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Definition

“Health inequalities are differences in health 

between different groups in society that are 

unfair and avoidable” 

From Whitehead, 1990
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Overview and context of the talk...
In this talk I will look briefly at the pattern of social inequality and 

obesity across Europe, and the determinants of this inequality.

What can be done, in general, to reduce inequalities through public 
health interventions.

Specifically, how the design and implementation of public health 
interventions to prevent childhood obesity can impact on 
inequalities (for good or for bad), in terms of their:

� Reach – recruitment /engagement

� Reach – retention

� Differential effectiveness

Away from theory – some recent intervention work around 
healthier takeaways, and physical activity in South Asian 

pre-school children .
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Socio-economic differences in obesity

Higher prevalence of obesity is associated with:

� Race/ethnic group

� Remote area of residence (urban/rural)

� Place of residence

� Lower education

� Lower income

� Some occupations

� Some specific minority groups (e.g. disability)



Determinants of health

Source: Dahlgren & Whitehead (2007)
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Source: WHO, 2014
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Background
• Addressing inequalities in obesity therefore has a 

high profile on the public health agenda in Europe

• Identifying effective interventions that are 
feasible and scalable, and do not increase 
inequalities, is the goal

• The problem: some types of population interventions 

reach, and are more effective, in the most 

economically disadvantaged groups, and therefore 

narrow inequalities/gap in obesity

How might this work?
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How might this work? –
types of interventions

Universal   vs   Targeted

Agentic / individual behaviour / Downstream

vs

Structural / Upstream
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Intervention by level of agency required

Agentic Agento-structural Structural

Problem is 
perceived as a 

personal one and 
the environment in 

which the 
unhealthy 

behaviour occurs 
remains 

unchanged 

Mindful of the 
environment in 

which unhealthy 
behaviours take 

place, but 
individual 
agency in 

nonetheless 
important

Recognises that 
individuals 

behave within the 
constraints or 

opportunities of 
the pervasive 
environment. 

Behaviour is not 
viewed as free 

will

UpstreamDownstream
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Structural Environment where action is taken

Micro                                               Macro

Interventions affect 

individuals directly on 

a day-to-day basis 

usually in a settings 

based environment, 

e.g. health promotion 

in school, nursery, 

workplace

Interventions generally 

affect individuals 

indirectly and are 

commonly enacted via 

overarching policies that 

act across populations, 

at the national, state or 

community level, e.g. 

SSB taxation, Food 

labelling
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Types of population health interventions that 

are more likely to reduce inequalities 
(Lorenc, J Epidemiol Community Health 2013)

• Structural workplace interventions, provision of 

resources and fiscal interventions

• Lorenc’s findings are consistent with the idea that 

‘downstream’ public health interventions are 
more likely to increase health inequalities, and 
‘upstream’ intervention are more likely to 
decrease health inequalities.
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Interventions that have increased inequalities

Individualised approach (agency) 
• Emphasis on free will 
• Not consider structural barriers
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Interventions that have NOT increased inequalities

Structural

• Emphasis on changing the health damaging environment
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Upstream and downstream...

• recent papers on diet and obesity interventions take this a little 
further (Adams PLOS Medicine 2016; McGill BMC PH 2015; 
Backholer /Beauchamp/Peeters e.g. Australia AJPH 2014) 
support the fact that upstream population interventions that 
require individuals to use a low level of ‘agency’ (their personal 
resolve and resources) to benefit are likely to be most effective 
and most equitable.

Does this mean we should steer clear of 
downstream interventions? 

No – I think we need to it all, but do it a little better
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What is it about downstream interventions that make 

them more likely to increase inequalities ?

Bonevski BMC Medical Research Methodology 2014

Review of 116 papers. List major barriers to working with 
various disadvantaged groups, along with proposed 
strategies to overcome each.

Barriers

Reach/access – frequent change of address and contact 
details, low literacy, relatively low priority for health, lack of 
trust/empathy in those promoting the intervention, 
transport/childcare issues.

Useful strategies include the use community partnerships with 
community groups, and community ‘champions’, and this 
requires extended timeframes for recruitment, and higher 
resourcing costs....
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Other Useful strategies... 

• shared decision making / co-production

• Include peers and locals in the intervention 
delivery (not a.. Hello, I’m a really clever and privileged 

researcher from University X, or public health specialist, 
and I’m nothing like you...)

• Implementing tracking systems with multiple 
contact details

• Use cash incentives

• Regular contact. 

• Free phone number for them to use and 24/7 help.

• Highlight non health benefits of the intervention 



How effective are interventions for preventing 
childhood obesity?

Liz Waters, de Silva-Sanigorski A, Hall BJ, Brown T, Campbell KJ, Gao Y, 

Armstrong R, Prosser L, Summerbell CD. 
Cochrane Database of Systematic Reviews 2011, Issue 12.
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Report of the Commission 
on Ending Childhood 

Obesity

Geneva, SWITZERLAND
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KEY: Sample size

26-99

100–499

500–999

1000–1999 

2000–3135

MACRO 
ENVIRONMENTAL 
FACTORS

DISTAL 
SOCIAL 
ENVIRONMENTS

PROXIMATE 
SOCIAL 
ENVIRONMENTS

INDIVIDUAL 
CHARACT
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GENETICS & 
PATHOBIOLOGY

Genetics, Ecology,

Pathological Biomarkers 

Intervention studies (n=55) mapped on the ecological model of health and development, by age 

group Model adapted from: Lynch, J. 2000. Australasian Epidemiologist; 7: 7-15
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Current update (2016) of the Cochrane review:

Tier 1 = RCTs only; 153 RCTs (an additional 108 RCTs were 
identified for this update)

Tier 2 (new) = controlled studies, unit of randomisation /allocation is 
geographical (16 studies)

Many more studies (18 in total) included from low and middle 
income countries

We really wanted to focus on: 
• health equity “What works for whom, why and for what 

cost?” 
• Implementation and scalability

Trusted evidence.

Informed decisions.

Better health.
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Childhood obesity prevention research must now insist on including an 

equity lens, and move towards identifying effective intervention 

components (and assess whether they can feasibly be scaled up and implemented 

within the whole system and achieve long term sustainable impacts) that meet the 

needs of all children.

Most of the 153 RCTs reported on one or more baseline socio-

demographic (PROGRESS) characteristics known to be important from an 

equity perspective. The PROGRESS (Place, Race, Occupation, Gender, Religion, 

Education, Socio-economic status (SES), Social status) framework. 

But how many of these studies reported whether the effect of the 
intervention on adiposity outcomes was moderated by:
gender = 7
parental education level = 3 
ethnicity or parental migrant status = 4 

Socioeconomic status = only 2 ����
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The impact of interventions to promote healthier 
ready-to-eat meals (to eat in, to take away, or to be 
delivered) sold by specific food outlets open to the 
general public: a systematic review.

Hillier-Brown, Summerbell, Moore, Routen, Lake, Adams, White, Araujo-Soares, Abraham, 
Adamson and Brown.

Methods: Nine databases were searched (1993 to 2015). 

Primary studies of any design and duration that included any consumer or 

retail-level pre and post intervention data were included.

Results: Thirty studies, describing 33 interventions, were included; 

calorie labelling law (12), trans-fat law (1), voluntary nutrient labelling (1), 

signposting (10), incentives (2), disincentives (1), 

changing the content of children’s pre-packed meals (1), 

personalised receipts (1), telemarketing (2), and award schemes (2).
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Fig: Intervention impact 
summary by Nuffield 
intervention ladder 
category and number of 
intervention functions

Cluster of interventions 

lower down the 

intervention ladder, 

particularly around 

providing information, and 

this mainly includes the 

calorie labelling law 

interventions. 

Evidence from the small 

number of studies higher 

up the intervention ladder 

suggests more consistent 

evidence of effectiveness. 
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Results: Where there were differential effects, interventions that included 

signposting and/or incentives for healthier choices generally had an impact 

on women but not men, but the opposite was true for disincentives. 

Most studies did not include analyses to assess the potential differential 

impact of interventions by PROGRESS factors. 

Conclusions: Interventions to promote healthier ready-to-eat meals sold 

by food outlets appear to have a positive impact when they include 

functions higher up the Nuffield ladder (e.g. restrict choice, incentives), but 

interventions that simply provide information and enable choice have a 

negligible impact.

In general, women (but not men) appear to be receptive and responsive to 

signposting and financial incentives to promote healthier choices; men (but 

not women) appear to be respond to financial disincentives around 

unhealthy food choices.



“Pre-schoolers in the Playground” – a pilot cluster RCT of a 

physical activity intervention for children aged 18 months – 4 

years old.



Motives for participation

* School familiarity

* Child will benefit, help child to be more active

* New way to engage with  hard to reach families

* Parent & child meaningful activity, improved language and learning

6 South Asian

4 White

Free School Meals 

= 48%

(31 – 78%)

English Additional 

Language = 57% 

(11.5 – 96.6%)

Schools

2.8 ± 0.7 yrs

52% female

57% South Asian 

37% White 

6% Other

Children



Benefits for children, 

parents & schools

“He shares a lot now…He’s made more friends I guess that’s the best thing.” 

[Mother]

they (parents) were active with children, and they were doing, you know, you 

know, things that they would never have done, ideas for sort of ball games 

and play activities and just other people are modelling good language… 

certainly the, the parents are coming to us, you know, they, they’ve been 

more involved with their children’s learning this year. [Head teacher]

The project made the Nursery staff more aware of the work that needs to be 

done with parents playing outside. Parents do not seem to realise the 

importance of play. Nursery will be looking into encourage parents to play 

next year [Head teacher]
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Further work: Tailoring 
interventions to increase reach

Low income South Asian families were 

more willing to engage in PiP compared 

with low income White families – why?

– better social networks?

– more involved in the community?

– less isolated?

– familiar with group activities?

– Less fearful of services?

Is this the same for other community level, 

group-based interventions? 

�Summer-term only intervention 

�Increase familiarity of Facilitator to families
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