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I. Introduction


Housing cooperatives have been a significant part of the movement for economic democracy.  While many believe that they began in the 1960s – when many of today's cooperatives came into existence – the movement actually goes back to the end of the 1800s, and some would say that economic cooperation is as old as entrepreneurship itself (Altus, 1997).  Housing cooperatives have played important roles in the history of social change in the United States.  From making strides forward in the movement for womens equality, to improving access to education, to fighting racism and improving the poor living conditions of poverty, housing cooperatives have been active (Altus, 1997).   While respondents’ reasons for living in housing cooperatives included everything from “less resource use,” “sustainability” and “good sense of community” to “it’s cheap,” housing cooperatives have provided a way for advocates of social change to live out their ideologies while changing the world around them.  Additionally, they provide a community of like-minded individuals with low-cost living (through economies of scale), and emotional support for members who may or may not consider themselves activists.  A significant part of this study is describing a sample of members of the housing cooperative movement in the Midwestern United States in 2007.  The second part of this study will examine the connection between cooperative living and health in this area.


As health problems such as obesity, depression and social isolation grow in the United States, many are looking for ways to slow or reverse these health problems.  Housing cooperatives have long participated in social change and many members of housing cooperatives believe that through housing cooperatives they are improving their physical and emotional health.  One way in which health can be improved is through acquiring social capital.


Housing cooperatives are an example of individuals engaging in collective action to use and expand their social capital. Social capital, or social resources that can be used to enact collective action, enables members of these cooperatives to have wider access to opportunities and other resources.  Social capital takes the form of quality social networks, community interaction, and participation in civic organizations. Indeed, we see the potential of social capital when we see the success of the collective action in building the cooperative movement.


There have been several examinations of the connection between social capital and health.  In 2006 Kim, Subramanian and Kawachi investigated this relationship in communities in the United States (Kim, et al., 2006).  In this study the authors described two types of social capital – community bonding (or social capital within a social group) and community bridging (connections between social groups).  They found “modest protective effects of community bonding and community bridging social capital on health” (Kim, et al, 2006).  According to Margi Hood, housing cooperatives are a good example of bridging social capital.  She states that housing cooperatives build this type of social capital “through the international cooperative principles of open membership, cooperation between cooperatives and participation in the community” (Hood, 2006).  While she concedes that people do not join cooperatives specifically to gain social capital, but rather because “they can acquire something tangible that they cannot otherwise achieve,” she does see a unique benefit in that “people are motivated and tangibly rewarded for their participation” in housing cooperatives (Hood, 2006).  She also explains that “two forms of social capital [are] generated by housing cooperatives” - both bonding and bridging social capital.  Considering the benefits that Hood highlights in the context of Kim, Subramanian and Kawachi's study, we can see that cooperatives may have an impact on members health through their acquisition of social capital.


Ichiro Kawachi, in his study Social capital for health and human development, advocates the development of social capital as one method to improve public health (2001).  This study shows the transition from showing social capital's connection with health to social capital's value as a tangible initiative in improving health.  He found that “residence in a low social capital area was still associated with about a 40 percent excess risk of reporting poor health” (Kawachi, 2001).  While the author concedes that “much work remains to be carried out before social capital can be widely applied to improve people's health,” he does realize that “social capital is an essential but not sufficient ingredient for health improvement” (Kawachi, 2001).  Kawachi goes in to stress the value of “establishing formal social organizations” and “strengthening community ties” among other things to benefit people's health.  These two examples of collective action which Kawachi stresses are two things which housing cooperatives (and other types of cooperatives) enact on a daily basis.  If these are two valuable methods of strengthening social capital, and social capital has a positive impact on health, housing cooperatives may be realizing in action what Kawachi and others have discovered in academia.


Little sociological research has been performed specifically on housing cooperatives or their relationship with physical or emotional health in the United States.  One study which is related to this investigation, however, is Samiya Bashir's study of housing ownership and its correlation with residents' health.  Respondents to my study were owners – or at least controlled the operation of their household – and Bashir's study helps me form a hypothesis of the impact of cooperative housing and its relationship with members' health. An additional study which helps us understand the relationship between living in a housing cooperative and members' health is the study Communal housing settings enhance substance abuse recovery by Leonard Jason et al.  While none of the housing cooperatives I visited were substance abuse recovery centers, Jason's findings that living in communal housing settings improved substance abuse recovery suggests that communal housing settings – such as housing cooperatives – are beneficial for health problems of residents (Jason, et al., 2006).  In contrast to the above studies examining social capital (which housing cooperatives develop), these studies examine the connection between housing and health more broadly.


In her study Home is where the harm is:  Inadequate housing as a public health crisis, Samiya Bashir discovered that “whether a family lives in owner-occupied housing, privately rented housing, or public housing has a significant relationship to their health” (Bashir, 2002).  Non-ownership arrangements are bad for health because “landlords themselves often lack the resources to adequately maintain their properties” and “those who do have the necessary resources often lack the desire or initiative, refusing to use them until significant legal action has been taken against them” (Bashir, 2002).  A valid criticism of citing housing ownership as influencing health would be that it is simply hiding the variable of socioeconomic class.  While Bashir's study did not directly analyze cooperative housing, we can use it in our analysis as all respondents were members of their housing cooperatives, and thus partial owners.  


Jason, et al. compared residents of democratic substance abuse recovery homes (or 'Oxford Houses') to residents of a more traditional outpatient treatment.  After two years in these houses, residents had less than half the frequency of substance abuse, 224% of the income, and one third of the incarceration rate of those in the control group in traditional outpatient treatment (Jason, et al., 2006).  This improved quality of health, increased income and reduced incarceration rates for those who ran these houses corresponds with the above discussion of housing ownership being positively related to health.  Combined with democratic control of their household, the social capital these tenants had with each other corresponded with their improved health.  The household relationships and control structure of these Oxford Houses also clearly eliminate the neglectful landlord problem because tenants control their own house.  This study helps give us background in understanding how communal living situations like housing cooperatives can enhance residents health.


By combining these studies’ findings, we see the potential of housing cooperatives to have a impact on health.  Having social capital has been positively correlated with good health.  We have also reviewed that housing cooperatives build both bonding and bridging social capital.  Indeed, the third study we examined stressed the value of establishing social organizations to provide a benefit to members' health.  The first of the last two studies we examined showed that beyond social capital, housing ownership is also related to health.  The final study examined shows that other experiments in collective housing have had positive health benefits for recovering victims of substance abuse.  Since housing cooperatives build social capital, provide members with ownership of their housing, and similar housing situations have shown to have positive health benefits (all of which are correlated with health), I hypothesize that members of housing cooperatives will have better health than individuals of similar demographic backgrounds in the general population.  The rest of this study attempts to examine this hypothesis through characterizing the population of urban housing cooperatives in the Midwestern United States, describing respondents’ physical and emotional health and how it relates to their cooperative experience, and comparing their self-reported health to the self-reported health of individuals in the general population.

III. Methods


In this study we examine members of contemporary housing cooperatives in the Midwestern United States including the cities of Iowa City, Iowa, Madison, Wisconsin and Chicago, Illinois.  I aim to characterize their population and examine the relationship between living in a housing cooperative and members physical and emotional health.  I performed this study through administering questionnaires in 18 housing cooperatives in the Midwestern United States.  Respondents self-evaluated their own health and provided demographic information as well as information relating to their housing cooperative.


For this investigation into the relationship between living in a housing cooperative and members' physical and metal health, I performed primary research.  No data covering urban housing cooperatives in the Midwestern United States could be located.  This specialized study of this specific population prevented me from using another more widely-known sample, but it also allowed me to create questions specific for the purposes of this study.  I chose to make this a quantitative study of members of housing cooperatives. Data for this study was gathered through a paper questionnaire at the selected housing cooperatives.


Before examining the methods of this study more specifically, I defined the population I am trying to examine.  For the purposes of this study, I defined a housing cooperative as a democratically owned and/or controlled housing in which residents (or members of the cooperative) share meals, have a systematic way to distribute household labor, and/or have routine meetings.  I defined the population as members of these cooperatives listed in Chicago, IL, Madison, WI, and Iowa City, IA on the Intentional Communities website (http://www.ic.org), local university websites and those housing cooperatives found through speaking with members of existing local cooperatives.  I then used convienience sampling of this population, in which I attempted to contact a random list of cooperatives and moved to the next cooperative on the list if attempts at phone and email contact with a selected cooperative were unsuccessful.  This is a non-representative sample of the population of residents of housing cooperatives in the Midwestern United States.  I performed primary research at these cooperatives through administering paper questionnaires in person either before or after one of the cooperatives' routine meals.  The questionnaire included general questions about cooperative experience, labor and food specific questions, demographic questions and finally questions concerning members' physical and emotional health.  Questionnaires took approximately 15 minutes to complete, and were accompanied by a consent form.  Respondents were gathered together, usually by the member I was in communication with previously, and in virtually all cases members answered the questionnaire after I explained it.  Once all of the members present completed the questionnaire, we then sometimes discussed the study.  In the next section of this paper, I will review significant and interesting findings.


In analyzing this data, I used the program SPSS to enter, describe, and run cross tabulations on the data I collected to determine correlation using the Pearson Chi-square.  General characteristics of the sample were discovered, such as demographic, health, and satisfaction information.  I will briefly discuss some of this information in the next section.  Different variables were cross tabulated to see if some characteristics of cooperative life had any relationship with the self-reported health of respondents.  For example, is satisfaction (or lack thereof) with the quality of collectively bought food correlated with residents' reported emotional and physical health?  This is one of the questions we will discuss later.  Some hypothesized, some unexpected, and some interesting findings were discovered.  Results, discussion and figures are provided later in this paper.  As a final element of analysis, I compared health data from this study with health data gathered from the same demographic groups in the general population.  The study of the general population which I will be using is the General Social Survey from 2004.  The General Social Survey is a routine study of the general U.S. population. It asks a wide variety of questions, including health questions, and this will allow us to compare my study with a sample of the general population..  Together these analyses help me investigate my hypothesis that being a member of a housing cooperative has a positive impact on members' physical and mental health.


Challenges of the research included low sample size, gaining the trust of respondents,  avoiding positive reporting bias, and maintaining consistent survey conditions.  When administering the questionnaire, there were rarely 1/3 of the members of that cooperative present.  While I administered the survey at 18 housing cooperatives (2 in Iowa City, 7 in Chicago, 9 in Madison) the final sample size is only 97 respondents.  While that is roughly 10% of the entire population of members of housing cooperatives I was attempting to examine, I still would have desired more data.   Gaining the trust of respondents was also somewhat challenging.  During some of the survey sessions, residents appeared to not trust me until I explained that I had lived in a housing cooperative. While this lack of initial trust was almost expected because the housing cooperative movement is counter-cultural, it did provide me with a challenge.  I had to gain respondents trust without influencing their responses.  This contributed to the third problem: avoiding positive reporting bias.  Living in a housing cooperative is a significant lifestyle choice, and this could lead respondents to want to portray their significant investment in a positive light.  Finally, while conditions were fairly uniform at most cooperatives, there were difficulties at two cooperatives.  The format I used was collecting all respondents for that cooperative together and administering the survey at once to avoid respondents influencing each others' responses.  In the case of two of the largest cooperatives I visited, however, gathering all respondents together at once was logistically impossible.  I administered the survey in several small groups, but interruptions by non respondents were present.  I did include these responses, however, as I do not believe these difficulties influenced their responses.  These challenges are vital to consider while discussing the data I have gathered.

IV. Results


The findings of this study will be discussed in two parts.  First, we will examine what demographic information characterizes the members of housing cooperatives and their health.  Second, we will examine significant relationships between variables.  Through this two part examination, we can understand who the members of housing cooperatives are and how their health has is related to their membership in a housing cooperative.


To discover who the members of urban housing cooperatives in the Midwest are, I asked a series of demographic questions.  Based on these questions, I found that residents were usually in their mid to late twenties but their ages ranged from 19 to 60.  Two thirds of respondents, however, were under thirty.  In terms of sex, 46 respondents responded that they were “Male” and 50 responded that they were “Female.”  Two thirds (n = 64) of residents have never been married, and slightly less than one third (n = 30) were either married or in a long-term committed relationship.  Over seventy percent (n = 68) had at least a college education, and all had at least graduated high school.  Other indicators of social class show that respondents were in the middle or upper middle class, as over half (n = 51) had a parent who had completed graduate school, and approximately two thirds (n = 67) of respondents reported having “Middle” or “Upper Middle” class backgrounds.  In contrast to this, however, 62.1% (n = 59) of respondents said they made less than $20,000 per year as an individual, and 75.8% (n = 72) said they made less than $30,000 per year.  This seeming contradiction in social class has one probable explanation: some respondents are students, and earning little while in school.  In terms of racial/ethnic background, 84.5% (n = 82) of respondents said they were “Non-Hispanic white,” while 2.1% (n = 2) said they were “Black / African American,” and 3.1% (n = 3) each said they were “Asian” or “Hispanic,” and 4.1% (n = 4) said they were “More than one.”  This demographic information helps us characterize the residents of housing cooperatives, and will later help us compare their self-reported health with the self-reported health of the general population.


In order to understand respondents in this sample and their relationship to cooperative housing, several questions were asked investigating respondents' relationship with their cooperative.  Respondents had lived in their cooperative for an average of approximately two years and five months, though two thirds (n = 66) of respondents stated that they had lived in their housing cooperative for two years or less.  Responses ranged from one week to thirty years, however.  Only one third (n = 31) had lived in a housing cooperative before, but over half (n = 53) said they plan to live in another housing cooperative after their current one.  Between 81.4% (n = 79) and 91.7% (n = 89) of respondents said they were either “Mostly” or “Very” satisfied with the amount of personal space, the system of household decision making, the amount and quality of collectively-bought food, their cooperative's meal arrangements and the labor distribution at their housing cooperative.  Less than 4% (n = 3) said they were dissatisfied with any one attribute of their cooperative house (See Figure 1).


Characterizing the sample is important for understanding the cooperative movement and laying the foundation for my examination of the relationship between membership in a housing cooperative and members' physical and mental health. The real focus of this study, however, is on respondents' self-evaluated physical and mental health.  Approximately 93% (n = 89) of respondents reported that their health in general was either “Good,” “Very Good,” or “Excellent” and approximately 70% (n = 67) reported it was “Very Good” or “Excellent.”  Only 5.2% (n = 5) reported that it was “Fair” and 2.1% (n = 2) responded that it was “Poor” (See Figure 2).  Beyond this general examination, however, I used the Short Form – 12 (SF-12) as a model for health questions to examine residents' health more specifically.  The vast majority, or 93.8% of respondents (n = 91) reported that their overall health did not limit them in simple or moderate activities, and 51.5% (n = 50) said they were “not limited at all” from running one mile without walking.  When broken down specifically into emotional and physical health, however, results were different.  80% (n = 78) of respondents stated their physical health did not interfere with their daily life, and 13.4% (n = 13) said it did only “some of the time” over the past 30 days.  Respondents' self-evaluated limitations due to their emotional health were significantly different, however.  56.7% (n = 55) of respondents stated their emotional health interfered “none of the time” and 29.9% (n = 29) said it did “some of the time,” leaving 13.4% (n = 13) saying their emotional health interfered with their daily living more over the past 30 days (See Figure 3). Slightly less than half of respondents (n = 48 and n = 42, respectively) reported that during the past 30 days they felt calm and peaceful or had a lot of energy “most of the time” or “all of the time.”  Approximately half (n = 15 and n = 10, respectively) reported having those feelings only “some of the time” or “a little of the time.” When it came to feelings of depression over the past 30 days, only 19.6% (n = 19) of respondents reported feeling “downhearted and depressed” “none of the time.”  Over half (n = 54) of respondents reported those feelings “a little of the time,” with approximately one-fifth of respondents (n = 20) reporting feeling downhearted and depressed “some” of the time, and 4.1% (n = 4) reporting feeling that way “most” or “all” of the time.  These health findings are interestingly contrasted with the qualitative descriptions given by respondents when they were asked directly “how has living in a housing cooperative impacted your physical and emotional health?” as we will investigate in the next section.


When comparing different variables, many significant findings arose.  Respondents' satisfaction with living in a housing cooperative frequently corresponded to health variables.  Respondents' overall health was significantly and strongly correlated with their satisfaction with their cooperative, and specifically their cooperative's labor distribution system (g = 0.52 and g = 0.487 respectively).  Similarly, residents' satisfaction with their cooperative's “labor distribution,” “decision-making system,” and “food and meal arrangement”s were significantly and strongly correlated with them having positive feelings such as feeling “calm and peaceful” and having “a lot of energy” (g = 0.471, g = 0.552 and g = 0.409 respectively).  The inverse appeared to be true as well.  A lack of satisfaction frequently was correlated with poor health in a number of forms.  Satisfaction with the “food and meal arrangements” and with the “amount and quality of collectively-bought food” were significantly negatively correlated with feelings of depression (g = -0.433 and g = -.238 respectively).  Again this trend of satisfaction corresponding to health is found – in terms of respondents having “emotional problems (such as feeling depressed or anxious)” that interfered with their lives.  Overall satisfaction was significantly correlated with emotional problems interfering with respondents lives in a strong and negative way (g = -0.370).  Satisfaction with “the system of household decision making” and the “amount and quality of collectively-bought food” had a significant negative correlation with emotional problems as well (g = -0.375 and g = -0.216).  These relationships with satisfaction and health will be discussed in the next section.


Other significant relationships between facets of cooperative life and respondents' physical and emotional health were found.  There was a significant but weak relationship between the number of residents in a cooperative and respondents' feeling “downhearted and depressed” (p = 0.024).  Other parts of cooperative life which had relationships with respondents' feelings of depression were their self-evaluations of their diet and the amount of sleep they were getting (g = -0.281 and g = -0.055 respectively).  These latter two findings correspond to well known facts in the general population – the less sleep respondents received and the poorer they rated their diets, the higher the incidence of feeling “downhearted and depressed.”  Sleep was also significantly correlated with respondents feelings of their overall health, in that the more sleep they received, the greater their self-evaluation of their own health (g = 0.284).


Another area of inquiry into respondents health was their feelings of limitation by their overall health.  Interestingly, satisfaction specifically with the cooperative's labor system was found to be significantly correlated with respondents feeling their overall health limited them (g = 0.288).  That is, respondents with a low level of satisfaction with their cooperative's labor system also stated they felt their overall health limited them.


Other relationships were found to exist between cooperatives and respondents' feelings.  Planning to live in a cooperative in the future was significantly and positively correlated with overall satisfaction (g = 0.0236).  Curiously, sharing a bedroom with another person in the cooperative was also significantly related to overall satisfaction with the cooperative (g = 0.0397).  One final interesting finding was that the hours respondents stated that they worked on household labor was positively, significantly and rather strongly correlated with the number of residents in the cooperative (g = 0.546). Together, these significant findings are what this study of housing cooperatives and health managed to show us.  In the next section, I will review these results and discuss their significance.

V. Discussion

Examining the connection between housing cooperatives and health is a difficult task.  In an ideal study, respondents would be given medical examinations before and after joining a cooperative, and these results would be compared to a sample of the general population with as similar demographic and background information as possible.  Due to resource limitations, I elected to use a combination of self-evaluations of respondents' health and reflection on their experience in cooperatives and compare them to similar health information gathered in the general population through the General Social Survey of 2004.  The product of this survey and specifically the reflections of respondents on their health have yielded very interesting results.  The results of my specific study have been presented, and their significance will now be discussed.  Later, we will discuss how the results of this study compare to the results of the General Social Survey of 2004.


The results of cross tabulating different variables from this study have shown us correspondence between satisfaction with respondents' housing cooperatives and their mental health.  The positive relationship discovered between the two in many areas lead me to consider several explanations.  First, those who are healthy may tend to be more satisfied with their life and their living situation.  A second possibility – which would be more in line with my hypothesis – would be that respondents who have become members in their housing cooperative for a variety of reasons have had health benefits and are satisfied with their cooperative as a result.  Respondents' written comments on how being a member of their housing cooperative has impacted their mental health are supported by the latter possibility.  Respondents stated that “It has upheld me during several great upheavals in my life,” “it has improved my emotional wellbeing,” “my emotional well-being has literally gone from shattered to whole” and “it has provided me with a strong support group.”  Other more specific examples were that living in a housing cooperative allowed individual  respondents to start “weekly therapy (which I can afford thanks to living in the co-op),” to “express my emotions more fully and in a more productive way,” and cooperative living “helped me survive a rape..this co-op has been instrumental in preserving my joy and strength.” Another respondent stated that they had “lost my job and been diagnosed with cancer.  My housemates have been very supportive and helpful in these trying times.”  These examples help to explain these respondents' feelings of how being a member of their housing cooperative has impacted their emotional health, through the support of the cooperative’s social capital.  Some respondents identified “drama” and occaisonal social stresses along with the general positive impact.  Three respondents reported overall decreases in their emotional health.

In contrast, no statistically significant correlation was found between living in a housing cooperative and physical health.  While many respondents said they frequently shared local and/or organic meals with multiple other members of their cooperative, the comments made about how being a member of their housing cooperative impacted their physical health were more ambiguous than the above findings on emotional health.  Respondents said “my physical health is largely unchanged,” “it gives me some physical exercise,” “it may have actually reduced the amount of cycling I do” and “not much.”  Some responses were positive, however, such as “I’ve lost 75 pounds and I’m not sure I would have without the support of the co-op,” “I eat much healthier,”  and “my diet has greatly improved.” This contrast between a lack of statistical correspondence and positive reporting could be due to the limitations of this study – a more rigorous study of individuals measured health could provide more statistical evidence to accompany respondents differing experiences.  Approximately half of respondents reported positive physical effects, and half reported no change with a slim minority reporting a negative impact on their physical health.  According to respondents, their emotional health was strongly connected to their cooperative experience, but their physical health was less connected, and when it was connected responses were mixed.


Other findings beyond the connection between respondents satisfaction and their health were also significant.  The connection between dissatisfaction with the labor system and respondents stating that they felt limited in their activities (“running one mile without walking,” “moderate activities” and “climbing several flights of stairs”) has several possible explanations.  Perhaps the labor distribution systems of the cooperatives respondents' lived in were insensitive to those who were more limited by their overall health.  A second possible explanation is that this is evidence of positive reporting bias.  Approximately half of respondents stated that they were not limited in running one mile without walking.  If this is unlikely, it could be that these respondents also over-reported their satisfaction, including labor satisfaction.  

The weak relationship between the number of people in respondents' cooperatives and their feelings of depression could be explained by feelings of social isolation or anomie in a large cooperative versus the close social support of smaller cooperatives.  Examples of this include respondents saying “it decreases stress” and “being with other people is great for relaxing, distraction from stresses, social network.” Again we see the mention of social capital gained from being a member of a cooperative.  The positive correlation between overall satisfaction and sharing a bedroom could be explained by a similar phenomenon.  Closer social connection with others in the cooperative may explain higher satisfaction.


Now that we have seen respondents reflect on how they feel living in a housing cooperative has impacted their physical and mental health, we can generally compare their responses to those of similar demographic groups in the general population.  Using the General Social Survey from 2004, I compared responses to one self-evaluted health question with the results of this study.  While there was a significant and strong (g = -0.292) correlation between social class and health in the General Social Survey, there was no significant correlation within the respondents to this study.  This may mean that social class differences which impact health are reduced in this sample. Within self-evaluted socioeconomic class, respondents appeared to have slightly better health.  For example, out of respondents stating they were “Working Class,” 22.6% of respondents to the General Social Survey said their health was “Fair” or “Poor,” while the percentage for the same social class in this study was 11.1%.  A greater proportion of respondents to the general social survey in the “Middle” and “Upper” classes stated they had “Fair” or “Poor” health than respondents to this study who identified as being in the “Middle” “Upper middle” or “Upper” class (See Figure 4).  Again, it is important to notice that we did not simultaneously control for age and race.  When controlling exclusively for age, I found that fewer respondents in cooperatives said their health in general was “Excellent” relative to the General Social Survey, but fewer respondents said their health was “Poor,” “Fair” or even “Good”(See Figure 5).  This means that relative to the general population, respondents within the same age groups had a lower incidence of health rated less than “Very Good,” but also a lower incidence of “Excellent” health, within all age groups.  Another interesting finding here is that respondents over thirty had almost universally better health than their counterparts in the General Social  Survey of 2004.  It is important, however, to restate that we are not considering race and social class in this review of age.  Within racial groups, the trend was similar.  Fewer respondents to this study reported having “Fair” or “Poor” health in comparison to the General Social Survey, but fewer also reported “Excellent” or “Good” health – again the majority responded that they had “Very Good” health (See Figure 6).  The small sample size of this study means when analyzing subsections of this study, inaccuracy is quite possible.  These findings are still important to consider, however. When combined with respondents’ feelings that living a housing cooperative has improved their health, these findings within social class, age and race groups appear to corroborate what respondents have stated.


Respondents’ have stated that their emotional health has been significantly improved by living in a cooperative and physical health improved  for some respondents.  Additionally, we have found that those who are satisfied with being a member of a housing cooperative report greater health than those who are dissatisfied, suggesting that good health is a significant part of a quality housing cooperative experience.  Finally, in comparison with the General Social Survey of 2004, these respondents appear to have better health within the same class, age and racial groups.  Because of these findings, my hypothesis has been confirmed for this sample, but more strongly for emotional health than for physical health.  The element of causation has been added by respondents’ discussion of the impact of living in a housing cooperative on their health.  Living in a housing cooperative has improved respondents health.  This goes along with the studies we analyzed earlier, because respondents have ownership of their housing which has been shown to be positively correlated with health, and they live collectively which was shown to improve rehabilitation success. They have also invested in social capital as shown by their responses which corresponds to mild health improvement.


I have several recommendations for future research.  First, a study such as this with a wider sample size would help understand housing cooperatives and their impact on members health.  A two part study occuring when respondents join the cooperative and then again after they have lived in it for a period of time would more accurately examine this relationship as well.  Additionally, a more in-depth study of the connection between housing cooperatives and social capital would help explore this new area of research further.  How do housing cooperatives enhance social capital?  A housing cooperative is a collective attempt to pursue members’ ideals and improve their social capital, and they have not been investigated by the social sciences.  I hope that the findings of this study encourage further inquiry into the housing cooperative movement.  With an understanding of their successes and failures, we can learn how to address health and many other social and economic problems.
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