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Abstract 
The overall aim of this research was to investigate how effectively Public Health organisations respond to health inequalities across the United Kingdom. Within the research which was conducted the findings found that there is a need for increased community engagement and more strategies in place to deliver effective interventions across communities, which involves individuals within communities and local authorities such as health and social care professionals. The method chosen for this research project was the Critical Appraisal Skills Programme it was used in this research project to explore the trustworthiness and relevance of secondary research. It recommended that there should be increased partnership working between Public Health organisations, there should be more public health campaigns and initiatives in place which will put organisations at the front of delivering interventions for the public’s health. 



Contents 


Section                                                                                   	Page 

								                                                                           
Title									1                                                                                                                                                                                                                                                                       
Abstract								2                                                                              
Contents        								3                                                                      


Chapter 1 – Introduction and Background   			4                       
1.1 Introduction to Research Project              			4                         
1.2 Background of Topic 						4 - 5
1.3 Justification of Study						5 - 6
1.4 Aims and Objectives						6


Chapter 2 – Methods and Methodology				7 
2.1 Introduction to Chapter						7 
2.2 Systematic Reviews and Methodology				7 - 8
2.3 Methods Used							8			
2.4 Search Strategy							8 
2.5 Ethical Considerations						8 - 9
2.6 Creation of Themes 						9


Chapter 3 – Thematic Analysis of literature			9
3.1 Introduction to Chapter 						9
3.2 Theme 1								9   - 11
3.3 Theme 2								11 - 13
3.4 Theme 3								13 - 15
3.5 Conclusion							15 - 16


Chapter 4 – Results, Conclusion and Recommendations 	16	
4.1 Introduction to Chapter						16
4.2 Findings and Gaps in Literature					16
4.3 Methodological weaknesses identified				16 - 17
4.4 Overall Conclusion 						17
4.5 Recommendations 						17


References 								18 - 20  

Appendices 1								21 - 22
Appendices 2								23
Appendices 3								24
Appendices 4								25 - 28
Appendices 5								29 - 31
Appendices 6								32 - 33
Appendices 7								34 - 41


Chapter 1: Introduction & Background

Introduction to Research Project
This research project will investigate how Public Health authorities such as Public Health Wales (PHW) and Public Health England (PHE) respond to health inequalities in the United Kingdom (UK). It will also include work published by the National Institute of Clinical Excellence (NICE) and the National Health Service (NHS). Public Health is defined as the art and science of preventing disease, prolonging life and promoting life through the organised efforts of society. Additionally, Public Health is focused on the whole spectrum of an individual’s health and well-being including the mental, social and physical aspects (Acheson, 1988; WHO, 2018). It is important that health inequalities are at the centre of everything public health organisations do to promote and encourage the health and well-being of individuals and communities. 

Background of Topic
Over the past years’ inequality across the UK has become worse and it affects more people now than ever before (Alzubaidi, 2013). Factors such as financial inequality can lead to a decrease in an individual’s health and well-being along with the standard of living and the associated ‘social determinants of health’ which are governed by the allocation of money, power and recourses. They can become influenced by income, social class, disability and education (Stone, 2015). Consequently, health inequalities are determined by factors which can influence us as individuals and communities.

The term health inequality is used to describe differences in aspects of life such as life expectancy and the morbidity of individuals and communities, which are influenced by the social and economic conditions in which a person lives (Hay & Peet, 2014). Public Health initiatives have continuously needed to be improved over time to reduce and tackle the identified health inequalities which occur throughout life (PHE, 2017). For example, inequalities in health can develop through birth, childhood and later continue into adulthood (NICE, 2012). The government in the UK highlights that Public Health initiatives are in place to help people stay healthy and are essential to keep them from potential threats to their health and lifestyle. The government and public health bodies encourage everyone to make healthier choices regardless of their circumstances and to minimise the risk and impact of illness. NICE (2012) implies that reducing health inequalities is vital from birth, as it determines how an individual will age, live, and how their overall health is influenced. Health Inequalities are seen to have a huge impact on individuals who are worse off or are seen to be living in the most deprived areas of the UK. In addition to this when individuals have inadequate access to health care and services which can result in not being able to book a general practitioner (GP) appointment, individuals may experience poorer health and less opportunities to improve their health which can lead to these inequalities in health (NICE, 2012). Furthermore, local authorities are in place to tackle health inequalities to promote the well-being and health of the public by reducing the differences in mortality and morbidity rates between rich and poor, to increase an individual’s quality of life, and sense of well-being (NICE, 2012). 

Limiting inequalities in health has continuously been a concern for public health organisations and local authorities across the UK. Public Health England (PHE) states that, to reduce health inequalities the same opportunities must be given to everyone to lead a healthy life, no matter who they are or where they live (PHE, 2017a). To tackle these inequalities PHE puts forward that more attention must be given to individuals who are at most risk of developing poor health, which indicates that there must interventions in place to encourage change if there is going to be any impact on their overall well-being (PHE, 2017a)

Justification of study 
PHW (2013) implies that there has never been a greater need to improve the health and well-being of individuals and communities which can be achieved through generating a role for everyone, along with, a responsibility to act. With people living longer the population is facing complex challenges as the amount of people with chronic conditions and health inequalities is rising (PHW, 2013), which is increasing the strain on health and social care services. It is essential that there is increased focus on these issues due to the ageing population and the increase of chronic illnesses across the UK. To tackle these inequalities, more attention must be given to those that are at most risk or poor health if an impact is to be made on their health and well-being. Previously policy makers, researchers and public health professionals have continuously been placed to improve the general population’s health, with the role of reducing and eliminating any differences in health (Mariana, Arcaya, Alyssa, Arcaya and Subramanian, 2016) which are based on geography, race/ethnicity, socioeconomic status (SES) and other social factors. In support of this, The British Medical Association (BMA) state there are substantial health inequalities across the UK which are caused by both social and economic inequalities that can form an environment where individuals are born, grow, live, work and age. According to the Department of Health (DH) (2011) local authorities such as PHW and PHE have many controls for promoting the well-being of local communities and individuals. Public Health organisations nationally have been given greater responsibilities, power, resources and funding to shape the nation in a healthy direction (DH, 2011). McKimm & McLean (2011) state that on an individual scale individuals are urged and supported to become global citizens and health professionals are urged to become global practitioners, a way that individuals and local authorities can play a part by having a role to reduce health inequalities. McKimm & McLean (2011) highlight that health professionals now have the means, roles and responsibilities of increasing awareness of public health issues across the UK with having greater resources and policies in place to assist them in their professional position. Local governments have always aimed and prioritised the health of local areas and individuals as they are in place to continuously protect the public’s health, but this needs to be a continuing priority throughout every aspect of their roles and responsibilities (McKimm & McLean, 2011).  

Aim and Objectives
The aim of this research project is to examine the role of Public Health Organisations across the UK, with identifying the effectiveness of approaches which are currently in place. To achieve this, the research project will attempt to meet the following four objectives:


· Describe the aim and background of health inequalities across the UK


· Analyse the effectiveness of current health experiments which Public Health Organisations can implement in their delivery of services


· Outline how current campaigns and initiatives can be effective in reducing health inequalities 


· Give recommendations for improvement on the effectiveness of public health guidance in relation to the implementation of health and well-being initiatives to reduce health inequalities.  












Chapter 2: Methods and Methodology 

Introduction to chapter 
This chapter will involve descriptions, evaluations and justifications of the research process including analysis, data and key search strategies. It will look in depth at systematic reviews and how they identify the relevance of recent obtained research. 

Systematic Reviews and Methodology
The use of systematic reviews was chosen as they are useful to gather concise, relevant research which will link to the chosen title theme, as it aims to obtain an answer for a chosen question by examining research (Aveyard, 2014). The Cochrane Library defines a systematic review as a high-level overview of primary research on a question which aims to identify, select, and examine a piece of high quality research which is relevant to that question to obtain an answer (Campbell, 2014). Systematic reviews will also identify themselves in the abstracts, introductions and in the method sections with addressing all evidence which is quantitative or qualitative to achieve a strong answer to a fixed question (Mallett et al, 2012). To support this Aveyard (2014) puts forward that if a review is to be considered as systematic one there should be a methods section available while it aims to identify in detail and to gather all the available literature on a specific topic whilst describing a clear comprehensive methodology (Aveyard, 2014). One main feature of a systematic review is that reviewers follow a strict protocol to ensure the review process which is undertaken is systematic by using exact methods to identify, critically appraise relevant studies to answer a predefined question (Aveyard, 2014). The process of undertaking a systematic review is rigorous and time-consuming, it usually requires the attention and dedication of an experienced team of researchers over a specific period. A systematic review which is carried out by the Cochrane or Campbell Collaboration is normally considered to be the most detailed review which exists (Aveyard, 2014). Systematic reviews are heavily used by health sectors as they isolate and critically evaluate previous research which has been conducted (Shuttleworth, 2018), along with having benefits such as summarising the results of healthcare studies which are known as controlled trails, they also provide a high level of evidence on healthcare interventions which relates itself to the topic area. Judgements may be made about evidence within systematic reviews, providing recommendations for healthcare (Cochrane, 2017). Negatively, a systematic review cannot be affective when research is not carried out correctly. For example, limitations of systematic reviews occur when the review does not use specific, identified methods for searching and critiquing a piece of literature which includes the research not been appraised correctly (Hek et al, 2000). 
Research which has been gathered from the 5 relevant reviews will link into the theme section of this Information research project.

Methods Used
The methods chosen to explore the research are the Critical Appraisal Skills Programme (CASP) (2017), which is in place to support the trustworthiness and relevance of an article or systematic review by assessing the results of a published piece of work to determine if it is believable and useful (CASP, 2017). It can be used determine if a piece of research has been conducted correctly along with identifying the reliability and validity, and can be used by anyone who would like to use research evidence in their practice or profession (CASP, 2017). The use of an appraisal tool can help critique the literature and findings in a more concise and in depth way than it is without a tool (Katrack et al, 2004). It may be used to teach critical appraisal skills in many settings including public health, along with developing an evidence based approach in health and social care, by working with national and international groups (Yost, 2014). 

The CASP approaches the research in 3 ways, first, it determines if the study is valid by deciding if it was unbiased by evaluating its methodological quality. Secondly, it looks at the results and if the study has been found as valid, then the results can be drawn upon. At this point the results are assessed by clinical importance along with the possible uncertainty in the results. Once the evidence is finalised as being valid and important, the link to research needs to be addressed, and how it applies to the topic area (CASP, 2017). However, Critical Appraisal Skills provides a framework to consider these issues in an explicit and transparent way (CASP, 2017). Qualitative research may give researchers access to participant’s thoughts and feelings and can lead to a development of understanding of their experiences (Sutton, 2015). 

Search Strategy
Due to limited word count the search strategy section has been moved to the appendices section, under appendices 2.

Ethical Considerations 
Ethical boundaries are important in research as they must be considered when using, reading and analysing any piece of secondary research. According to B. Resnik (2015), ethnical norms promote the aims of the research, such as, knowledge and truth. This ensures the avoidance of fabrication, falsifying or even misrepresenting research data, by promoting the truth and limiting error (Resnik, 2015). Ethical consideration has been given throughout this research project as there was no primary research obtained, only research of secondary conducted work. Due to no primary research being conducted data which was used was ethically valid. 

Creation of Themes 
This aspect of the project was to identify themes which were found throughout the gathering of research. The next chapter will look at how each theme was identified and how each theme links together and more importantly how the themes link to the main question which aims to investigate how public health authorities respond to health inequalities. Evidence of the creation of themes can be found in appendices section, under appendices 7.


Chapter 3: Thematic analysis of literature 

Introduction to chapter
This chapter will explore the themes which have been identified throughout the conduction of research which are relevant to the investigation and how they can assist public health organisations in reducing health inequalities. It will also explore the effectiveness of the themes and how they relate to the responsibilities both Public Health and Local Authorities must adhere to overcome inequalities in health. The following themes will also highlight the importance of interventions in addressing inequalities and the associated links to policy lead interventions whilst incorporating the 5 main articles which highlighted the following themes. 

Theme 1 – Strengthening individuals and communities  
It is important that public health organisations make an impact at population level throughout the UK, making impacts throughout communities involves strong community engagement, leadership and community-service partnerships which can be implemented through the assistance of joint working between communities, individuals and public health organisations. Community-based services which have been identified by PHE (2017a) include community based interventions which strengthen networks, involve the local communities and maximise the access for those communities which suffer from poor health by increasing their access to services and activities to enhance their health. Engaging-system leadership involves leaders and managers in communities to work together to achieve better outcomes, whilst having a vision and strategy along with a shared vision and approach (PHE, 2017a). It is necessary to create strategies and place-based systems as it has been considered to influence the sustainability of health and care services both locally and nationally. 

In a study conducted by Dorling (2016) it was highlighted within the research which was conducted that there were person-based interventions which were used to enhance the health of disadvantaged individuals, which were based on characteristics and health behaviours of individuals. Together with strengthening individuals the study also focused on the improvement of health on disadvantaged communities by exploring the social inequalities that underpin health such as, cohesion, social capital, and isolation (Dorling, 2016). Darling (2016) also recommends that it is vital that communities are involved and are continuously working together to tackle community problems such as crime in local areas. Signifying that public health organisations should become increasingly involved by making themselves more present in communities by getting involved and letting individuals know that they are in place to sustain and promote health (Darling, 2016). Simultaneously, both these interventions support community engagement as individuals and communities can work together to improve the health of their society. 

Community engagement has been highlighted as a potential way to reduce inequalities in health, which has been found in another study. Eves et al (2013) conducted a systematic review which considers community engagement more in depth and how it can reduce inequalities in health across the UK. The study identified community engagement approaches which were seen to enhance the health of disadvantaged populations to reduce inequalities in health. Furthermore, user involvement was used throughout the study with an advisory group being questioned regarding the framework which was used in the study, along with the use of analytical strategies (Eves et al, 2013). In addition, local young people’s advocacy groups were asked of their opinions and perceptions on the barriers of community engagement for inequalities in health. Furthermore, community engagement approaches are in place to improve health and wellbeing and reduce inequalities, along with introducing initiatives to change behaviours that harm health (NICE, 2017). To achieve this the capabilities and strengths of communities must be enhanced to identify individual needs to work towards delivering health initiatives.  

Theoretical models
Eves et al (2013) implies within the study which was conducted three predominant concepts of engagement emerged, the three concepts were associated with purpose, theory and how interventions occur in practice. 
 


1. Firstly, ‘Patient/consumer involvement in development’ emerged which involves engagement within communities, or with members of communities in strategies for service development including collaboration within communities and involving them in all aspects of their own care. 

2. Secondly, ‘Peer delivered interventions’, involves services, such as, public health organisations and local authorities engaging with the communities, or with the members within the communities to deliver interventions. Change is believed to be enabled by the reliability, knowledge or compassion the community member can bring to the delivery of the intervention.

3. Finally, ‘Empowerment of the community’ implies that the empowerment model requires that the health need is identified by the community, it also requires the community to mobilise themselves into action by gaining resources to implement change within the community.  

Underlined in the results of this study it suggested that public health interventions which use community engagement for the less advantaged/deprived groups, are beneficial and effective in terms of health behaviours, social support, outcomes and health consequences (Eves et al, 2013). Overall, interventions for community engagement are effective and necessary in improving health behaviours, providing social support and participant self-efficiency of disadvantaged groups or communities, with public health organisations taking this approach they could be closer to eliminating inequalities in health. Additionally, one key idea emerged within the study suggesting that public health is more likely to need a ‘fit for all’ purpose, rather than a ‘one size fits all’ approach, implying that all individuals are different, and each person has different health needs (Eves et al (2013). 

There are various ways of intervening to reduce health inequalities such as intervening at different levels of risk, intervening over time and intervening over the life course (PHE, 2017b). For Public Health organisations to have a real impact at a national level, interventions are required to be systematically delivered to reach all areas of the nation along with being sustainable.

Theme 2 – Improving living and school/work conditions 
This theme has been identified to address and promote healthy environments in which we live, go to school and work, by improving these environments it will influence the society we live in and the environment around us giving communities and individuals the chance of an improved quality of life and a sustainable future. Introducing interventions for the improvement of living, conditions for schools and work environments have a significant impact on reducing health inequalities, interventions start from initiatives which are put forward by public health organisations to limit health inequalities (PHE, 2017a). 

The National Institute for Health Research (NIHR) is considered as the research and development part of the NHS, as is funded by the department of health. The Public Health Research (PHR) Programme for the NIHR highlights various interventions which are intended on improving the overall health of the public to reduce inequalities in health in the UK (Dorling, 2016). The aim of this research programme was to establish how projects funded by the PHR Programme addressed and tackled health inequalities between the years of 2009 – 2014 (Dorling, 2016). Interventions are considered by their level of action and their approach in tackling inequalities, according to the framework by Bambra et al (2015) who also highlighted that interventions are either targeted, implying, they are underpinned by health as a disadvantage, or in contrast, universal, which suggests living, working and school conditions which can potentially affect social gradient. 

The recent study by Dorling et al (2016) also suggested that there are opportunities to improve living, work and school environments which included interventions that can improve and change the environment we live in, along with access to environment, such as, the availability of housing and transport within society. Within the 57 primary research projects which were funded by the programme and were identified by the framework by Bambra et al (2015), a total of 15 projects resulted in improving the living, school/work conditions within communities. These projects were based on actions and approaches to tackle inequalities in health. Green (2014) focused on a recent mixed-method evaluation which was conducted with the aim of identifying the benefits of allowing all young people access to a free bus pass for travel and if it could make a difference. This evaluation is an example of a project/campaign which assesses the opportunity of having a free bus pass, and if it can improve the health and well-being of young people, particularly focusing on the affects it would have on individual lifestyles and communities and if it can beneficially impact and transform living conditions for young people (Green, 2014). Results from the study showed that the free bus pass scheme had encouraged more young people to use transport services, such as buses on short trips and encouraging more people to work, the project beneficially promoted social inclusion of individuals within the community. According to the review by Bambra et al (2013) transport policies are often a major influence on health inequalities and health outcomes. The study located five reviews which aimed to address issues in transport and each focused on a different type of intervention, such as, promoting a shift from driving to walking or cycling (Bambra et al, 2013). There is no doubt that education is an example of a social determinant of health and a factor which can affect a healthy lifestyle. Bambra et al (2013) highlights in her findings that traditionally good education has been a way out of poverty and disadvantage, as gaining qualifications improve an individual’s chances of getting a good job which increased their prospects and results in a good standard of living. 

Additionally, the last layer of the social determinant of health (1991) supports this theme as it includes the structural factors to health, such as, working conditions, school environments, housing, access to health and social care services and provision of facilities which are essential to health (Dahlgren & Whitehead,1991). Given the historical focus on the relationship between housing and health, in the previous framework which was carried out by Bambra et al (2015) there has been a shift in focus on working environments which are likely to influence public health and well-being. It was highlighted in seven systematic reviews which focused on four types of interventions, these interventions included, improving working conditions, control of hours of work, sharing responsibilities in work hours and team work (Bambra et al, 2015).   

Theme 3 – Promoting healthy policy/behaviours 
Healthy behaviours are essential in reducing inequalities, promoting healthy behaviours implies that there should be an aim to improve the macro-economic, cultural and environmental context which influences the standard of living. Introducing interventions which place restrictions on advertising, such as, taxing foods and drinks with a high level of sugar or fat content. When speaking of behaviour, in the first layer of the social model of health (1991) Dahlgren and Whitehead underline ways in which living can promote or damage health of individuals. 

For example, an individual’s choice to excessively drink or smoke can be developed over time, known as a learnt behaviour. Healthy behaviours and lifestyles are focused throughout childhood and adulthood through interventions (Bambra, 2010). Borrell (2013) highlights there is a challenge of reducing health inequalities and it is done through policies, interventions in sectors of society as there are complex causes which affect health. The ability to intervene at different levels of risks is important as many individuals experience different levels of poor health throughout their lives such as, high blood pressure, high cholesterol, behavioural risks like smoking and lack of exercise (PHE, 2017b). Public Health organisations should aim to get involved with schools and promote the levels of physical activity which children do by implementing the significance on health outcomes. The ‘healthy school’ scheme in Wales is one which maintains and promotes the health of all children, who ‘learn, work, play and live’, the scheme not only teaches children to lead active lifestyles and encourages them to develop healthy behaviours but it also encourages staff and pupils to take more control in relation to the aspects of the school environment which may influence health (PHW, 2018). In response to this perhaps PHE can take this approach in reducing environmental factors and promote policies for healthy behaviours for children. Over 575 organisations are involved with the scheme and any organisation which works within a school provision can take an interest including all full day care nurseries, childcare groups, playgroups and flying start child care settings (PHW, 2018). Introducing these interventions early on can help children grow up and develop healthy behaviours throughout their early years. A study conducted by Williams (2017) supports research which addresses behavioural influences and the affect behaviour can have on health, and the ability to lead a healthy life.

Darling et al (2016) led an investigation to identify possible intervention approaches to tackle inequalities on behalf of the NIHR. A public health intervention framework was used to assess the usefulness of Public Health Research projects, and if they had any significant effect on reducing inequalities. The framework conducted by Bambra et al (2015), was based on two different models, firstly, Whitehead (2007) and secondly, Graham and Kelly (2004) both models enabled interventions to be considered by components, one component included the promotion of healthy behaviours. The study made clear results of enhancing healthy behaviours, such as, restrictions on advertising, and the increase of tax on sugar and fat products. Increasing the taxation on drinks and foods which are high in sugar levels can improve the macro-economic, cultural and environmental context that may affect the standard of living (Dorling et al, 2016). 

Furthermore, as part of the UK NHS Wales supports a wide range of health initiatives and programmes both nationally and locally, which includes making resources available that promote self-care and healthy lifestyles for children and young people. The campaign ‘the room’ which was influenced by NHS Wales has been a national focus for improving health in Wales and raising awareness in managing the health of individuals and communities. It also provides information and training on managing chronic conditions and secondary care, such as, waiting times for treatment and appointments. Whereas, health inequalities are differences between people or groups, which are dependent on social, geographical, biological and other factors (NICE, 2012). These groups are likely to be children, adults and older people. 

Additionally, Vigues et al (2014) carried out a study to distinguish the social and health policies or interventions to tackle inequalities, as health inequalities can be tackled with the appropriate health and social policies, involving all governments and groups, from local to global. The interventions targeted mostly children and adults, with 32 studies, around 42.6% with half of the interventions using a universal approach, and the remaining ones using a selective approach (Vigues et al, 2014). Positively out of the 46 (79.3%) interventions which were evaluated, 29 (53.7%) of them were found with positive results, with the remaining 8 (14.8%) as not effective. 7 (13.0%) showing both positive and negative with leaving 2 (3.7%) of interventions with no mention of results. Half of the interventions which promoted healthy behaviours equalled around 24 (44.5%) documents (Vigues et al, 2014). Healthy behaviours which were highlighted included, oral health programmes, increasing physical activity in schools, and during free time and aiming to decrease cardio-vascular diseases. Interventions for children and adults are focused mainly on lifestyle, and promoting health behaviours (Vigues et al, 2014). Bambra (2010) reported that policies are likely to focus on healthy behaviour interventions than tackling distal causes like poor living conditions so there is a need to tackle all concepts of inequality which can occur.  

Additionally, Dahlgren and Whitehead’s (1991) social model of health supports healthy behaviours as the model describes the layers of influence on health, whilst describing a social ecological theory to health by linking the relationship between the individual, environment and disease. Individuals are placed in the centre and around those are the influences on health which can change through environments. The model of health also influenced the social aspects of health and communities which provides support for members in difficult conditions. Whitehead (2007) points out that there are four levels of interventions which can help tackle inequalities through strengthening individuals, strengthening communities, improving living and school/work environments and promoting healthy policies which are also known as healthy behaviours. Graham and Kelly (2004) clarify that these interventions are reinforced by one of three methods to health inequality, for example, improving the situation of the most disadvantaged individuals and groups, reducing gaps between the most disadvantaged and least and reducing the entire social gradient. 

Conclusion 
These themes have identified how public health organisations can aim to reduce and tackle health inequalities across the UK according to recent studies which have been conducted, along with campaigns which are in place. In summary, community engagement and health interventions overlie with each other both conceptually and operationally, with various dimensions of community engagement approaches being used as health interventions. Community engagement interventions are effective in promoting health behaviours, health consequences and providing social support for the disadvantaged groups in society. By improving the living, and school/working environments children, young people and adults can enjoy a healthier environment which contributes to healthy behaviours, such as, limitations on sugary drinks and foods which are high in fat and reduced use of alcohol and tobacco.  


Chapter 4: Results, Conclusion and Recommendations

Introduction to Chapter 
This chapter will aim to discuss key aspects of the overall project. Firstly, it will consider the findings and gaps in the literature which was used, methodologic weakness which were identified within the results of chosen studies and will finish with and overall conclusion and will encourage recommendations for the future. 

Findings and gaps in literature 
Whilst investigating how effective public health authorities are in aiming to reduce health inequalities in the UK, it was necessary to research a variety of literature, which was reviewed and narrowed down based on the relevance of work. In accordance with the assignment guidelines the project was limited to a 5,000-word count which was a limitation when researching as there was a range of information which was accessible but not enough words to use. Within the project only studies in the English Language being considered and explored further. Throughout the research which has been conducted, it is important that findings and gaps in literature are identified. In the results of the studies which were identified there was three overarching conceptualisations of engagement to reduce inequalities in health which involved communities and their members, along with, strategies for service development. Findings also found that there were positive trends in the evidence of the studies which could be useful for future intervention and design. 

Methodological weaknesses identified
It is important that both methodological strengths and weaknesses are identified to improve research for future development in all studies which were identified and used in this research project. The limitations and weaknesses which were identified mainly involved the lack of systematic reviews which were available, and the number of projects to be classified. In contrast, it was identified there was weak but inconsistent evidence that community interventions of engagement can be cost-effective and that implementation factors may affect the successes of interventions. One weakness which was identified was that even through these interventions and initiatives have been previously explored and identified within studies it does necessarily mean they are still effective and functional. 

Overall conclusion
This research project has aimed to investigate the effectiveness of Public Health Authorities and how they respond to health inequalities across the UK. It has explored the aim and background of health inequalities, analysed current health campaigns and identified experiments which Public Health authorities can implement in their approaches to reducing inequalities, along with, identifying the effectiveness of campaigns and initiatives in reducing inequalities nationally and giving recommendations for Public Health guidance and well-being initiatives throughout. 

Recommendations 
It is crucial that the population’s health is a priority for public health organisations across the UK. Whilst investigating the role of health authorities, this research project has identified some recommendations for continuing practice, they are important to promote improved practice and research. These recommendations include: 

· Promoting continuous joint working between local authorities such as, PHW and PHE and health professionals, such as doctors, nurses, health care assistants and community workers. Implying the importance of services working together more by encouraging and involving communities and individuals in their own health.

· Governments are to ensure PHE and PHW are delivering continuous health campaigns and interventions which involve the public, by putting more services in place which increases their access to health. This could mean becoming more actively involved with the delivery of services by getting involved within communities. Public Health organisations should examine their practice in relation to the three themes which were identified.

· There needs to be increased involvement from PHW and PHE authorities within the community by engaging in initiatives to deliver interventions. This can be achieved through advertisement throughout communities and local areas to promote themselves so individuals and communities know who they are and what they are in place to do. They need to act as a force in the community if they want to be noticed.
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Appendices 1: Planning. Gantt Chart – Research Proposal & Project 
(October 2017 – March 2018)

A Gantt Chart is one of the most useful ways to devise and show tasks and when they were completed against a time scale or deadline (Gantt, 2017). Gantt charts are mostly used for tracking project schedules to show extra information and when each task was completed, (Gantt, 2017). They were originally constructed by hand, as each time a project changed it was important to amend or redraw the chart. In history, an American engineer Henry Gantt devised his own version of the chart, 15 years after this, it became known and popular in the western countries. It was then, that his name became associated with charts of this type (Gantt, 2017). Below is a chart which indicates preparation, research and finalisation of the research proposal and the main project. 
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Appendices 2: Search Strategy 

A wide range of research/literature was found using electronic databases, results which linked to the question were found by exploring various databases including, Google Scholar, BMA, CINAHL, Sage and BMJ where both journal reviews and systematic reviews were found and then placed into the research sheet to determine the reliability and validity of work. The reliability of work is linked with the question and whether the results of the study can be repeated, with the validity being explored in the conclusions of published pieces of research (Bryman, 2016). Computerised databases involve a range of subject indexes of journal articles and other literature which is related to the specific research question. Searches in electronic databases used key words such as, ‘Public Health’, ‘research’, ‘health’, ‘inequalities’, ‘reduce’, ‘improve’, and ‘United Kingdom’. The effectiveness of relevant systematic reviews was important in this research project to link to the overall aim.
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Word Count – 5,497
Appendices 3: Search Sheet


	
My research question / aim / objective:

	 Question: An investigation into how Public Health Organisations respond to Health Inequalities 

 Aim: To examine the role of Public Health in the United Kingdom (UK), and to determine if enough is being done to reduce health inequalities. 

	
Places to search for information:

	
British Medical Association (BMA), (BMJ), Google Scholar, CINHAL, Sage Journals, Government Websites: Public Health Wales (PHW) Public Health England (PHE) National Institute of health and care excellence (NICE).

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Comments 

	30th October 2017
	Sage Journals 
	Health, Inequalities 
	2000
	Online article which defines health inequalities, the history and current. policy 

	20th October 2017
	ncbi.gov
	Health inequalities, concepts and theories 
	1
	Distinguishes between health inequalities and health equities. 

	20th October 2017
	Sage Journals 
	public health organisations 
	71350
	Considering the wider public health workforce.

	20th October 2017
	(NICE)
	Health inequalities, population, environment 
	476
	Health inequalities and population health. Encouraging community engagement.

	20th October 2017
	Sage Journals
	Health, inequalities, public, workforce 
	15101
	Health inequalities: mobilising the ‘wider public health workforce’.

	20th October 2017
	BMJ
	Social Inequality 
	10
	Social inequality and infant health in the UK: systematic review and meta-analyses.

	24th October 2017
	BMJ
	Inequalities 
	10
	Findings on various inequalities in health, from child obesity to cardio vascular disease.




Appendices 4: 10 questions to help you make sense of qualitative research

Screening Questions 
How to use this appraisal tool 
Three broad issues need to be considered when appraising the report of a qualitative research: 
  Are the results of the review valid? 
  What are the results? 
  Will the results help locally?      (CASP 2013)

Q1. Was there a clear statement of the aims of the research? 
HINT: Consider 
  What was the goal of the research? 
  Why it was thought important? 
  Its relevance 
Yes        Can’t tell        No 

Q2. Is a qualitative methodology appropriate? 
HINT: Consider 
  If the research seeks to interpret or illuminate the 
actions and/or subjective experiences of research participants 
  Is qualitative research the right methodology for addressing the research goal? 
Yes         Can’t tell        No 

Is it worth continuing? 
Detailed questions Q3 - Q10

Q3. Was the research design appropriate to address the aims of the research? 
HINT: Consider

 If the researcher has justified the research design, e.g. have they discussed how they decided which method to use)? 
Yes         Can’t tell        No 

Q4. Was the recruitment strategy appropriate to the aims of the research? 
HINT: Consider 
  If the researcher has explained how the participants were selected 
  If they explained why the participants they selected were the most appropriate to provide access to the type of knowledge sought by the study 
  If there are any discussions around recruitment (e.g. why some people chose not to take part) 
Yes         Can’t tell         No 

Q5. Was the data collected in a way that addressed the research issue? 
HINT: Consider 
  If the setting for data collection was justified 
  If it is clear how data were collected (e.g. focus group, semi-structured interview etc.) 
  If the researcher has justified the methods chosen 
  If the researcher has made the methods explicit, e.g. for interview method, is there an indication of how interviews were conducted, or did they use a topic guide)? 
  If methods were modified during the study. If so, has the researcher explained how and why? 
  If the form of data is clear (e.g. tape recordings, video material, notes etc) 
  If the researcher has discussed saturation of data  
Yes         Can’t tell         No 


Q6. Has the relationship between researcher and participants been adequately considered? HINT: Consider 
  If the researcher critically examined their own role, potential bias and influence during

(a) Formulation of the research questions
(b) Data collection, including sample recruitment and choice of location 
  How the researcher responded to events during the study and whether they considered the implications of any changes in the research design 
Yes       Can’t tell       No 

Q7. Have ethical issues been taken into consideration? 
HINT: Consider 
  If there are sufficient details of how the research was explained to participants for the reader to assess whether ethical standards were maintained 
  If the researcher has discussed issues raised by the study (e.g), issues around informed consent or confidentiality or how they have handled the effects of the study on the participants during and after the study) 
  If approval has been sought from the ethics committee 
Yes         Can’t tell       No

Q8. Was the data analysis sufficiently rigorous? 
HINT: Consider 
  If there is an in-depth description of the analysis process 
  If thematic analysis is used. If so, is it clear how the categories/themes were derived from the data? 
  Whether the researcher explains how the data presented were selected from the original sample to demonstrate the analysis process 
  If sufficient data are presented to support the findings 
  To what extent contradictory data are considered 
  Whether the researcher critically examined their own role, potential bias and influence during analysis and selection of data for presentation 
Yes      Can’t tell     No 

Q9. Is there a clear statement of findings? 
HINT: Consider 
  If the findings are explicit 
  If there is adequate discussion of the evidence both for and against the researcher’s arguments 
  If the researcher has discussed the credibility of the findings (e.g. triangulation, respondent validation, more than one analyst) 
  If the findings are discussed in relation to the original research question 
Yes       Can’t tell       No 

10. How valuable is the research? 
HINT: Consider 
  If the researcher discusses the contribution the study makes to existing knowledge or understanding e.g.
do they consider the findings in relation to current practice or policy? or relevant research-based literature? 
  If they identify new areas where research is necessary 
  If the researchers have discussed whether or how the findings can be transferred to other populations or considered other ways the research may be used 
Yes       Can’t tell       No 










Appendices 5: 10 questions to make sense of a review (systematic)

Screening Questions
How to use this appraisal tool 
Three broad issues need to be considered when appraising the report of a systematic review: 
· Are the results of the review valid? 

· What are the results? 

· Will the results help locally?      (CASP, 2013)
(Section A)  (Section B)  (Section C) 

Section (A) Are the results of the review valid?

Q1. Did the review address a clearly focused question? 
HINT: An issue can be ‘focused’ In terms of  
· The population studied

· The intervention given

· The outcome considered 
Yes    Can’t tell    No

Q2. Did the authors look for the right type of papers? 
HINT: ‘The best sort of studies’ would 
· Address the reviews question 

· Have an appropriate study design (usually RCTs for 
papers evaluating interventions) 	
Yes    Can’t tell    No 

Is it worth continuing? 
Detailed Questions 

Q3. Do you think all the important, relevant studies were included? 
HINT: Look for 
· Which bibliographic databases were used? 

· Follow up from reference lists 

· Personal contact with experts 

· Search for unpublished as well as published studies 

· Search for non-English language studies 
Yes   Can’t tell   No 

Q4. Did the review’s authors do enough to assess the quality of the included studies? 

HINT: The authors need to consider the rigour of the studies they have identified. Lack of rigour may affect the studies’ results. (“All that glisters are not gold” Merchant of Venice – Act II Scene 7) 
Yes   Can’t tell   No 

Q5. If the results of the review have been combined, was it reasonable to do so? 
HINT: Consider whether 
· The results were similar from study to study 

· The results of all the included studies are clearly displayed 

· The results of the different studies are similar 

· The reasons for any variations in results are discussed 
Yes   Can’t tell   No 

Section (B) What are the results?



Q6. What are the overall results of the review?
HINT: Consider
· If you are clear about the review’s ‘bottom line’ results

· What these are (numerically if appropriate)

· How were the results expressed (NNT, odds ratio etc) 

Q7.  How precise are the results? 
HINT: Look at the confidence intervals, if given 
Section (C). Will the results help locally?

Q8. Can the results be applied to the local population? 
HINT: Consider whether 
· The patients covered by the review could be

sufficiently different to your population to cause concern 

· Your local setting is likely to differ much from that of the review 
Yes   Can’t tell   No 

Q9. Were all important outcomes considered? 
HINT: Consider whether 
• Is there other information you would like to have seen 
Yes   Can’t tell   No 

Q10. Are the benefits worth the harms and costs? 
HINT: Consider 
• Even if this is not addressed by the review, what do you think? 
Yes   Can’t tell   No

Answer Key:      Yes          Can’t tell         No
Appendices 6: CASP Checklist 

	
    
     Journal Article

	

  Q1
	

Q2
	

   Q3
	

   Q4
	

    Q5
	

    Q6
	

    Q7
	

    Q8
	

    Q9
	

   Q10

	1. Steer, M & Mechin, A (2018) - A qualitative exploration of stakeholder perceptions of the implementation of place-based working and its potential to reduce health inequality.                
	



  
	



  
	



   
	



   
	



    
	



     
	



     
	



     
	



    
	



    

	2. Eves, A (2013) - Community engagement to reduce inequalities in health: a systematic review, meta-analysis and economic analysis. 
	


 
	


 
	


   
	


   
	


    
	


   
	


    
	


   
	


   
	


   

	3. Darling, H (2016) - The NIHR public health research programme: intervention approaches to tackle health inequalities. 


	


  
	


  
	


   
	


   
	


    
	


    
	


    
	


    
	


   
	


   

	4. Bambra, C (2018) - Tackling the wider social determinants of health and health inequalities: evidence from systematic reviews. 
	


   
	


  
	


   
	


   
	


    
	


   
	


   
	


    
	


   
	


   

	5. Vigues, M (2014) - Social and health policies or interventions to tackle inequalities in European cities: a scoping review.
	

  
	

  
	

    
	

   
	

    
	

    
	

    
	

    
	

    
	

    

	6. The NHS Role in Tackling Health Inequalities. 
	
  
	
  
	
    
	
   
	
    
	
    
	
    
	
    
	
    
	
    

	7. Health Inequalities: working together to reduce health inequalities; assessment of the fulfilment of the Secretary of State’s and NHS England’s health inequalities duties in 2014-15.
	



  
	



  
	



    
	



   
	



    
	



    
	



    
	



     
	



    
	



    

	8. Identifying adverse effects of area-based health policy: An ethnographic study of a deprived neighbourhood in England.
	


  
	


  
	


    
	


   
	


    
	


    
	


    
	


     
	


    
	


    

	9. The role of the NHS in reducing health inequalities: moving beyond fair access to care.
	

 
	

  
	

    
	

  
	

    
	

    
	

    
	

     
	

    
	

    




Answer Key:      Yes          Can’t tell         No
Appendices 7: Evidence of Themes

This first part of the appendices section considers the evidence of the first theme of strengthening individuals and communities, known as ‘community engagement’. The theme was identified from the systematic review below. Highlighted within the systematic review was community engagement, and the effect it had on reducing and eliminating disadvantages in communities. 
[image: ../../Pictures/Photos%20Library.photoslibrary/Masters/2018/03/21/20180321-154151/IMG_4134.JPG][image: ][image: ][image: ]
This study involved the use of the framework which was conducted by Bambra et al (2013), with Whitehead (2007) stating that there are four types of interventions. These frameworks/studies concluded as part of the key themes identified.
[image: ]
[image: ][image: ]
[image: ]

[image: ][image: ]Underlined under box 1 is the framework which was considered by Dorling (2016) involving the four levels of interventions (which are highlighted in green).





	











[image: ]This review considered the involvement of local authorities and place-based working (PBW) as it is their statutory responsibly. It looks in to how this approach can reduce inequalities if local authorities work together. 
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Bambra et al (2013) provides evidence from systematic reviews in relation to tackling the social determinants of health. It highlighted key emerging themes, such as, housing, work and living environments, education and transport. 
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The following pictures indicate Dahlgren and Whitehead’s social model of health (1991) and how they affect individuals and communities, focusing on lifestyle factors, along with, social and community networks.
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These pictures of evidence below support the importance of transport and education in relation to the reduction in inequalities in health (Bambra et, 2013). 

[image: ][image: ]	






	
















This review highlights how approaches can be useful by addressing health inequalities and how using intervening approaches can significantly improve health outcomes. 
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Background
Historically, ol d jes to promote health with little or o input from the targeted:
populations. However, community engagement has more recently become central to de, SN

national strategy for promoting public health. Defined here as involving comm gifies.in ST
and in the planning, design, governance and delivery of services, comnunmngagemgm activities ¢
take many forms, including service user networks, health-care forums, volunteering or interventions

delivered by trained peers.

Given the increasing policy support for community engagement, it is critical to consider whether such
strategies are effective and under what circumstances. However, the evidence base supporting the.
effectiveness and cost-effectiveness of community engagement strategies is fragmented and of uncertain
quality. Further, it is thought that, by improving social capital and reducing isolation, some social
inequalities that underpin health inequalities could be reduced, and health improved. This review aims to
explore whether community engagement is a useful strategy for improving — directly or indirectly — the

health of disadvantaged groups:

Objectives

healtt i to describe tt ns and circumstances in which

This study aimed to identify community engagement app
popy duce i ies in
the, ork and the costs associated with their implementation. It asked the following research

RQ1: What is the range of models and approaches underpinning community engagement?

- What are the mechanisms and contexts through which communities are engaged?

RQ3: Which approaches to community engagement are associated with improved health outcomes among
disadvantaged groups? How do these approaches lead to improved outcomes?

RQ4: Which approaches to community engagement are associated with reductions in inequalities in
health? How do these approaches lead to reductions in health inequalities?

RQS5: Which types of intervention work best when communities are engaged?

RQ6: Is community engagement associated with better outcomes for some groups than others?
(in particular, does it work better or less well for children and young people?)

RQ7: How do targeted and universal interventions compare in terms of community engagement and their
impact on inequalities?

RQ8: What are the resource implications of effective approaches to community engagement?

RQ9: Are better outcome; simply the result of ‘increased resources, or are some approaches to community
engagement potentially more cost-effective than others?

RQ1 and RQ2 were addressed through a theoretical synthesis of models i
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[Results J

A total of 57 PHR projects were categotized using the frame-
work. Table 1 shows the number of projects in each category,
with examples of the types of interventions included.

show some of the characteristics

These examples
recorded from each level of action and approach.

%j individuals. The interventions were usu-

ally based on individual charactetistics and health behaviours.
One example of a successful person based intervention
funded by the PHR Programme is an intervention to reduce
alcohol-related harm in disadvantaged men, delivered by
mobile phone. The study showed that disadvantaged men
can be recruited and retained in an alcohol intervention trial.
The text messages sent were well received and elicited the
types of response intended. A full trial of the intervention is
now being carried out, which will further be able to assess
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the impact of im:qualitics.12
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tors’.> They often have complex causes and relationships are
ol faceted. Reducing health inequalities is a1 important
public health goal. The Marmot review explains that ‘m?quﬂ]'
it in health arise because of inequalities in society — in the
conditions in which people are bor, grow, live, work _“f‘d
age’.* The review justifies that reducing health inequalitics
will require action on SIX policy objectives, from a range
of sectors. For that reason it is important to research the
effect of public health interventions on health inequalities,
which may be reduced or possibly widened, even if inter-
ventions are shown to be effective in improving overall
population health. For example, Chesterman ¢ al. showed
that NHS smoking cessation services have been effective
in helping smokers from disadvantaged groups and have
potential to make a uscful contribution to addressing inequal-
itics in health.” However, mass media campaigns for smoking
cessation and folic acid supplementation during pregnancy,
have been shown to be less effective in disadvantaged com-
munities” Bambra ¢ al. highlight that evidence is lacking
in the sort of interventions that might be required to tackle
incqualities. They discuss how interventions intending to
reduce health inequalities have been researched, which largely
concentrate on modifying in a th beh sitath

& n the i .® Research on
health behaviours is valuable, but the public health landscape
may benefit from more research on the determinants of
health considering the estimated impact that they have on the
population’s health.

To build evidence to enable public health decision makers,
such as those working in local authorities, to make informed
choices, it is useful to review how PHR programme projects
are currently addressing health inequalitics, highlighting what
interventions are being used, and identifying gaps in the
portfolio of funded research. A framework which lays out
delivery systems as shown in the Marmot review! illustrates
how interventions based on the best available evidence
@derpﬁ strategies that provides action on health inequal-
ities at different levels across the lifecourse. The aim of this
paper i to review what types of interventions from funded
PHR programme research projects are being evaluated, and
how they may impact health inequalities.
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[Results ] .

A total of 57 PHR projects were categorized using the frame-
work. Table 1 shows the number of projects in each category,
with examples of the types of interventions included.
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funded by the PHR Programme is an intervention to reduce
alcohol-related harm in disadvantaged men, delivered by
mobile phone. The study showed that disadvantaged men
can be recruited and retained in an alcohol interventon trial.
The text messages sent were well received and elicited the
types of response intended. A full trial of the intervention is
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nity problem, such as reducing crime. larly focused on the cffects on young people, but also the con-

An example of a PHR research project in communities is sequential w The study
a project that looked at approaches to community engage- highlighted that transport systems have the potental to be

ment in the New Deal for Communities regeneration initia- w and can contrib-
tive.'* The results revealed that the greater the levels of ute to the generating or reducing health inequalitics. The
control that residents have over decisions affecting their results showed that the free bus travel scheme appears to have
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Box 1

The Bambra et al. framework shows that interventions are characterized by their level of action and their approach to tackling
mequah’ues 4

Firs ed there are four 'levels’ of interventions to tackle inequalities:

the health of disadvantaged individuals). In the framework

A : : A
¢ amework community w were defmed as group-based health promotion, education,

advice, counselhng or subsidy only interventions, or mterventtons conducted in a community setting (e.g. a school, community

taxatlon adverﬁsv_g restriction

Mi,/
Secitishy. Graham and Kelly'® explained that thesmbv one of three different approaches to

ving the absolute posmon of the most dlsadvantaged individuals and groups.
ive gap between the best and worst off graupsx ;
‘entire social gradtent
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Introduction

Health and life expectancy ar AT
tancy are notsoley consequences of medicy ;
Wider social and environmental issues.1,2 Social issues aﬁemwaukenm of illne m

e

likely i s X "L—_ i ya:; g0 1,3,4 These
broader social fai 2 : L iilprs
ok a5 g " may negatively in
poverty, poor housing an tered in defined

1,4 People experiencing the worst health outcomes are often clus

Igii::raphic areas2 and disadvantage in early life is associated with poorer outcome:

s throughout

Health inequality is an entrenched and ‘wicked issue’6,7 because improving population health
outcomes and finding solutions are difficalt and contested.1 [Health inequality places a burden on
individuals and their families as well as on public expenditure] UK government concern over public
expenditure is heightened during times of austerity. Individuals are increasingly presented as being
accountable for their own health outcomes8 and there is a focus on the financial purden of ill-health
and finite National Health Service (NHS) budgets. This has coincided with a decline in the numbers of
deaths in the UK due to infectious, communicable diseases and an increase in morbidity and
mortality in diseases associated with ‘lifestyle’.1 Indeed, over half of the global burden of disease
consists of non-communicable diseases.9

Reducing health inequality involves a consideratior\wﬁkﬂm
Mﬂd uptake.10,11 It requires a coordinated policy response -
ernment departments and their delivery partners.12 Local authorities (LAs) have statutory
‘responsibility for public health which includes reducing health inequality as well as for a wide range
of other functions such as housing, education and transport that affect outcomes. The recognition
that many of the social determinants of health were the responsibility of LAs was one reason that
public health functions were returned to LAs from the NHS in the UK in April 2013.13 Public Health'
wa"deas created and sought integrated working between health and social care to address
“inequalities, priori?ize hea?th improvement activities and to clarify accountability for public health
e A e .
. L ; e promised priority and austerity measures
entailed many LAs cutting some of the wider public health functions that w i
ere not ring fenced.15

Austerity measures following the economi i

¢ ic crash in 2008 m jonali

ot eant that rationalizing public service:

Beforme 4 retmum s fo:/:;rlv(rlns?nt p(ljrsued neoliberal objectives of reducing the pulb‘c‘cS ect‘ i

il N functions to LAs during the Coalition govern lic sector.17
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g overnment (. ~2010) ide| ed t T ervice
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ABSTRACT
There is increasing pressure to tackle the

wider social determinants of health through the
implementation of appropriate interventions. However,
turning these demands for better evidence about
interventions around the social determinants of health
into action requires identifying what we already know
and highlighting areas for further development.

Systematic review methodology was used to
identify systematic reviews (from 2000 to 2007,
developed countries only) that described the health
effects of any intervention based on the wider social
determinants of health: water and sanitation, agriculture
and food, access to health and social care services,
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Generally, the effects of interventions on health
inequalities were unclear. However, there is suggestive
systematic review evidence that certain categories of
intervention may impact positively on inequalities or on
the health of specific disadvantaged groups, particularly
interventions in the fields of housing and the wark
environment.

Intervention studies that address
inequalities in health are a priority area for future public
health research.

Accepted 3 June 2009

It is well established that health follows a social
gradient: better health with increasing socioeco-
nomic pc:sition.1 The importance of the social (as
opposed to biological or genetic) causes of this
gradient—for example, housing quality, access to
healthcare or quality of work, has also been estab-
lished? ® In turn, this has lead to increasing pres-
sure in research, practice and policy-making
environments to tackle these wider social determi-
nants of health, through the implementation of
appropriate interventions, and thereby reducing the,
gradient and health inequalities.>™
However, there are two concurrent problem:
First, the social determinants evidence base /is
dominated by descriptive, epidemiological studies
that, by highlighting associations, are ol
implicitly able to suggest possible interventions.
For example, studies consistently show associa-
tions between higher job control and better mental
health; by implication, therefore, interventions
that increase job control should result in health
improvements.” What is lacking though is further

© UNLOCKED

mﬂﬂmﬁm evidence about what sort of interventions might
Te mp“" f/s be required or whether they will actually be

jech.bmj.comy/site/about/ effective in improving health or reducing the social

unlocked.xttml gradient.

284

Second, where i 1Wy
W !ave Eeen !evelope and evalu-
ated, they tend to focus on medifying: lifestyle
W This may reflect the fact
that lifestyle issues are often easier to identify and
treat, or it may be indicative of differences in the
respective evidence bases; with evidence on tackling
the wider social determinants being less apparent
and less accessible to policy makers and practi-
tioners. Therefore, what is needed is evidence about
what can actually be done to tackle the social
determinants of health and health inequal-
I[ieS—SpeClﬁC&l?{ which interventions are effgctlve
and for whom.® This requires evaluative studies of
interventions that address the social determinants
of health.? 7 The WHO Measurement and Evidence
Knowledge Network—for example, noted that it is
vital to continue to develop evidence bases about
tackling the social determinants of health and
health inequahties.a

However, turning this need for better evidence
about interventions around the social determinants
of health into action requires the identification of
what we already know in terms of the effects of
interventions and also identifying areas where new
studies are needed. This information could then be
used to identify priorities for new research. It was
in this context that the English Department of
Health, Policy Research Programme, via the Public
Health Research Consortium, commissioned this
umbrella review. Umbrella reviews are an increas-
ingly common way of identifying, appraising and
synthesising systematic review evidence.” 2 In
addition, umbrella reviews are able to present the
overarching findings of such systematic reviews.'®
This article therefore synthesises recent systematic
reviews on the effects on health and health
inequalities of interventions aimed at influencing
the social determinants of health.

METHODS
‘Systematic review nethodology was used tolocatey
evaluateipublished a

and systematic
reviews of-

Initially, the Centre for Reviews and Dissemination
Wider Public Health database (a web-based data-
base of systematic reviews of public health and
related interventions) was manually searched. This
consists of evidence from systematic reviews rele-
vant to public health policy and practice and covers
the period from 2000 to 2002. To supplement this,
the Cochrane Database of Systematic Reviews and

around the
umbrella” review).

J Epidemiol Community Health 2010;64:284—231. doi-10.1136/jech.2008.082743





image15.jpeg
B TS
atabase
 any of
ference
s were
merican
ledicine,
nce and

ategy is

rainbow
 frame-
ts upon
| on the
iral and«
ing and
vices in
ure and
oyment
nviron-
reviews
t layers
ial and

general
Europe,
red our
m was
health
/ inter-
ng (by
overall

health

i entions, participarss = -
1rklutetnt/he searchpstrategy included at last onée named database, in
tha

-unction with either reference checking, hafnoll;isearchmgy
conjun , : e
cita]tion searching or contact with authors in the fie

Data extraction
Two reviewers
abstracts identified from th :
(n=1694). Full paper manuscrip!
were considered relevant by el
(n=84) and independently assess
ancies were resolved by consensus and, :
reviewer (MP) was consulted. Only studies meetin
inclusion criteria were data extracted (n=30).

(CB/MG) independently screened all titles and
e literature search for relevance

ts of any titles/abstracts that
ther reviewer were obtained
ed for inclusion. Any discrep-
if necessary, a third
g all the

RESULTS

Thirty systematic reviews of interventions were identified.
These are synthesised by domain type in tables 1—4 and in the
text below.

Housing and living environment
There is a “housing evidence base” that goes back many decades,
including early evaluation studies from the 1930s and a number
of controlled trials, and more recently several randomised
controlled trials.'® Given this historical fo i

between housing and health it is probably not surprising

9) e re onshio

hat

the systematic review housing evidence base is better developed
than for other domains. We identified nine systematic reviews
focussing on housing and health (table 1)"7** two were of
“social” changes (rental assistance programmes),'” ' five were of
“environmental” changes to housing (eg, changes in lighting, or
physical infrastructure, to reduce risk of falls, or injury)'*~% and
two were of wider area-based initiatives.** *
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Inclusion and exclusion criteria
We used the widely cited Dahlgren and Whitehead rainbow

model of the main determinants of health (figure 1) as a frame-

work to help to identify the range of social determinants upon
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environmental conditions in the outermost layer; and living and
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ment), education and transport. We therefore excluded reviews
that only examined interventions based on the inner most layers
of the rainbow: individual lifestyle factors and social and
community networks.

Only studies of adult participants (16+) or the general
population in developed countries (North America, Europe,
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study to adults because an Institute of Education team was
conducting a concurrent umbrella review of child health
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Housing and living environment
There is a “housing evidence base” that goes back many decades,

including early evaluation studies from the 1930s and a number
of controlled trials, and more recently several randomised
controlled trials.'® Given this historical focus on the relationship
between housing and health; it is probably not surprising that
the systematic review housing evidence base is better developed
than for other domains. We identified nine systematic reviews
focussing on housing and health (table 1)~ two were of

“social” changes (rental assistance programmes),'” '8 five were of
“« -, -
environmental” changes to housing (eg, changes in lighting, or

physical infrastructure, to reduce risk of falls, or injury
24 25

)19—23 and

two were of wider area-based initiatives.

Figure 1 Dahlgren and Whitehead’s
model of the social determinants of
health.

[source: Danigren and Whitehead, 1991
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1.05). NS reduction in monthly rate of falling (adjusted incidence
rate ratio 0.85 0.65 to 1.11).

Significant decreases in some types of fall-related injuries (relative
reduction in fall related injuries ranging from 6% to 33%).

Two studies reported decreases in certain injuries but most of the
studies found no decline in rates of any kind of injury.

Mixed effects on self-reported mental and/or physical health with
some studies reporting small improvements and others small
negative effects. Improvements found in social cutcomes such as
perceptions of crime.

49/72 studies reported a significant improvement in health.
Impact of interventions was highly variable with some studies
reporting improvements (in mortality), whereas others found
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gontml had a consistent and positive impact on self-reported
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another review of task restructuring,®® an uncontrolled study
found that the adverse health effects of a team working inter-
vention were only experienced by the lowest grade of employees.
The review of privatisation also identified one study that found
that 8 months after privatisation, occupational stress increased
only among clerical and administrative staff, and not among
manual workers or managers.®!

Transport
Transport policies are often cited as a major influence on health
and healthinequalities; although it is a field where relatively few
evaluative studies and reviews have been carried out (at least,
ones measuring health outcomes). We located five reviews
dressi 1 - (table 3).37%7 Each dealt with
a tion: promoting modal shift from
driving to walking and cycling; impacts of new roads; reductions
in permissible alcohol when driving, area-wide traffi

[.? Despite the differences in intervention type,
four of the five reviews included outcomes related to road
injlities T Sk

In relation to road injury outcomes, the review of legislative
sinterventions to curb alcohol-impaired driving® found strong
evidence to support the reduction of fatal and non-fatal crashes, as
did the reviews of traffic calming interventions® and speed
cameras.>’” Evidence for the impact of new of road building on
injuries®® was less conclusive because whereas out-of-town
bypasses delivered reductions in injuries, major new roads did not.
There was very limited evidence available on the health effects of
interventions aiming to encourage modal transport shift from
driving to walking and cycling.** None of the reviews presented
any information relating to impacts on health inequalities.

Health and social care services

Access to effective healthcare is another determinant of popu-
lation health. Several different types of access are relevant to the
wider social determinants of health, particularly geographic,
economic and cultural access. We identified four reviews in the
Organisation for Economic Co-operation and Development
(OECD) countries (table 3), three of which focused on inter-
ventions to improve cultural access (acceptability and appro-
priateness of services)*™*’ and one*!' on improving geographic
access (location and physical availability of health services) in
rural areas. No reviews of economic access (affordability of
services) were identified relating to high-income countries.
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1. Introduction

etersen and Lupton, 1996). This
approach has been appropriated as a form of neoliberal governance
throughout advanced liberal societies, of which England provides a
typical example. Health behaviours (e.g., regular physical activity (PA),
consuming a well-balanced diet) have thus come to the fore of health
policies and promotion. This has been facilitated by the widely accepted
notion that - both nationally and globally — we are in the midst of a
costly obesity epidemic for which the cause and cure is considered to be
lifestyle modification. While it has been convincingly demonstrated
that certain so-called lifestyle behaviours

, in the context

of mtus emphasis on lifestyle tends to
undermine significance of structural factors, social processes
and local settings that both impinge %
o 7. DT 10 Mot

2010).

Research that addresses these ‘external’ behavioural influences can
offer a critical contribution to the health inequalities debates by
challenging the ‘rhetoric of choice’ and rather fostering greater

cess. These findings i

s arise and how they can be mitigated.

appreciation for the significant  influence of social stru_clures
(Williams, 2013). Herrick (2011) sheds light on how health and illness
are interpreted and governed within advanced liberal societies. She
conceptualises common sense understandings of how people should
behave in these societies as inescapable ‘codes of sensibleness’
(Herrick, 2011: 5). Because neoliberal governance is seen to offer
individuals greater freedom to choose how to live, codes of sensibleness
are promoted in order to remind people of their duty to themselves and
others to act r ibly. People are p d as being free to choose,
but each expression of ‘choice’ is liable to moralisation. This moralisa-
tion is facilitated by an emphasis on the economic burden that illness
places on the State and the labour market. Herrick (2011): 4) argues
that:

...personal responsibility and informed choice may be discursive
bedrocks of neoliberal health policy, but the relative influence of
pgaple’s circumstances or Tuck’ has received far too little attention.
Given that to be sensible, people need to be able to overcome the
effects of their (bad) luck, how responsibility is ascribed is both a
thoroughly moral as well as practical question.

By emphasising the of individual behavi
p g qr ehaviours, man;
'contempor_ary healt.l? promotion discourses successfully obscure \h‘;
interpretation of national health inequalities as largely determined by
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Health interventions commonly have adverse effects.

: MIhis paper addresses an adverse effect common in the promotion of health behaviours: exacerbation

o l.le'alth inequalities between low- and high-socioeconomic groups. Health behaviours — particularly, physical

activity - are positioned within the context of social inequality and the inequitable spatial distribution of
resources. Area-based health policy that targets deprived areas is assessed for its capacity to promote health
behaviours without exacerbating inequality. Data are derived from a 16-month ethnography in a deprived
English neighbourhood that was the target of area-based intervention that prioritised the promotion of physical
activity. Findings provide evidence of adverse intervention effects that further disadvantaged the low-
socioeconomic population. Analysis demonstrates how this was*ultimately the outcome of localised policy
drifting away from initial commitments to equitable service access. These findings increase understanding of the
processes through which adverse intervention effects arise and how they can be mitigated.
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(Williams, 2013). Herrick (2011) sheds light on how health and illness
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conceptualises common sense understandings of how people should
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...personal responsibility and informed choice may be discursive
bedrocks of neoliberal health policy, but the relative influence of
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effects of their (bad) luck, how responsibility is ascribed is both a
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