is a dummy variable coded 1 if response i is to
item p in, for example, the three item intergenerational closure scale, and coded 0 if response i is
to another item, and 𝑒!"# is an error term that is assumed to be independent and normally
distributed.
Level 2 models between-individual variation: 𝛽!! is the intercept, 𝑋!"# is the value of a
respondent level predictor q for individual j in neighborhood k, 𝛽! is the slope of q on individual
j’s score, and 𝑟!" is an error term that is assumed to be independent and normally distributed with
variance 𝜎 ! . Level 2 adjusts for 16 sociodemographic variables that might affect an individual’s
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responses to the neighborhood network characteristic and social capital measures: gender, age,
four race/ethnicity dummy variables (Black/African American, Hispanic/Latino, Asian/Pacific
Islander, and Other, with White/Caucasian as the referent), two marital status dummy variables
(never married and other marital status as the referent), education, currently working (yes/no),
number of friends who live in the neighborhood (none, a few, many and most or all), residency
length, family income, and three dummy variables measuring the respondent’s perceived size of
their neighborhood (several blocks or streets in each direction, the area within a 15-minute walk
from your house, and an area larger than a 15-minute walk from your house, with “just the street
or block you live on” as the referent). Because the variables for social support, social leverage,
and neighborhood organization participation were each comprised of only one survey item, it
was unnecessary to model within-individual variation. Thus, for these three variables, a two level
model was specified instead with between-individual variation modeled at Level 1 instead of
Level 2.
Level 3 models between-neighborhood variation: 𝛾!!! is the neighborhood grand mean
score of the neighborhood network characteristic or social capital form and 𝑢!!! is a random
“neighborhood effect”—the deviation of neighborhood k’s mean from the grand mean and
assumed to be normally distributed with a mean of 0 and variance of 𝜏! . This model was
estimated at Level 2 for social support, social leverage, and neighborhood organization
participation. Also, the empirical Bayes residuals for neighborhood organization participation
were estimated using a 2-level model for binary outcomes. The resulting empirical Bayes
residuals for the neighborhood network characteristic variables and the four social capital forms
were then z-scored for use as neighborhood-level independent variables.
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