Tackling the

GRAD!

in healiff

Reasons for a differential impact
of policies and interventions
on the social gradient of health

A literature review

Annemiek Dorgelo
Sarah Pos

Janine Vervoordeldonk
Jan Jansen

On behalf of ‘Tackling the Gradient: Applying Public Health Policies to Effectively
Reduce Health Inequalities amongst Families and Children, Work Package Three’



Colofon

Title: Reasons for a differential impact of policies amgiventions on the social gradient of
health

Author(s):

The Netherlands Institute for Health Promotion &iskase Prevention, NIGZ:
Annemiek Dorgelo

Sarah Pos

Janine Vervoordeldonk

Jan Jansen

Co author(s):
Aagje leven

Karin Lotz
Ann-Sofie Bakshi
Sara Darias Curvo
Vladimir Kebza



Content

O Y o o 10| ] = o 1= o | S PP PPPPTPPN 2
T = 7= Tt (o (o 11 o PR 2
O VY Lo Q= Tod = Vo 1= 3
1.3, ODJECHVES WP 3. 3
1.4, DeliverableS WP3 ...ttt ee et e e e e e e e 3

2. REVIEW: INTTOAUCTION. ......uiiiiiiiiie et e e e e e e 4
N B @ 1 o] 1o {1V SR 4
2.2, Partners WP3 ...t e e 5

3. METNOAS .. 8
3.1, SEAICN SIratEOY.....ccciiiiiiiiiieii et 8..
3.2. Sources of reSearch COMPIISES .....uuuuuuuiiiiiieii it 8
3.3, ANAIYSES ... ———————— 10

4, Results: policies tackling the Social gradient of Health.................ccoooooooil. 12
O I | 1 (0 Yo 1§ Tox 1 o] o PP P PP PPPRPPRN 12
4.2. European Policies tackling the social health gradient...............ccccccceeeiiinnns 13
4.3. Policies in North America tackling the social health gradient....................... 15
4.4. Conclusions: policies and interventions tackling the gradient...................... 16

5. Reasons for a differential impact on health inequalities.................oevvvviviiiiiiiiniininnn. 18
ST A 11 o To 18 ox 1T o PRSP PP PPPRPRPPN 18
5.2. Reasons for a differential impact: the individual level ................ccccccceeiiis 18
Conclusions: iNdividual [8VEL..............uuuiiiiiiiei e 22
5.3. Reasons for a differential impact: policy and intervention level.................... 23
Improvement of social economic position (1) ........coooeeeiiiiiiiieeeee 25
Reducing negative effects of health problems (2)..........ooovvvvviiviiiiiiiiiiiiiiis 27
Improving lifestyle, poor living conditions and difficult social conditions (3).......... 28
Improvement of the access or effect of health care (4)........oeeeiiiiiiiiiiiiiiiiiiiinnne. 29
Mixed type of INSIIUMENTS ... 30
Conclusions: policy and intervention l1eVel.............covvvvvvviviiiviiiiiiiiieeeeer e 32

6.  Overall findings: reasons for a differential impact...........cccceevvvvvvveviiiiiiiiiiiiiiiiiiinns 35
6.1, INFOAUCTION ...eeiiiiiieiiiiiit e et e e e e e et e e e e e e e e s s snnnee 35
Reasons for a differential Impact on the social gradient of health (1).................... 35
Reasons for a differential impact on health of deprived groups or health
INEQUANITIES (2)..i e e e, 35

7. DISCUSSION ...ceiiieeeei ittt ettt e e s ettt ettt e e e e e e s s s bbb ettt e e e e e e e s s nnnnneeeeesaannnees 37

F Y o] 01T a0 [ A €] [0 1S TV 41

APPENdiX 2: SEAICH TEIMS ...t eee et eeeeeeeeeeeennnennnennnnnnnn 44



Appendix 3: Gradient analySe grid..............ueeuiueiuiuiiieiiiiieiiieee e ——————————————

Appendix 4: Online analySe tOO0].............uuuuuiiiiiiiiiii et eneeennennnes



1. About Gradient

1.1. Background

Reducing health inequalities are currently regaiedne of the most important public health
challenges in the EU. However, we do not have @efit knowledge of which actions are effective to
level up the gradient in health inequalities. Thadient in health inequalities is the association
between socioeconomic position and health acr@sg/kiole population. In whatever way health is
measured, there tends to be a gradient on whicméis¢ socially and economically advantaged group
have better health and well-being, and lower ratédness and death than disadvantaged groups. In
western societies, the shape of the gradient teenlds relatively smooth with mortality and morbydit
increasing, and self-reported health and well-beiecreasing steadily as social disadvantage
increases. Over time, the gradient as a whole tensksift upwards because overall the health oftmos
groups is improving. However, the degree and ribmprovement tend to be greater in higher social
groupings, meaning that relative differences, deddfore the degree of inequities and inequalities,
also tend to increase (2)

GRADIENT is a research project which has receivewtling from the EU's Seventh Framework
Programme, and is led by EuroHealthN&he Gradient (March 2009 — 2012) aims to addiesgap
in knowledge to tackle the gradient, to ensure ploditical momentum is maintained and that
operational strategies can be developed to malgrgss on this issue (3). The focus of the research
project will be on families and children given tliraqualities during childhood have long-lasting
negative impacts on health and well-being, evgredple manage to move up to higher socio-
economic groups by adulthood (4).

The Gradient project (3) strives to:

- Develop a consensus-based European Framework tisamand evaluate public health policies
and their impact on the gradients that exists énsibcial determinants that generate health
inequalities.

- Investigate if and why children and families froiffetent socio-economic groups respond and act
differently to public health policy interventions

- Identify protective factors for the health of clhéd and young people and their families focusing
on social relations and social networks, in ordezxplore alternative policy options that moderate
social inequities in health.

- Analyse and compare the impact of general policetamilies and children with the impact of
policies targeted at ‘at risk’ families and childre

- Formulate policy recommendations at European, nakjoegional and local level and disseminate
the findings across the European Union.

For explanation of terms, see the glossary in agligeln

1 See 2.1 Partners WP3.



1.2. Work Package 3

The Netherlands Institute for Health Promotion Bigktase Prevention (NIGZ) is responsible for the
coordination of Work Package three (WP3) of the GIRENT project. Over three years WP3 will
focus on research regarding the unintended diffedempact of public health policies among
children and families with various socio-economéckgrounds. Public health policies that aim to
influence the health gradiénhealth determinantsnd health are often more successful amongst
families and children from higher than amongst ¢hipesm lower socio-economic groups. In order to
ensure that public health policies lead to a desereand not to an increase in health inequalibigsn
other words, lead to a flatter, rather than tceaer health gradient, we have to understand whethe
how and why children and families from disadvanthgeups respond differently to public health
measures and to what extent public health politiasspecifically target at-risk families are
successful in reaching them. To get a clear uradgig of this, the next objectives are formulated.

1.3. Steps within WP 3

1. Undertake a literature review regarding the undeglysycho-social, cultural and economic
reasons for a differential impact of public headtiicies in different segments of the
population in order to determine the ‘state ofdhizknowledge in this field.

2. To investigate if and why children and familiesrfralifferent socio-economic groups respond
and act differently to public health policy inteng®ns.

1.4. Deliverables WP3

D3.1: A review paper and article

D3.2: An overview of existing general public heaitblicies in participating countries aimed at
children and families, sorted by effectivenessawmkling the gradient.

D3.3: Report on the analysis of differential uptakel success factors and barriers for effectiveness
D3.4: A quality framework (structure of criteriachatandards) of success factors and barriers for
effective uptake of policies by children and faseslifrom lower socio-economic groups (to feed back
into WP2 Evaluation Framework)

D3.5: Recommendations for local, national and Eeapppublic Health policies (to feed into final
book WP6).

2 The association between socioeconomic positidnhaalth across the whole population 2.PAHO/WHEK-S
instructional course on social determinants of the@l)..

% A health determinant is a force or element thigtca$ health, either positively or negatively. Heas
determined by both intrinsic factors, such as gesebehaviour, culture, habits and lifestyles, arttinsic
forces such as preventive, curative and promotiaspécts of the health sector, as well as elenoemside the
health sector including economic factors (e.gldajasocial factors (e.g. poverty, culture), enmimental factors
(e.g. climate change) and technological factoig (aformation technology) 5.EC Expert Group oni@bc
Determinants and Health Inequalities. Health Inéijea Glossary. Background document.; 2007.



2. Review: introduction

Within the first year of WP3 a literature reviewcisrried out to determine the current state of
knowledge on tackling the gradient in health. Treempurpose of this literature review is to find an
explanation for why people respond differently palflic health) policies and interventions. In other
words, what are reasons for people to, for examgdpond positively on an invitation for a
vaccination, or a health screening. Why do someleagse financial incentives such as discounts on a
membership of a fitness centre and other peopl&don

The information out of the review will be testedoractice. The found reasons out of the literature
search are used as input for focus group discussiith policy makers and policy users, the nexp ste
in this Work Package. Finally, based on informatiom of research, practice and policy we are more
capable to answer the question why people respifiedeshtly on (public health) policies and
interventions. This will give us tools to reduce gteepness of the social gradient in health more
successfully.

Out of earlier research it appears that mortalglides with wealth, rank, social status and
occupational grade also. The Whitehall study shinasthe gradient in health is more than an effect
of poverty: among Whitehall civil servants in th& Ul health and mortality are related to
occupational grade. None of them where poor (6)tlfie reason the review will not only focus on
economic reasons to respond differently on a ppbay on psycho-social and cultural reasons also.

2.1. Steps within the literature review

The steps described below are aimed at causeaswne of the differential impact of (public health)
policies. The first step is to investigate the eatrknowledge on this subject. These steps witl lea
towards hypotheses of causes and reasons of fheedifial impact of (public health) policies and
interventions:

1. Mapping the current knowledge and information dfedéntial impact of policies and
interventions on health across different SES graunqasage groups of children (and their
families).

2. Exploring the causes of differential impact of ¢éixig of policies and interventions on health
aimed at children (and their families).

3. Analyse and sort the differential impact of pol&cend interventions on health by
effectiveness on determinants of health acroserdifit SES groups and age groups of
children (and their families).

Outcomes of the review

A review paper and article, including:

1. Analytical framework including the different determinants of healtfd alifferent SES and
age groups.

2. Overview of differential effects of policies aimderventions on health in the analytical
framework on determinants of health across SESpgrand age segments of children (and
their families).

* This analytical framework is coordinated with W&5WP6.



3. Hypotheses for causes of a differential impdgtolicies and interventions on health a on
children (and their families).

These results are the input for the panel discosgi@cus groups) that take place in the second

part of WP3 about reasons for the (differential@ef.

The objectives implicate certain choices. Theséodsoare explained in paragraph 2.4. The defirstion
used in the review are described in the glossaappendix 1.

2.2. Partners WP3

The review will be undertaken and guided by WP3rmas The Netherlands Institute for Health
Promotion and Disease Prevention (NIGZ) (lead) BhmHealthNet (Belgium), Universidad de la
Laguna (Spain), National Institute of Public Healttech Republic and The Karolinska Institute
(Sweden).

EuroHealthNet (Belgium), leads the GRADIENT project and is partin WP3.

EuroHealthNet is a non profit organization thatstm contribute to a healthier Europe with greater
equity in health between and within European coesitiThis is achieved by networking and
cooperation among relevant and publicly accountaht®nal, regional and local public health and
health promotion agencies in EU member states e@tiyrEuroHealthNet comprises 33 mainly
national agencies in 29 European countries. Theeofiperates in four priority areas: Networking,
communications, policy development, and researofepts.

Personnel:
Caroline Costongs — Project Manager
Aagje leven — Project Coordinator

Website: www.eurohealthnet.com

The Netherlands Institute for Health Promotion (NIGZ) is WP leader of WP3.

The Netherlands Institute for Health Promotion (K)@evelops programmes in support of healthy
behaviour and healthy environments. It especiaysts local authorities, local health promoting
institutions and companies in developing, implenmenand assessing health policies. It also give
practical support to health professionals throudorimation, training, educational methodologies and
materials, counselling and coaching. NIGZ seekipaships with other organisations at the local,
regional, national and international level. Advocéar health in the political arena is considered a
integral part of the strategy.

Personnel:

Janine Vervoordeldonk — WP Leader, Research Manager
Jan Jansen - advisor

Sarah Pos- research coordinator

Annemiek Dorgelo- researcher

Website: www.nigz.nl



Partners in the work package are:

National Institute of Public Health, Czech Republic

The National Institute of Public Health was eststiid in 1925. The main activities of NIPH
comprise science and research, reference and nedtigozhl consultancy, expert opinions,
systematic monitoring of environmental health ia @zech Republic and preparation of legislation in
the field of health protection. In the field of ltbgpromotion and disease prevention, NIPH
concentrates on the most important health probles@demiological surveillance of severe
infections and promotion of a healthy life styledyention of cardiovascular diseases and tumors,
healthy nutrition, drug abuse prevention). Theilast plays an active role in pre- and postgraduate
training of physicians and other health care pitemls.

Personnel:

Vladimir Kebza — Research Manager
Iva Solcova (PHD) - Researcher
Hana Janatova (PHD) - Researcher
Miloslav Kodl (PHD) - Researcher

Website:www.Szu.cz

University of La Laguna, Spain

University of La Laguna is located in Tenerife, thiggest Island of the Canary Islands
Archipelago. It offers about 55 different gradustiedies as well as many postgraduate courses
including Master and Ph degree. It has about 240@0@ni, 1839 lectures (including all categories)
and 819 administrative personal and has a longreque in dealing with international programmes
with students from EU and non-EU citizens as welflam South America and Africa. As an
academic Institution it has a wide experience migpation in many researches projects at national
and international level.

Personnel:
Sara Darias-Curvo (PHD) — Researcher

Website: www.ull.es

The Karolinska Institute, Sweden

The Karolinska Institute runs both research anerugntions within the area of equity in health,
e.g. epidemiological studies, policy researchgiample evaluation, and intervention studies.
Several of the Institutes researchers do intenglisairy studies of social differentials and trends
over time in health, health care utilisation, sbaia economic consequences of disease and the
impact of policy on health in specific groups iffelient contexts, using qualitative and quanti&tiv
methods.

The aim is to facilitate equity-oriented healthipplmaking. Some project members (Marttila,



Burstrom) already participate in international piig funded by the EU (Tackling health
inequalities in Europe - Eurothine) and other regeagencies (Pathways to social inequalities
indifferent welfare states; Resilience to the treaffects of poverty, funded by British ESRC).

Personnel:

Ann-Sofie Bakshi, (PHD) - Researcher
Dr. Bo Burstrom, (PHD) - Researcher
Anneli Marttila - Researcher

Website: www.ki.se



3. Methods

3.1. Strategy

The Netherlands Institute for Health Promotion (KM)@&nd The Netherlands Organisation for Health
Research and Development, ZonMw, together develapepproach integrating information from
research, practice and policy in a systematic eartsparent way in order to determine the current
knowledge for decision support or knowledge supjottie field of health promotion. This systematic
approach is applicable for WP3: findings out of literature (research) will be discussed with the
target group, project leaders (practice) and patiakers (policy). This report only comprises the
research part (literature review), the next stey/&f3 will be the input out of policy and practice.

3.2. Sources of research

This literature review not only comprises a seavithin scientific sources but other sources also,
including electronic databases, bibliographiesrtflas, grey literature sources, and key exparts a
organisations. The combination of sources is aidensd choice. The expectation was not to find
many scientific information on this subject. Besidiee fact that the researchers did not expeahdo f
all the literature available. With the combinatmirsources the researchers tried to increase the
inclusion of as many relevant available informat&snpossible.

NIGZ was responsible for the search in the scientifitabases. All WP-members where responsible
for the search in their own language and the gtesature search in their own country.

The sources used are shown in the text box below.

Scientific literature

Google Scholar, PubMed, Cochrane Library, CINAHIS®{A, Psychinfo, Web of Knowledge, Sociological tadsts,

Current Contents Medizin, MEDPILOT, Scirus, Bundesgdheitsblatt, Deutsches Arzteblatt, Das Geslisuesen.

Grey online Literature sources

* Google

» FHI/Folkhalsoinstitutet - The Swedish National ihge of Public Health

* Ungdomsstyrelsen - The Swedish National Board fauth affairs

«  BRA/Brottsférebyggande radet - The Swedish Nati@wmuncil for Crime Prevention

* Skolverket - The Swedish National Agency for Edigrat

* http://www.pnsd.msc.es/Categoria2/publica/otras.htim this web site we can find some recommendatabout
substances abuse.

* http://www.educacion.es/observatoriodeinfancia/ertat/index.html- website of the Spanish Observatdrghildren

* http://www.educacion.es/observatoriodeinfancia/gafimdex.html- with specific focus in matters agriigrant children,
adoption, violence against children, etc.

» DREES website- French website

» Platform Gesundheitsforderung bei sozial Benadpteii- platform health promotion for socially disantaged persons

Consultation with expertis this area:

* B. Burstorm, Karolinska Institute, Sweden.

e V. Kebza, National Institute of Public Health, CdRepublic

» Experts from the Robert-Koch Institute in Berlin




Search terms
Several search strategies were piloted and inaetig Relevant literature regarding effects of
existing (health) policies are identified from sttiic resources, grey literature sources and dsper

Most literature found is based on the search téeffect or impact or evaluation, and (health) pglic
and/or health differences or health inequalitiekealth deprivation. A list of all search terms &&n
found in appendix 2.

Inclusion and exclusion criteria

Given the broad perspective of the literature ngyiaclusion and exclusion criteria are formulated
the identification of relevant literature.

The objectives mentioned before (2.1) implicateaierchoices.

In this review not only public health policies aneluded. If other policies like education
policies and policies on housing are excludedrésting evaluation studies on the differential
impact on health and health gradient may be exdu@e the other hand the review will be to
extensive if all policies are included. Thereforéeast one health polignd possibly also
general policies with an impact on health per aggrent are included. Also the project group
decided to include at least one policy/intervenfimm the age segment 0-5 years.

The objectives implicate that not only policieslWi included. Interventions with a differential
impact on health are also included. Interventiarg golicies are related. Policies do often lead
to certain interventions. In most of the casesefifiects of these interventions are measured and
not the policies. Therefore interventions as altedicertain policies are included too.

In this literature search evidence from Europeissidered the most relevant. When little
literature is available North America and Oceam&iacluded also (Western countries).

The literature search will focus on children anahifees. Children are included when they live at
home and are dependent of their parents. Becauke &hown effect of interventions aimed at
pregnant woman of this age segment will also bledex.

As described before, the first phase of the litemsearch was focused on the differential
impact and uptake of (health) policies. Only p@cand interventions are included if they have
a described effect or impact on the social gradiéhalth. This implicates there has to be an
effect on health and the described effect influghegnequality in health between different SES
groups.

In case little literature is available, literatune effects or differential impact of policies and
interventions on health determinants, related weloSES and deprived groups are also
included. Based on theories effects of determinamtsealth inequalities can be reasoned as
possible intermediate effects of policies and wgations and might have an impact on the
health gradient on the long term (see table 2jidht provide relevant leads for reasons why
people respond differently to policies and intetias and it can deliver input for further
research. In relation to the objectives of thizaesh literature on economical determinants,
psycho-social determinants and cultural determiaiiere the most important. Literature on
environmental factors were also included if it walated to the health gradient.

Inclusion criteria:
Literature that:

1.

Or
2.
And
3.

Discusses reasons of differential impact of (h@adtlicies on (determinants of) the social
health gradient,

Focuses on effects of (health) policies on (deteamis of) the social health gradient,

Focuses on children and their families includinggmant women,



And

4. Is written and documented,

And

5. Includes evaluations of policies and interventions
And

6. Is from Europe, Oceania and North America.

Exclusion criteria:

Literature that:

1. Was published before 2000,

2. Is aproposal for legislation,

3. Doesn’t describe results of process- or effectuatadns of interventions or policies.

These criteria are applied in the first phase efiticluding/excluding process. Two researchers
applied the criteria independently. The first seascdone by different WP-members. Based on the
criteria in the first phase, literature is seledtedrobable includes and possible includes. Aasdeer
of NIGZ finally selected and divided the relevamiormation based on title and summary’s amongst
the WP-members. When there was a disagreementlinsion of inclusion of literature a third person
was consulted.

Included literature

The WP3-members included in total 61 interventiang policies in the online analyse tool. After a
check by a second researcher (and if was necesshanyl) in total 9 scientific reviews, 34 (scidiai
studies and 13 other type of sources (grey ete.)nafuded. Approximately 27 relevant sources are
from Europe: 5 UK, 3 German, 4 French, 12 DutcNptwegian, 1 Swedish and 1 Czech Republic
studies/reviews. Besides that approximately 11 d8ces and 1 Canadian source has been found.

3.3. Analyses

For the analyses NIGZ developed an online analyasle This tool was based on the GRADIENT
Policy (Analyse) Grid developed together with thleen work packages in the GRADIENT-project
(see appendix 3). With the online tool all WP3-mensbwere able to do analyse work in a consistent
way. All the literature found was analysed on refee, type of instrument, intervention or policy
level, aim of policy, target group, methods of esion, intended and unintended differential
impact/effect on determinant of health, succestfatharriers and level of evidence. Contextual
factors like concept of health were also included.

First analyses

Unfortunately in most of the cases there was narinéition available on methods of evaluation,
success factors/barriers, methods of evaluatiod®eanoncepts of health. First analyses shows that
the included information on effects of policies anrventions on health inequalities and the healt
gradient are in 23 cases based on randomizedallicantrolled trials of low quality or insufficient

size, or other similar research (quasi-experimgatad or non-comparative studies (remeasurement in
a single group) or in 4 cases based on expertapin=4). In most cases (n=26) however, the lelel o
evidence of the information is not known or theoimfiation is derived from grey literature (table 1).

The findings can be divided in two different levefsvidence.
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1. Literature on policies and interventions with arpiaat of effect on the social gradient of
health.This is literature on policies and interventiorifva described effect or impact on the
social gradient of health. This implicates the iotpar effect on the gradient has to be
described, there has to be an effect on healthé@ndescribed effect influence the inequality
in health between different SES groups.

2. Literature on policies and interventions with arpamet of effect on determinants of health
inequalities.This is literature which describe effects on (d@ieants) of health inequalities
and is based on theories (e.g. Albeda model, AS@emthat these determinants can affect
the social gradient of health on the long term.

The first level is literature with evidence outstéidies, which deliver information on the differiaht
impact on the social health gradient and might gaéasons for a differential impact. The secondlleve
of findings are based on theories and might proxétievant leads for reasons why people respond
differently to policies and interventions and cativcer input (in combination with the first stefoy

the next step in this work package, the focus gudispussions.

In the presentation of the results these two lesaddeading. In chapter 4 results on policies and
interventions tackling the gradient are presen@pter 5 will present theories on determinants
tackling health inequalities and the social gratd@arhealth and policies and interventions whicbvgh
effects on these determinants of health inequslitie

Table 1
Overall aim of the policy or intervention (or the relevant information).
Number of interventions and policies:|61
Reducing health inequalities 18.0% 11
Improving health of risk groups 29.5% 18
Improving health of deprived groups 24.6% 15
'Tackling health inequalities 14.8%
Tackling the health gradient 11.5%
Other... (improving health of whole population, 42.6% 26
research and not intervention of policies)

Table 2

Number of interventions and policies:|61
*~** Based on at least one review of Al-level, o| 9.8% 6
at least two independent studies carried out on|A-
level.
*** Based on one study of A2-level, or at least t] 3.3% 2
independently carried out studies of level B
** Based on one study of level b, or ¢ 37.7% 23
* Published opinion of experts or opinion from, 6.6% 4
example, focus group discussions
Other... (not known, or grey literature) | 42.6% 26

Level of evidence for articles about effectivenesmterventions (or in this case policies:

Al Systematic reviews of at least two studies oflé|, where the results of the primary studiesamsistent;

A2 Randomized clinical controlled trials of good tityaand size (randomized, double blind, contro)led

B Randomized clinical controlled trials of low qugldr insufficient size, or other similar researgadsi-experimental)
C Non-comparative study (remeasurement in a simglep;

D Expert opinion, for example out of focus groupatissions

11



4. Results: policies affecting the Social gradient of
Health

4.1. Introduction

The main purpose of this literature review is tqortiae current knowledge and information about the
impact of policies and interventions on the sogialdient of health and to find reasons for a
differential impact of policies and interventions leealth across different SES groups and age groups
of children (and their families). Based on this Wihexdge and information the purpose is to find an
explanation for why people respond differently tdigies and interventions. In this chapter policies
with an effect or an impact on the health grad@etdescribed. Based on this knowledge factors are
identified which may be reasons for a differeniiabact.

As expected, it appeared to be a though job tolfiachture about interventions and policies with a
impact or effect on the social gradient in hedHhsix references policies with an effect on theigo
health gradient are described: five European aedfomerican. The text box below gives an overview
of the origin of these references, the type ofrefees and the level of evidence. The evidencddeve
of five references is ranked **: the referenceskased on randomized clinical controlled trial$oo¥
quality or insufficient size, or other similar reseh (quasi-experimental) and/or non-comparative
study (remeasurement in a single group) and/orrerpéion, for example out of focus group
discussions.

Four European references are reviews based onth@rdwo studies, however the compared studies
in these reviews are not all randomized clinicaltodlled trials of low quality or insufficient sizer

other similar research (quasi-experimental). Nomgarative study (remeasurement in a single group)
and expert opinion, for example out of focus grdigzussions, are also included. This is the reasons
the level of evidence for five policies is rankeitha#* by the researchers. One European policy
(KOPS) used control schools and therefore is ramkdo***.

Policy Evaluation Level of evidence
European policie tackling the gradients

Tackling Health Inequalities in the UK (1) Review *x

Gruppen- und Individualprophylaxe policy | Review *x

[policy on dental oral group and individual
prophylaxis in Germany] (7)

Kiel Obesity Prevention Study (8) Study FHx

La Protection Maternelle et Infantile and the| Review xk
French health and social policy programme ((9)

The UK national policy (10) Review *x
USA Policy tackling the gradient
Women-Infants-Children (WIC) Policy (11) | Study *x

Of the six policies, the most recent literaturerseus the Marmot review (1). In the review lessons
are drawn from recent policy experiences in therélited to health inequalities and the social
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gradient of health. Because the document is the raosnt and highly relevant this chapter starth wi
a short description of this review and it's resuilisis description is followed by a short descoptbf
other European policies and policies in North Areeiand it's effects on the social health gradient.

4.2. European Policies affecting the social health gradient

Tackling Health Inequalities in the UK

The major task of the Marmot review (1) was to adde the evidence and advise on the development
of a health inequalities strategy in England. Thidence relied heavily on the scientific literatubeit
this was not the only type of evidence what wassittared. Also they engaged widely with
stakeholders and attempted to learn from theightsiand experience (1).

The Government of the UK developed a national heakqualities strategy, Tackling Health
Inequalities: a programme for action with twin ainesdeliver a national health inequalities targget
2010 (reducing inequalities in infant mortality difd expectancy at birth) and to support a longrte
sustainable reduction in health inequalities. Biategy is based on the findings of the earliecBl
report and Acheson recommendations (1) relate@adttnhservices:

- To assess the impact on health inequality of ditigs

- To give priority to women of child-bearing age, egfant mothers and young children

- To reduce the gap in living standards between thstwoff and the average.

In the frame below lessons drawn of policies exgeres in the UK are presented.

From recent policy experience the authors drawm#éxt lessons (1):

- Policies to tackle health inequalities must focoghee wider determinants of healthequalities in early child
development and education, employment and workamglitions, housing and neighbourhood conditions,
standards of living, and, more generally, the fozedo participate equally in the benefits of societ

- Policies, delivery systems and targets should &itidqualities along the whole social gradientheatthan focus
on specific segments of the emphasis has been either on downstream atfianaffect only a small proportion
of individuals, or on approaches that have a dgamgutral impact at best

- Policies need to be cross-cutting at national achl level and spread over the usual organisatidraindaries
at all levels:too often action has been limited by organisatiboeandaries and silos

- Policies need to have longer time horizons andcefit funding for those time periods.

- Policies need scale and intensity. Small-scaleatedl projects cannot make sufficient impact, howeffective
they may be at a small scale.

- Strategies to reduce health inequalities shouldidoa the overlaps and synergies between differelitypareas
and not be developed in isolation.

- Strategies intervening in just one part of the abdeterminants will be insufficient to make theessary
difference to patterns of inequality. The scaléhefchallenge is significant.

- The experience so far suggests that the solutmtisetabove points are not straightforward for thigparate
regions, cities, towns and villages across England.

- Geographic delineations of specific ‘priority area&sive unintended consequences.

- Partnership working across a disparate and comglestem involving separate organisations and oftéside the
experience of some of the key actors.

- Finally, while they separate national and localtire analysis of the issues, it is important thairgegrated

approach at national ad local level is adoptedyifisrgy is to be achieved to secure the maximuman

The authors state that to reduce the steepnebs gbtial gradient in health, actions must be
universal, but with a scale and intensity, thadrgportionate to the level of disadvantage. Greater
intensity of action is likely to be needed for thagith greater social and economic disadvantage.
However, focusing solely on the most disadvantag#idhot reduce the health gradient, and will only
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tackle a small part of the problem. If the condigon which people are born, grow, live, work age a
are favourable, and more equitable distributed) they will have more control over their lives in
ways that will influence their own health and heddehaviours and those of their families. Based on
these findings Marmot grouped his recommendationsixopolicy objectives. See the framework on
the next page.

B Reduce haalth inequalities and improve health and well-baing for all -+
Create an enabling socisty Ensure sooal justice,
_ that maximizes individual and health and sustainability are —
community potential, at heart of palicies.
I Policy objectives I
A C. E
Gmve svery child the Create far employment Create and devalop
best start in hifs. and good work for all healthy and sustainable
places and
Communities.
_.. ‘_
B. D. E
Enable all children, Ensura healthy Strengthen the role
young peopls and standard of living and impact of il haalth
aduliz o maximise thair for all. pravantion.

capahiliies and have
control over their lves,

Pobicy mechamsms

Equality and health equity in all palicies.

v
&

Effectve evidence-based delivery systems

w
F 3

Out of The Marmot review. February 2010 (1)

The UK National Health Service Policy

Adler and Newman (10)discuss the provision of ursigkcoverage in England in a paper. Universal
coverage did not reduce inequalities in healtferigland SES disparities in health widened after the
establishment of the National Health Service (10).

La Protection Maternelle et Infantile and the Frend health and social policy programme

In a review of Schneider (9) findings are interpdeon the change of preterm birth rate in Frarioe:
programme ‘La Protection Maternelle et InfantilElie policy programme comprises a set of measures
which aims to protect pregnant women, mothers &ildren until school age (i.e. diagnostic
procedures, preparation of birth). The health awibs policy programme to avoid preterm birth
comprises free access to preventive examinatiof@mation supply, training of health professionals
lifestyle counselling and financial support.

An effect or impact of the policies on the socigddjent is described in context of the French
programmes. The preterm birth rate in France hesedeed since the beginning of the 1970s until the
end of the 1980s. After 1988 the rate raised agspecially due to a shift in the age structure of
pregnant women and an increase of twin pregnantiessocial gradient in the frequency distribution
of preterm births in the population has decreasedifancial distress has still impact on the matlic
supply and has negative effects on the resultedmancies. The care for women receiving financial
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support from the government is clearly worse iatieh to the average number of medical examines
during pregnancy. Those women are more often hadisgitt and have a higher risk of preterm birth in
comparison with all pregnant women.

Gruppen- und Individualprophylaxe policy [policy on dental oral group and individual
prophylaxis in Germany]

Dental oral group prophylaxis is conducted forchildren in kindergarten and school in Germany.
Dental oral individual prophylaxis takes place @abimets of dentists. It concerns oral health,
fluoridation and sealing of teeth.

The authors discuss the impact of changes in DMRdasurement of dental health; Decayed-
Missed-Filling-Teeth) indicators found in differestudies on oral health of the German population on
social status and social stratum: As a consequatte intervention especially DMF-T of German
12-14 year old children improved significantly betm 1989 and 2005. Differences between social
strata were remarkably reduced. Nevertheless gt between social strata persists. An
interesting shift in dental health of children ¢@nconsidered for the two parts of Germany. Dental
health of 13-14 year old East German children vetebthan that of West Germans of the same age
in 1991 and differences between social strataisafe group were smaller than in West Germany.
Only several years later DMF-T of West German childwas better than that of East German
children of the same age group(7). The informatinrhis study doesn't give reasons for these
changes.

Kiel Obesity Prevention Study (KOPS)

KOPS started 1996 and runs until 2009 with a plehseviewing after 8 years. The intervention was
carried out between 1996 and 2001 yearly in 2-#hg@ry schools in 1st class. Schools were
randomised into intervention and non-interventiohosls. In this first 4year outcome-study, 1764
children aged 10 years were assessed in 32 prischnols. The prevalence, incidence, and remission
of overweight were the main outcome measures. WHKI@PS, family interventions were conducted
in relation to nutritional status. Between 1996 2661 4997 5-7 year old children in Kiel were
included in a study during school enrolment exammma A total of 1764 children aged 10 years could
be re-examined 4 years later. Six nutrition urétkfved by 20-min running games were performed at
school during the first year.

In children from families of high socio-economiatsts, the intervention had a significant effect on
prevalence (odds ration OR 0.35, p=0.031) and amaid of overweight (OR 0.26, p=0.030).
Remission of overweight was most pronounced irdedil of normal-weight mothers (OR 5.43,
p=0,022). There was no effect on obesity. Reshltsved that the middle BMI in children from lower
SES groups increased. The programme influencdsetléh of lower SES groups negatively.

There is a need for social stratification of prai@nmeasures respectively societal approaches (8).
Causes of widening the gradient are not availaiole fthis study.

4.3. Policies in North America affecting the social health gradient

Women-Infants-Children (WIC) Policy

WIC provides Federal grants to States in the US/A@ipplemental foods, health care referrals, and
nutrition education for low-income pregnant, brésesding, and non-breastfeeding postpartum
women, and to infants and children up to age fibh@are found to be at nutritional risk. ‘A
multinomial logistic regression of trichotomizedthiweight categories was conducted on 'The
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National Maternal and Infant Health Survey data’'3a@ategories (normal, low, and heavy birth-
weight) in relation to income, education, occupadiograde, state-level income inequality, and lengt
of participation in Women-Infants-Children (WIC).

‘The National Maternal and Infant Health Surveyadatere associated with the length of participation
in Women-Infants-Children (WIC) for pregnant mothek socioeconomic gradient for low birth-
weight was found out for an adjusted householdmmemeasure (11). WIC participation is associated
with improved birth outcomes (12).The positive ircyzaof WIC are larger among subsets of even
more disadvantaged women, such as those who relgeiNdic assistance last year, single high school
dropouts, and teen mothers {#70}.

4.4. Conclusions: policies and interventions affecting the gradient

The current knowledge and information about theactf policies and interventions on the social
gradient in health is limited. In only six referesq1, 7-11) the impact of policies or intervensiam

the social gradient in health are described: fiueoRean and one American. The level of evidence of
the findings is for five of the six references asbranked at **, which means the references aseda
on randomized clinical controlled trials of low djtyaor insufficient size, or other similar reselrc
(quasi-experimental) and/or non-comparative stu@@seasurement in a single group) and/or expert
opinion. Only one source is ranked at ***, duehie tise of a control group.

Effective policies aiming across different SES grqus and age groups of children

Five policies found are policies related to impnmeat of health services and one is related to a
lifestyle programme. Policies outside the areautflip health and welfare with a described effect on
the social gradient in health were not found witthits literature research.

Three of the five policies found describe measapesific for early childhood tackling the social
gradient in health. The Marmot review describeqoineasures along the life course. The authors of
the review state it is important to give every dhile best start in life (1). The German ‘Gruppamd
Individual prophylaxe policy’ and the French padisi‘'La protection maternelle et infantile and the
French health and social policy programme’ conteleffectively to the best start in life by redugin
the social gradient in health for an early age groeaespectively kindergarten and children aged R8mt
until 5 yrs. The USA policy also contributes to thest start in live and aims to improve health of
deprived groups as well: the USA policy aims onmeas in a deprived situation with children in the
age of-9mths until 5 yrs and shows an impact orstlegal gradient in health.

However four mentioned policies have a positive@fbn the social gradient in health one policy and
one programme have an adverse effect. Implementatithe National Health Services in the UK
widened SES disparities in health (10). This int@tion is not specific aimed on children.

Also the Kiel Obesity Prevention study wideneddbeial gradient in health by improving the BMI of
higher SES children and increasing the BMI of Io8&S children. This last intervention is aimed on
children in the age of 5-13 years (8).

Although the findings are limited in size and ind®ance level, the information available can give
some leads for effective policies on the sociatigmat in health and for reasons for a differential
impact of policies and interventions on health asrdifferent SES groups and age groups of children
(and their families).
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Leads for reasons for a differential impact on tackng the social gradient of health

The effective German and French policies are usalgrolicies. The USA policy is targeted on
deprived groups and is also effective on tacklmgdocial gradient in health for early childhood.
Both universal and targeted policies seems to ketatiackle the social gradient in health. However
the evidence out of literature is to limited to Heetargeted USA policy can also be effectivetion
social gradient in health in Europe. The healthiesys between the European countries and USA
differ and may influence the impact. Out of WorlcRage five of the GRADIENT-project
(comparative policy analyses by Elisabeth Fossappears that politics matters in tackling the
gradient in health.

The UK policy and the German KOPS is also univetsal widens the gradient in health. Other
factors than scale seems also to be importanteifidund references several factors of policies are
mentioned which may influence the social gradiartgalth. Although these factors were not always
described directly as reasons or causes for aeiiff@l impact, there seems some agreement between
the authors on factors which may affect the gradiehealth. These factors are:

- universal, but with a greater scale, length amerisity of action for deprived groups

- intersectoral approach,

- no specific priority areas

- integrated approach on national and local level

- focus on combination of social determinants

- disease, toxic exposure and injury.

- long term federal grants and sufficient funding

- financial distress

- poor medical care

- geography

These factors might be reasons for a differemigact of policies tackling the social gradient in
health, but the available evidence is to limitedtaw further conclusions. Theories and models
tackling health inequalities may provide relevathteo or consistent leads to reasons for a diffeaknt
impact of policies and interventions on the sogialdient in health. The authors of the Marmot revie
(1) state to reduce the steepness of the socidiegrtain health, actions must be universal, bub it
scale and intensity, that is proportionate to éwel of disadvantage. Thus, tackling health inagual
can be seen as an important determinant of thalsggreidient in health. That's why in the next cleapt
theories and models on health inequalities are tesédd more evidence on reasons for a differéntia
impact.
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5.Reasons for a differential impact on health
inequalities

5.1. Introduction

In this chapter interventions and policies are diesed with an effect or impact on determinants of
health inequalities based on theoretical modeles&hesults can provide more leads and input for
further research (focus group discussions) on denlying psycho-social, cultural and economic
reasons for a differential impact of public headtiicies in different segments of the populatiod &n

if and why children and families from different sm@conomic groups respond and act differently to
public health policy interventions

The theoretical models used are the ASE modeltanédtbeda model. These models provide two
different angles to explain the differential impatipolicies and interventions: the individual
perspective (ASE model) and the intervention artyperspective (Albeda model). Individuals of
different groups can respond unintended differeniynterventions and policies and cause a
differential impact. On the other hand policies artdrventions may have an unintended impact on
health, health inequalities or health gradient.Hidithis literature research the researchers fatuse
more on unintended reasons for a differential impégpolicies and interventions than on unintended
individual reasons (individual behaviour). Nevel#iss, results on individual reasons in combination
with health behaviour models can help us explagndifferential impact of interventions and policies
across different SES groups and age groups ofrehilghnd their families).

In the next paragraph the ASE model is explainetisised to describe the differential impact of
policies and interventions on the individual levalparagraph 5.3 the Albeda model is explained and
is used to describe the unintended differentiakiotr effect of policies and interventions on tteal
inequalities.

5.2. Reasons for a differential impact: the individual level

The ASE model is a theory to explain health behavf@3). The model can be considered as an
integration of ideas of Ajzen’s Theory of PlanneghBviour, Bandura’s Social Cognitive Theory,
Prochaska’s Transtheoretical Model, the HealtheéBéMiodel, and Goal setting theories. It is suitable
for explaining relations between factors and help$o categorise and explain the reasons for the
different individual responses on interventiongolicies across different SES groups and age groups
of children (and their families). In this paragrapke results found are described per factor of this
model.
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Figure 1:ASE-model, de Vries, 1998

The articles that are found describe the findimgefdifferent researches on the effects of socio
economic position and health behaviour. In otherdagthe reasons why interventions and policies do
or don’t have an effect in different SES groupsoSénfindings are described and are linked to the
determinants of the ASE model.

The level of evidence varies between large resganaframs and for example focus group
discussions.

Participation in screening and vaccination

Research of Crockett, Wilkinson & Marteau (14) emtjgipation in screening for possible diseases
shows that participation is the least by those atgomost socially deprived. See the next three
examples:

'Politiques de sante concernant les deficiencdmetlicaps d’ origine perinatale (Health policies
concerning (prevention of) birth deficits (perineteficiencies and handicaps)

Pregnant women in France are entitled to certairakbenefits. To receive these, they need to decla
their pregnancy before the 15th week of pregnaameforrhoea). Women who declare their
pregnancy after the legal deadline (and thus doetative benefits) more often live alone, are of
lower SES (measured by employment category of takms/partner if present) and are more often
non-EU nationals. Less than the recommended anafyomenatal visits correlates to lower level of
schooling, not having a profession/having a panvidhrout profession, being a housewife, being
younger than 20 or having been pregnant beforekhmiving whether a test was done is related to the
woman’s schooling level as well as to the SES,saegkby level of highest profession in the family.
Woman with another ethnic background, lower SE8llamd education level more often didn’t
receive the same amount of prenatal exams. Oftgndid not know if they had a certain prenatal
exam (15).

Calendrier vaccinal® (child vaccination calendar)the Conseil Superieur d’hygiene publique de
France (CSHPF)

Child vaccinations against tuberculosis, diphthdgtanus, and poliomyelitis are mandatory before
entry into collective childcare or school. Vaccinat against pertusis (coqueluche/kinkhoest),
measles (rougeole/mazelen), mumps (oreillons/ balfella (rubeole/rode hond), heaemophilus
influenzae B and hepatitis B, are not mandatorysbaingly recommended by the policy.
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Confounders in this study may be the lacking ob@timl group and only adolescents who could
present their health check results were considered.

"The study first tested general immunization lewelthe 3rd year of secondary school (14-15 yrs)
tracing back immunization levels at different abefore that - indicating the differences between
“zones d’education prioritaires (ZEP - low incomeas where schools get extra funding -
questionnaires were done in schools) and othes aasavell as differentiating according to family
SES (by highest occupation).

87 % of the adolescents did get the first 4 ingi The extra injection was more frequently resgiv
in non-ZEP (higher income) areas than in ZEP-afleasincome) but there was no significant
difference according to father’s profession. Howeaéthe limits of statistical significance, itet
seem that children of "cadres’ are at the lowesl lef having had their “rappel’, followed by non-
skilled workers. Looking at the first four injectis, there is a lower vaccination level in ZEP zones
and amongst children of "cadres” 4. Coverage vauiitbsSES depending on age, the vaccine and
tolerance of it (16).

Early diagnostic tests for children in the Germahaol security code

"The early diagnostic tests U1-U9 for children frbimth up to 6 years are fixed in the German Social
Security Code. They belong to the provisions dustety health insurance and are for free. The first
two tests are routinely carried out in the hospfdbirth. Test U3-U9 are mostly carried out by
paediatricians.

The early diagnostic tests U3-U9 are highly acadptithin the whole population. (The tests U1+U2
were excluded from data collection). Use is ove¥90 the first two life years until U7, it decrease
slightly afterwards and falls to 86% for the uséJ&f Significant differences regarding participatio
can be found especially between East and West Ggrraacial strata and migration status.
Participation in U6-U9 is in West Germany highearthin East Germany. Families with a high social
status have constantly high participation ratesfé2-97% until U8 and of 89,6% in U9 whereas
participation of families with a low social statecreases from 90,7% in U3 to 79,1% in U9. Use in
families with a middle social status is similanes® in families with a high social status.

Differences are even bigger regarding migratiotustaOnly 81,3% of children from migrant families
participate in U3. Only 67,9% of them participatdd9. 81% of all children participating in the
survey participated in all early diagnostic ted8% of them partially and 3% did not participatelat
On the whole, children from families with a low sdctatus and children from migrant families
participated less regularly in U3-U9 (17).

The lower participation in screening and vaccimata consistent finding across different scregnin
programmes and healthcare systems. One of thenatygas for this difference is a lack of material
resources, such as transport costs to the heattbréng centre. However, the difference remain if i
statistical analyses the lack of such resourcesrigrolled for. For that reason the researchezs to
find other explanations.

Time orientation

Psychological characteristics, among other factmstribute to explaining differences in participat

in screening also. An example of psychological ab@ristic might be time orientation. Psychologists
suggest that people use information within the fiamae an event occurs. Individuals have
preferences for a present or a future time oriemaf hose who have a future orientation think more
about the future and are more aware of the eftdatsrrent actions on future outcomes, compared to
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those who have a lower future orientation. Peogie are more orientated on the present, think more
about immediate outcomes of their behaviour.

Socially deprived people are more present oriediaibich is associated with low participation in
screening: they tend to focus more on the immediatms than on benefits in the future. For example
breast screening with mammography has a numberbstantial possible immediate harms. In 2001
five percent of mammography screens in the US &glse positive results leading to further testing,
which can be unpleasant.

In this context the development from the historfmalblic health approach in screening to the infarme
choice approach in screening is interesting. Irhikorical approach only the benefits of partitipa
have been emphasized. Nowadays the policy is mdeingrds an informed choice approach in which
both benefits and harms of participation are inetldlrhe study of Crocket et al.(14) showed however
that giving information about harms of screening teduce the participation of the socially deprived
This can be related to the different time orientaif the socially deprived and thus be a factoy wh
this group respond differently to policies and imémtions. According to this study, the attitude
towards time is different in SES groups and this ltave an impact on participation in screening.

Attitude to health (services)

Recent research in the UK, the North West Profeg}, shows that individuals living in a deprived
area like North West region do not see the natibgalth service (NHS) as a primary source of help
when it comes to lifestyle issues. Instead, 64%¢ebelthat it is their own responsibility to lookexf
their health if they get ill. The individuals whaldsee their general practitioner mainly made an
appointment for an iliness certification for behefaims and mainly for their children, rather than
being prompted by their own health needs. Thermseelack of awareness that the NHS can play a
role in tackling lifestyle health issues at anyathge. However, when asked what was important for
the respondents, the value of family was signifiilyaranked above health in order of importance. The
respondents recognise their responsibility to take of their health, but would not approach theSNH
for guidance. Instead 54% turn to family to looteathem when they are ill.

Out of the North West Project (18) it appears besides the lack of awareness of the role the NHS
can play in lifestyle issues, and the preferendamily helping out, the respondents think they are
significantly healthier than they are. For examgk% were clinically obese (BMI> 30) yet only 7%
recognized they had overweight and 81% of thosstred said that watching TV was the most
common social activity (versus 33% go to the pautk 8% play a sport/use gym) (18). This low health
awareness may explain why people with lower saaiahomic status respond differently to
interventions and policies.

The North West Project made another important fad&ar, social influence. Community and

lifestyle references play a significant role in ging of self perception. The people who were
questioned, made observations relating to theiltthbased on the people and lifestyles around them.
For example 56% of smokers believe their healdbmut the same as others in the local area (18).
Social influence plays a role in participation améping self perception. A supporting environment
may influence the reaction to interventions andcjes.

The North West Project (18) showed a few key begtiier health and a healthy lifestyle. Lacking
money (54%), laziness (52%) and genetics (20%) wergt frequently cited as the top three barriers
to having a healthy lifestyle.

Health is recognised by the respondents as a kegrdo live longer. Of those questioned 17% realis
that they need to be healthier and 21% know theyl ne eat more healthier in order to live to the ag
they aspire to. However, of the respondents whderheavily 40% said that they do not worry about
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their health at the present time and 46% of th@aaily obese patients are not currently tryingpse
weight.

Use of folic acid

In a Dutch study among pregnant women (19) thearebers investigated the differences in folic acid
use between individuals with a low socioeconomatust and a high socioeconomic status. The most
obvious difference between the two groups wasdhethat low SES women took less value in
prevention and preventive behaviour. These womgorted they are less motivated to act in a
preventive way because they have heard of peopbdivéd healthy but nevertheless got sick.

The attitude to their own health and lifestyletod socially deprived and how they (want to) deahwi
health problems seems to be different comparedaiopg with a higher social economic status. This
may be another reason for why socially deprivegaed differently to policies and interventions.

Participation in sports of adolescent girls

A study of Casey, Eime, Payne & Harvey (20) shottedmportance of social influence in
participating in sports for adolescent girls. Thetinod used in the study was a focus group disaussio
The participants primarily reported health beneditsl social benefits as important outcomes of
participation in sport and physical activity.

A factor discussed by most participants was thel fi@esports and physical activity to be fun. Fun
was often associated with being able to participatie their friends. Another positive influence was
that the activities were supported by families sathers through role modelling and positive
feedback. Support by parents through for exampléngdyrthe child to the sports activities appeasoal
to be an important factor.

Reported barriers for sports participation arerpésase, play to rough and are too competitives bo
exclude girls from sports/activities.

Smoking behaviour

In a review study on smoking behaviour (21) theaeshers concluded that low SES people have less
self efficacy on quitting smoking. Besides that tegpondents reported they had to little willpower
caused by their lower life standard. For exampleemthere isn’'t enough stability, people can't quit
smoking. Empowerment can be an important toolve tiis target group more control over their

lives and their health behaviour. This lower peticgpof self efficacy may influence the way low SES
people act to interventions and policy on smoking.

Conclusions: individual level

In this paragraph psychological determinants haenlpresented which can explain the difference
between low ses and high ses groups in health Eirairhe attitude of low ses groups towards
health is different than in high ses groups. Thedes group is more orientated on the present time,
they think less about how their behaviour influentteeir health on the long run. They also wouldn’t
ask for help on tackling health problems.

The research also showed that low ses groups ésskvialue in preventive behaviour. This was partly
a result of lack of knowledge on the influence ehaviour on health. Knowledge can also be a key
factor in the awareness of their behaviour. Thede® groups in one project, thought they were
healthier than they really are. They had a lowthealvareness.

Another important factor that influenced low sesgie in their health behaviour was the social
influence. This is also an important factor amongng people. Other factors that were mentioned
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were, lack of money, laziness and genetics. Anathety on smoking behaviour showed that low ses
people didn't had enough willpower to quit smokififiis was caused by their lower life standard.
These influencing factors may lead to a differdmiigpact of policies and interventions on the Healt
gradient or health inequalities.

The determinants that are summarized above caatbgarised as barriers for health behaviour.
When we look at it the other way around we can aaiut the skills people need in health behaviour.
Some of the determinants mentioned here could tegadzed by the term health literacy. Health
Literacy is the ability to make sound health dexidgn the context of every day life — at home ha t
community, at the workplace, the health care systeenmarket place and the political arena. It is a
critical empowerment strategy to increase peoeidrol over their health, their ability to seek ou
information and their ability to take responsilyilit

Health Literacy encompasses four key dimensions:

1) Basic health knowledge, knowledge and the agiitin of health promoting, health protecting and
disease preventing behaviours, as well as selfanily care and first aid.

2) Competencies to navigate the health systemaetras an adequate partner to professionals.

3) Consumer competencies to make health decisitieiselection and use of goods and services and
to act upon consumer rights if necessary.

4) Informed voting behaviour in the political arekaowledge of health rights, advocacy for health
issues and membership of patients and health aafzons (22).

5.3. Reasons for a differential impact: policy and intervention level

In this paragraph reasons for a differential impachealth inequalities are presented on a policy a
intervention level. The Albeda model(23) helps tgamise the found policies and helps to explain the
link between policies, interventions and the cdmition to the reduction of health inequalities. The
commission Albeda organised the causes of dephieatth in a model based on different international
theories (e.g. Dahlgren and Whitehead). In thiseh@mlr different perspectives are leading.
1. reducing differences in social economic positiog.(eacome, occupational grade, education)
2. reducing negative effects of health problems onrime, occupational grade, education.
3. improving specific determinants of health acrosgdosocial economical groups (e.qg. living
and working conditions)
4. improving the access to health care and effectifiyealth care for lower social economical
groups.

This model uses the point of view that the inflieen€ the social economical position on health,dink

indirectly to specific determinants such as word#t fiving conditions. The model below shows the
different (in)direct links between the policies ateterminants.
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1. Policies on income, occupational grade and dalucaan in theory reduce the differences in social

economic positions and has- in theory- a positfi@ceon health and health deprivation via the next

mechanism (according Dahlgren and Whitehead) (23):

= An appropriate and finished education means thaplpedevelop their knowledge and skills which
improves the chances of getting a job. They alselde the ability to deal with a variety of issues,
including those in the field of health. An exam@é¢hat educated people are more likely to choose
healthy behaviour than less educated people.

= A paid job means that people have means to hawssito proper housing, heating, power supply,
etc.

= Training, occupational grade and income have aigesmpact on the well-being and social
inclusion which is accompanied with health of peopl

2. Reducing negative effects of health problem$ (23

Health may influence the socio-economic positiopasitive or negative sense. Health problems in
youth may lead to a lower socio-economic positioadulthood than in his or her ability at the
beginning.

3. Socio-economic differences in the level of expogarkactors such as an unhealthy lifestyle, poondj
conditions (moisture, cold, noise, fumes, unfavblgavorking conditions) (physical hard work, ladk o
line capabilities) and difficult social conditioflack of social support, lack of social cohesiorg partly
responsible for the deterioration in the qualitjhe&lth of people in disadvantaged positions (23).
deprived neighbourhoods, compared to other neigthiooals, there are less often favourable
environmental conditions such as green and sedarithye area and good and sustainable dwellings.
Inhabitants of deprived neighbourhoods tend tesa fealthy lifestyle. The school is a good setfiimg
large groups of children and young people wheontes to health promotion and disease prevention.
Already at an early age, there are differencesdsty/le to school type: students on which parttgpin
studies with a lower education level behave moteealthy than pupils who participate in studies with
higher education level (23).

4. The accessibility of care (in financial, geodnigpl and socio-cultural sense) affects the uszand
and thus the health of people. Whitehead (1991heekequal accessibility as "equal access and equal
use of care in equal need" (23).

The four different perspectives of the model oferomprehensive structure and explanation for the
link to health inequalities in relation to the atleund policies and interventions in this review.

Based on the Albeda model a distinction can be nrattes type of policies and interventions found.
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These types are:

= Interventions and policies on improvement of theiaaeconomic position,
= |nterventions and policies on reducing negativec# of health problems,
= Interventions and policies on improvement of livicanditions

= Interventions and policies on improvement of theeas of health care.

= Mixed type of interventions and policies

Improvement of social economic position (1)

Improvement of social economic position is onehef determinants to reduce health inequalities. See
the Albeda model. Social economic position is asged with education and income which results in
certain living and working conditions. Better ediima and income generally are accompanied with
better health. Policies aimed at reducing inegealin education and income have in theory a p@esiti
effect on health and deprived health and may rethec@ealth gradient. In this part of the paragraph
six policies and interventions related to educatind income are presented.

Educational policies and interventions: pre schochnd early school education

Dutch ‘Preschool and early school education prognash

With the Dutch ‘Preschool and early school educatimgramme’ the ministries, municipal
government, schools and child care aim to preweshiice deprivation in linguistic development of
children in the age of 2 until 6 years. The edwurastarts in day care or nursery school and ends at
primary school. Children with a high risk on lingtic deprivation and/or children which are deprived
in linguistic skills are the target group (23). Bxales of interventions as a result of this polioy a
Piramide, Kaleidoscope, Opstap(je).

Piramideaims to stimulate the development of children fibmto 6 years, so that they are able to
complete the primary school successfulgleidoscoogs an educational program for children from
2.5 to 6 years, based on the American high/Scopgram.Opstap(je)focuses on children in the age
of 4-6 years in deprived situations. Opstap(je)jes home learning supplies and a special trainer
who visits the family ones in two weeks to instrtie parents.

A review of Blok 2003(23) describes that intervens that are related to children centres (e.g.
Piramide en Kaleidoscope) do better than home basegammes (e.g. Opstap). A combinations of
home based and centre based programmes is alstivefféffects are accomplished on the short term
on the cognitive level and when a parenting compbisea key component. After the programmes the
effect fades out. The continuity and a long pedbdducational support has no effect on the results

US federal funding for early childhood intervention

The US federal funding for early childhood interiien provides funding to states to support fullyda
high-quality early child education beginning at 6nths of age and continuing until the start in
kindergarten and also establish standards for edabation. Head Start, the Perry Preschool Project
and other existing (state-sponsored) programs dmiltdansitioned into this program. The rationale
for this policy is that racial/ethnic and socioecnnic disparities in education are powerful
determinants of disparities in health. Educatiatigharities by social disadvantage, for exampleg ra
ethnicity, and income, emerge prior to kindergartesrly child education has been shown to
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ameliorate school readiness disparities and impooteomes across the life course. Head Start and
the Perry Preschool Project provide suggestiveeend that early educational experiences may confer
long- term benefits (10). Thus, early child intariien represents a necessary condition for

eliminating disparities in education. Doing so wbhhve far-reaching effects on health disparities
according Fiscella (24).

Educational policies and interventions: school paties and interventions

Dutch policies to reduce early school leaving

There are several Dutch programmes which aim tegmtecarly school leaving, such as: a covenant
with regional organisations to reduce school draf) programmes to restructure schools, programmes
that support pupils who tend to drop out (e.g. meng programs or ad hoc training), programs with
elements of financial incentives, combinations eiter programs and financial incentives (23).
These programmes are aimed at pupils with a hgihto drop out or pupils who already dropped out.
There’s little information available on the effectsimpact of the Dutch programmes aimed on high
risk to drop out or pupils who already dropped.rEhis one Dutch study found about the effect of the
covenant. In order to reduce the number of dropioutse school year 2006-2007 the Dutch
government has offered a financial incentive schiie! out of 39 regions. This scheme provides a
reward of 2000 euro per prevented dropout in 20D6FBe target of the scheme was a reduction of
the total number of school dropouts by at leagbdi@ent in one year. There was a modest decline in
the probability of dropping out in the 14 covenamtgions. However, the decline in the non-covenant
regions was equally large. Therefore there wasrimdignificant effect on the probability of dropgi
out in the post-convenant year. In both regions nilimber of dropouts has fallen by 3 percent in the
year after the convenant. This nationwide declare lee largely assigned to changes in the student
populations among the pre-and post-covenant year.

Prevention of early school leaving on high school

Out of an international effect study of Van deregtand Webbink, 2006 (23) appears that
interventions aimed at students who has not yat begpped out has a limited positive impact on the
study achievements and subsequent on the laboketr@sition. Causes for the limited impact of
several international interventions are derivednftaventy American studies. These causes are limited
knowledge on the causes of early school leavinggeise and use of data) and the multiple problems
of the pupils (sensitive to diversity) which malessly school leaving inevitable (23).

The empirical international literature shows thatpebut can be reduced by positive financial
incentives for students, teachers or schools. Aleoof intensive and sustained mentoring programs
targeted on the social development of studentskahas also proven to be effective. Only one of
these interventions is evaluated on health relefiedts. Big brothers / big sisters is a progranmme

the United States in which adults volunteer to boatay a roll model for pupils in the age of 10-16
year from single parent families reduces schogbdnat, drug and alcohol abuse, aggression and
increase the rates of the pupils (23).

Income policies

The US Earned Income Tax Credit

The US Earned Income Tax Credit is an examplefeflaral policy which has raised the income of
working-poor families cutting the stipend level fecipients, while welfare reform in general has
pushed in the opposite direction(10). Accordingekain Newman, this policy should at least in
theory have traces in health outcome through atrdalition of resources.
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A research of Arno e.a. (25) examined whether #raaxl income tax credit (EITC), an income
support programme, also improves health and atoesge. They presented preliminary analyses
suggesting that such a relationship does exigperéent of the mothers in the target population who
were not eligible for the credit, reported thatddltheir children lacked health insurance coverage
contrast, among mothers who were eligible for tieglit, 54 percent reported all of their children
lacked health insurance coverage. Arno e.a. (2&)riteed that studies have demonstrated that among
children, health insurance coverage is stronglgaated with improved access to primary care and
more specifically are more likely to be in fairgwor health. Arno e.a. (25) found a statistically
significant inverse association between EITC petietn and infant mortality also: each 10-percentage
point increase in EITC penetration (within or betwestates) is associated with a 23.2 per 100 000
reduction in infant mortality rate (P%0.013). Canfiders which have to be taken into account while
suggesting a potential EITC influence on infant talityy are state-level poverty and employment rates
and the concurrent changes in social welfare progmather than the EITC that varied by state.

Income supplements for single parents in Canada

In Canada single parents who started working fa#itivhere given income supplements on assistance
at home. Out of a randomized clinical trial appdahat the supplements did help to increase
employment and income in the experimental groupchilfiren who are 3-8 years at baseline they
reported better health and cognitive functioningwldver, if these children where younger at basgline
there are no effects and there where negativetsffeported when the children where older at
baseline (10).

Reducing negative effects of health problems (2)

The second entrance point to reduce health indmsaié reducing negative effects of health
problems. Health related school drop out can leahteducation gap and eventually to early school
leaving. This educational gap influences the saxtahomic position and may influence health (see
the Albeda model). Health problems are in turn nomm@mon among people who already have a
relatively low socio-economic position, and thesaugs are particularly vulnerable when it comes to
the negative consequences of health problemsidmpént of the paragraph two local policies are
presented which aim to reduce negative effectgalth problems in high school.

Reducing school absence

Policies by municipal health services

'Since 1996, the municipal health service of Weasthant in the Netherlands carried out an
intervention on schools: guidance by a paediatritia students who tend to drop out because of
health problems. The main aim of this interveni®to identify high school students who are often
absent because of health problems in an early stageer to supply compulsory education, advice
and assistance if necessary. The second aiméslt@e absence of these students. In the process and
impact assessment on the school year 2004-200:Bijk and Augustijn, 2005 {#7) reveal that 95%
of the disease-absent students (n = 735) havevegtadvice and assistance by the paediatrician. In
many cases, there were health problems, in onlpbi#te cases an education official was needed. No
long term effects were measured.

Another programme to reduce school absence istarvéntion on high schools structurally
implemented in the city of Utrecht, by the munit¢ipaalth service. The aim of this interventionds t
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get the students, which are more than average tathserio health problems, in contact with the youth
health care in an early stage. This project is glaat set of measures for the prevention of school
failure on lower secondary schools. An processiapact assessment by Van Bergen, 2005 {#7}
shows that in three years, six hundred studentexammined. The objective to set up an early detecti
and support for risk students is largely met. Mibian three quarters of the students who needed extr
care or guidance received it within two to threenths. The absence registration of schools showed
that for 73% of the pupils the illness was stoppereduced in the period after the examinationhgy t
JGZ. Long-term effects on the prevention of scHaiblire are not examined (23).

Improving lifestyle, poor living conditions and difficult social conditions (3)

Improving the lifestyle, the living conditions amark environment is in the Albeda model directly
related to health. These paragraph presents snigmltargeted on deprived groups, with a desdribe
effect on these determinants.

Lifestyle

Health promoting schools

Schools health approach is a common and integegtpbach to support schools in the development
and implementation of school health policy. Thehndtis a systematic and bottom up approach.
Schools can stepwise develop, for example, a hpsadifiie of the students, set priorities and select
health interventions and include these in the sigholicy. Within this approach individual and
collective prevention and care is linked. Collaltioraof relevant local organisations are part @f th
approach (23).

On international level little is known on the evide on health inequalities. The way the programme
is carried out is diverse and most of the timeissifbcus primarily on interventions in the school
setting. However, there is some evidence on intedrapproaches of health at schools. An integrated
approach, like Schools health approach, can magksiive contribution to the health and healthy
behaviour of students(23).

Dutch policies of the ministries of education (OCMY ministry of health (VWS)

Interventions within the OCW and VWS activities &mtie Tegengif and Jump- in. Actie tegengif
tries to prevent smoking and promotes smoking tessin youth. Jump- in is an intervention which
promotes daily physical activity in deprived neighbthood. JUMP- in is effective on fysical activity
and is targeted on children with a lower socio eooical background. Actie tegengif is effective on
the number of children who start smoking on thetsteom(23).

Living and social conditions/Social environment

Parental impact of fruit and vegetable consumption

A longitudinal study in which 896 adolescents frimo different Norwegian counties are questioned:
(may 2002 and may 2005) fruit and vegetable intakesre assessed with food questionnaires. Socio
economic status was based on the parents repeducktion and income level. According to the study
the perceived accessibility of fruit and vegetalitethe household has the main impact on the
consumption of the adolescents besides incomerdlngmnces of family and friends(26).
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Goede voeding hoeft niet veel te kosten (food litidgke

‘Goede voeding hoeft niet veel te kosten’ is am&iet in a Dutch budgeting course and is obligatory
to clients in the debt relief. There are two meggiwithin this programme: one about healthy foods
and one about food budgeting (reading food labsliscemparing quality and price). The course for
people with a lower social economical status hasamseasonal significant negative effect on
consumption of saturated fat and fruit juices(27).

Access to healthy food in the USA

In a report of Truehaft and Karpen (28)a summagjiven of the current knowledge about food
deserts (availability of healthy food) and theipiets on communities in the USA. In a bibliography
total of 132 studies are found: Sixty-one publisheegeer reviewed journals and primarily conducted
by university-based researchers and 71 conduct@admyitioners or policy researchers, sometimes in
collaboration with academic researchers, and sdifighed (also known as “grey literature”). The
studies include three nationwide analyses of faoesavailability and neighbourhood, city, county,
regional, statewide, and multistate analyses coge?? states across the country. The evidence is
clear that many communities in USA—predominantly-iacome, urban communities of color and
rural areas—lack adequate access to healthy foodth@ evidence also suggests that the lack of
access negatively impacts the health of residerdsiaighbourhoods. In neighbourhoods with more
coloured and lower income groups there are lessrmgrkets and there is a lack of health, high
quality foods in the available stores. Besides tiwate are in areas with low income zip codes 30%
more convenient food stores than in middle incoipeade areas.

The findings indicate that policy interventiondrnorease access to healthy food in “food deseri” w
help people eat a healthy diet, while contributtmgommunity economic development.

Improvement of the access or effect of health care (4)

The fourth point of entrance to improve health ealth inequalities is the access to health caee (se
Albeda model).

Measures using the association between the lognafyf income and children’s reported health status
show that income gradients in children’s healthustare larger in the US than in England. A possibl
explanation for this findings is that English chéd have equal access to high quality health care,
whereas poor American children receive less aridéeer quality health care (29). Besides that it
appears that individuals living in states with ghdr ratio of primary-care-physician to populatire
more likely to report good health than those livingtates with a lower ratio (30). In this partioé
paragraph four policies, interventions or studiéh an impact or effect on the access of healtk car
are described.

Continuous health insurance

The United States Children’s Insurance Program, idaid

There is a gradient between greater insurancepdisruand less access to care, less utilizatioth, an
greater unmet medical need. Increasing numbersfaion are associated with less routine care and
greater unmet medical need(31). Children who apemence short spells of uninsurance (1-4 months)
are less likely to have an usual source of careaamanore likely to experience delays in needed car
than those with continuous private or public insge The consequences are much worse if children
are uninsured for longer periods because theyeagelikely to receive preventive care or visit atdo
during the year, which make them more likely toegnce delay in receiving medical care and
prescriptions than those with continuous coverage.
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State Children’s Health insurance Programme inf@aiia and the Medicaid programme are
examples of programmes which both seems to ensedevels of health care access similar to that
obtained by children with year round private cogeré32). These policies for deprived groups
improve the access to health care.

Improve access to high quality health care

Federal funding to develop a patient-centred mddicane (PCMH) within Federally Qualified
Community Health Centers (FQHCs

The rationale for the US federal funding to devef§gMH within FQHC's is that socially
disadvantaged patients face far greater health tien other groups, but ironically face far lesseas
to high-quality health care. Primary care has ksewn to improve population health and reduce
disparities. However, primary care delivery andding have not kept pace with advances in
medicine. This gap disproportionately affects dbcidisadvantaged patients who have greater and
more complex health needs. Enhancing primary cétrénasites serving large numbers of socially
disadvantaged patients could substantially impemeess to high-quality care for these patients and
reduce disparities in outcomes (24)

Fiscella (24) describes that FQHCs currently sargabstantial proportion of socially disadvantaged
patients in the United States. One quarter ofatlepts living in poverty, one in seven of the
uninsured, one in nine patients receiving Medicaid] one in ten minority patients are served.
Existing data show that FQHCs reduce disparitiesaine and outperform other sources of care at
lower expense.

Improving the access of primary health care in degt neighbourhoods.

As a result of a Dutch national policy targetedriegrated health care (2004) primary health care
providers, patient organisations and health camerance organisation signed a petition for imprgvin
integrated health care. Improving integrated hezdile comprises health care centres, suited for
deprived neighbourhoods, and attracting health pareiders towards deprived neighbourhoods by
setting up new health care centres with nurse iicagrs or physician assistance who can deliver
extra support. To attract or keep general pracgtis in the deprived neighbourhoods the involved
organisations provided higher wages for workingeprived neighbourhoods and set up a fund to
support GP’s and other health care providers imideg neighbourhoods. Besides that they organised
financial support for midwifes: extra raise with92®f wages in deprived neighbourhoods since 2008.
Little is known on the effects of these means. Qhé/help of nurse practitioners seems to be
effective on the access of health care in depmaghbourhoods (23).

Ethnic health care advisors

Ethnic health care advisors where introduced im @isiricts of Amsterdam, The Netherlands. Health
care advisors work for all health care and weltamices and their main task is to provide

information on health care and welfare to individuend groups and refer individuals to services.

HC advisors reached many inhabitants (n=2224). éfaliem where referred to health care of welfare
services. In total 576 classes where given. Thémraevmostly attended by Moroccan and Turkish
females. Outreach activities, office hours at papldcations, direct contact with a well organized

back office and the commitment among professiosedsns to be important success characteristics for
actually reaching ethnic minorities (33).

Mixed type of instruments

There are two policies found which tackles a comtiim of determinants of health inequalities.
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These are the ‘Whole school approach’ and the ‘Ei&tional Programme of Health.’

Whole school approach

The whole school approach is a common internatiappfoach which combines education with
features for example, in the area of care, carness, sports and culture. There is not a stanskird
of features available for the whole school approdtte programme depends on the local
circumstances and needs. In some areas it is tienefore focused on support on deprived
neighbourhoods than in other areas, where the esigiseon improvement of the day care.

Brown (23) points out that universal approachés, the whole school approach, may be reducing
social inequity. Only the right methods to provis tre lacking.

Brown (23) relates a psychotherapeutic theory dthénequality. Security, comfort, status, power,
and enjoyment are reasonable things to want. Sdtteege things have been defined as prerequisites
for health. They only become a social problem wbeople need more than their fair share of these
resources. Psychotherapeutic theory suggestsdbatgpneed more than their fair share of power
because they feel powerless. They crave securdguse they do not feel safe. They need more than
their share of status because they do not valuesilees and the contributions they are making to
society. It therefore may be a lack of emotional aacial well-being among the rich that drives abci
inequity. It is curious that in considering intemti@ns to reduce health problems related to ingquit
the focus is always concentrated on the poor. Refog attention on the wealthiest social classes
potentially could return a significant dividend itespect to improving the health and social well-
being of all people across all social classes. Woigld be achieved by universal approaches to
solving social inequity. Systematic reviews of thesental health promotion programs in schools
suggest that they work better when they take aausal or whole-school (cross-curricular) approach.

Czech National Programme of Health

The Czech National Programme of Health, includedsiiecific budget of the Czech Ministry of
Health (in 90's about 35 million of Czech crowmstlyear about only 7 millions) for grant system of
health promotion projects. Four different intenientregarding differential impact where carried:out
1. People with regular home versus homeless amaly eating of Czech majority versus Romany
minority population with special emphasis on Romaclyoolchildren: resulted both in improvement
of nutritional and hygienic habits

3.Cope with stress in complete versus incompleteliiss (esp. single mothers): 75 incomplete
families (mostly singe mothers and their child/dréin) participated in the project. From the data
follows that the level of state as well as traitiaty and the stress level decreased significaitiy

the number of activities in which subjects partatgrd. Comparison of new participants data with
"more advanced" participants data showed thatttite anxiety, trait anxiety as well as the stress
symptoms level were significantly higher in the gpamf new participants.

4. Nutritional status of pre-school and school alifdfrom Czech and Romany families: using
guestionnaires, the authors assessed in 98 fandlishat extent it proved possible to influence
attitudes and knowledge. The results can be diviadedrding to three groups of respondents: group 1
- employed families. relatively well of, group Zregular employment, partly depending on social
allowances, group 3 - socially least privilegedyaeteding on social allowances.

Group 1 - 65% of the respondents reacted positicelgcommended changes. They restricted sweet
beverages, smoked meat products, increased the iotaemi-skimmed milk and dairy products etc.
Their reaction to further lecture programmes coneéwith healthy nutrition was also positive.
Group 2 - a change of attitudes and habits wasdedan 18% of the respondents: mainly restriction
of sweet drinks, increased consumption of fresh &d vegetables and whole grain cereals.
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Group 3 - in this group (17% of respondents) pcatif no shift towards healthier dietary habits was
observed (34).

Conclusions: policy and intervention level

In total twenty policies and/or interventions amerfid with a described effect on one of the four
determinants in the Albeda model, influencing Heaftdeprived groups and health inequalities (10,
23, 24, 28, 33, 35, 36).

In this part of the paragraph general conclusisasieawn, followed by some leads for reasons of the
effect or impact according to the researchers.

Policies and interventions influencing social ecomoical status

Six different policies are presented, tacklingltheer social economic status of the target groups
which affect their health or health inequality beem groups. Social economic status can be improved
by education and income. The educational policigls a/described effect target at three differert ag
groups: pre school and early school (age 6 mnthsrGpwer secondary school (age 12-16) and high
school (age 17-22). The income policies are tachetefamilies to improve their financial situation.

Pre school and early school education

Dutch and USA pre school and early school educatiicies like Piramide, Kaleidoscoop, Opstapje,
Head Start and Perry Pre School project are ahtafmyve the educational level of children out of
deprived groups. The Dutch programmes are ablapoave the cognitive level, language level and
social economic behaviour (23) on the short terhe dontinuity and a long period of educational
support has no effect on the results. Howeverua@n of American programmes on early child
education like Head Start and Perry Preschool Erejggest that children may benefit of the
programme across the life course and may redupariigs in education (10, 24, 35, 36).

Bases on these findings leads for reasons forrdiffees in effect can be found in the fact that
interventions related to children’s centres dodydtian home based interventions (23). Combinations
of these interventions are also effective on thignitive level on the short term and when a parentin
component is a key component, according to a Dugiciew of Blok 2003 (23). Another possible
reason is the timing of the education. Early edonat experiences may confer long- term benefits
(10, 24, 35, 36).

Prevention of early school leaving

Prevention of early school leaving is also an inguutrtool in the improvement of social economic
position. The effects of this kind of interventionere modest. There was no effect of interventan f
the lower secondary school.

Interventions aimed at students in high school Wwh® not yet been dropped out has a limited positive
impact on the study achievements and subsequahtedabour market position (23). The empirical
international literature shows that dropout camdakiced by positive financial incentives for studen
teachers or schools. A couple of intensive andagesti mentoring programs targeted on the social
development of students at risk have also provédieteffective.

Bases on these findings leads for reasons forffeet®n early school leaving and the labour market
position may be financial support, the intensitd anstainability.
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Income policies

Targeting at income is also a way to improve tr@ad@conomic position. The US earned income tax
credit policy and the Canadian incentive policysorgle parents influence respectively the acagss t
health care and the cognitive level and health. O8éncome policy had an effect on the number of
children who got health insurance and there waasaanciation between this income policy and infant
mortality. Health insurance is different for eveguntry. In some countries it is obliged to have an
insurance which causes a very different effect. elmw, a health gradient exists through all coustrie
with different health systems and different typehkemlth insurance(10). The Canadian incentive
policy for single parents for assistance at honunlg effective for a specific age groups for cleid
(3-8 yrs). For older children even negative effeetse reported.

These results suggest that the health system angragp of children may be reasons for different
effect of policies.

Reducing negative effects of health problems

Two policy programmes are found which reduce neggatdffects of health problems. The policies

aims to guide students who tend to drop out becafulsealth problems in an early stage. In theory
these programmes may affect the educational lexeebacial economic position which result in better
living and working conditions and better healthtba long term. However, long-term effects on the
prevention of school failure are not examined, dahyone of the policies positive effects are
measured on drop out. The absence registratiochoioés in Utrecht, The Netherlands, showed that
for 73% of the pupils the illness was stopped duoed in the period after the examination by thg JG
(23). This programme was aimed to tackle the gmklin an early stage, which might be a reason for
an effect.

Improving lifestyle, living and social conditions

Five policies and interventions are presented whints to improve lifestyle and/or the living and
social conditions. Three policy programmes havestdbed effect on lifestyle. All found lifestyle
programmes are a combination of educational anithhgalicies and are aimed on elementary
schools. The other three programmes aims to impf@vprovide information on) the access to
healthy food and improve the living conditions.

An integrated and common approach for schools,'8kéools health approach,” can make a positive
contribution to the health and healthy behaviowstafients(23). The Dutch intervention ‘Actie
Tegengif' is also related to schools and is effecvn the number of children who starts smoking.
One of the school related Dutch programmes is tadgen deprived groups. JUMP- in is effective on
physical activity and is targeted on children witlower socio economical background (23).

On international level little is known on the evite of these school approached on health
inequalities. The way the programmes are carri¢dsadiverse and most of the time studies focus
primarily on interventions in the school setting.

The two interventions aimed on improving the liviengd social conditions are targeted on deprived
groups. People of low SES are confronted with ialll lof problems. For example having depts and
lower access to healthy food. In the USA, in ne@ithoods with more coloured and lower income
groups there are less supermarkets and theradk @t health, high quality foods in the available
stores. Besides that there are in areas with loante zip codes 30% more convenient food stores
than in middle income zip code areas. Living ireprived neighbourhood means less availability of
healthy food (28). The access to healthy food does#an only the availability of healthy food and
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convenient stores. A Dutch effective programmediakbudget course to healthy eating. People within
this course showed an improvement in the leveanifrated fat and use of fruit juices in their diet.

Not only the real accessibility play a role in tliestyle of people. The Norwegian study showed tha
the perceived accessibility of fruit and vegetalitethe household has the main impact on the
consumption of the adolescents besides incomerdlngmnces of family and friends(26).

Access to health care

Four policies are described with an effect on #eeas of health care for deprived groups. The acces
of healthcare is a subject that is very much linkethe countries health system e.g. the health
insurance system. Also health policies have to reeheeds for all groups in society to provideadqu
access to health care. Three policies are founddaon adapting health care to meet the specific
needs of deprived groups. One of these policiekSidederal funding for Enough and suitable health
care centres in deprived neighbourhood. Existirtg dhow that FQHCs reduce disparities in care and
outperform other sources of care at lower expe24p The help of nurse practitioners seems to be an
effective measure to improve the access of healthio deprived neighbourhoods in the
Netherlands(23). Outreach activities, office haatrpopular locations, direct contact with a well
organized back office and the commitment amonggssibnals seems to be important success
characteristics for actually reaching ethnic mitiesi (33).

Mixed type of instruments

One conclusion that certainly can be made is tbetlfet health behaviour is difficult to influendeo
accomplish change, you have to effect a lot okdift determinants. Two policies programmes are
aimed on a mix of determinants: ‘the whole schegraach’ and ‘the Czech National Programme of
Health’. The Czech programmes improves health endhg term (34). Qualitive research shows that
the whole school approach can be effective on kooiapetencies of children, enforcement of the
relation betweens schools and parents and schodlsther organisations on sports, culture and
welfare. Refocusing attention on the wealthiestad@tasses potentially could return a significant
dividend with respect to improving the health aadial well-being of all people across all social
classes (23). This could be achieved by univergailaaches to solving social inequity, like the vehol
school approach.
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6. Overall findings: reasons for a differential impact

6.1. Introduction

As shown in chapter 4 the findings on the diffei@nipact of policies or interventions on the sdci
gradient in health are limited in number (n=6)esénd evidence level. To have more leads for resason
for a differential impact and a basis for furthesearch in work package three, the researchededivi
the evidence found in two levels:
1. Literature on interventions and policies with ampaut of effect on the social gradient of health
(n=6).
2.  Literature on determinants of health inequalities20).
a. Individual level (n=9)
b. Policy and intervention level n=20)

In this chapter the found reasons for a differémtigact are presented on the different evidence
levels.

Reasons for a differential Impact on the social gradient of health (1)

Based on the six described policies or programrheg-11) the next reasons for a differential impact
are found:

- universal, but with a greater scale, length amerisity of action for deprived groups
- intersectoral approach,

- no specific priority areas

- integrated approach on national and local level

- focus on combination of social determinants

- disease, toxic exposure and injury.

- long term federal grants and sufficient funding

- financial distress

- poor medical care

- geography

These factors might be reasons for a differentiglact of policies tackling the social gradient in
health, but the available evidence is to limitedtaw further conclusions.

Reasons for a differential impact on health of deprived groups or
health inequalities (2)

Theories and models tackling health inequalitiewigie relevant other or consistent leads to reasons
for a differential impact of policies and interviemis on the social gradient in health. The autbbrs

the Marmot review (1) state to reduce the steepoiethe social gradient in health, actions must be
universal, but with a scale and intensity, thadrgportionate to the level of disadvantage. Thus,
tackling health inequality can be seen as an impbodeterminant of the social gradient in health.
That's why theories and models on health ineqgeslitire used to find more evidence on reasons for a
differential impact.

35



Based on the ASE-model and Albeda model 29 polanekinterventions are found tackling health
inequalities. Based on these policies and interopathe researchers found the next psychosocial,
economic and cultural reasons for an differentics :

Individual level:

Barriers for health behaviour for lower SES groaps (14, 16-22)

the attitude of low ses groups towards healthfferint than in high ses groups.
the low ses group is more orientated on the presaat

low ses groups took less value in preventive behayi

there is a lack of knowledge on the influence dfebgour on health.

low health awareness.

social influence.

lack of money, laziness and genetics.

less willpower to change behaviour, caused by tbaier life standard.

lower health literacy

Policy and intervention level:

Based on the interventions and policies found 28024, 28, 33, 35, 36), factors which may influenc
the impact on health inequalities across childrahfamilies across different SES groups are:

Positive factors

interventions related to children’s centres or borations of these interventions with home
based interventions, when a parenting componenkéy component,

timing of the education. Early educational expezeenmay confer long- term benefits
financial support, the intensity and sustainabibfyhe support

the health system: continues health insurance

tackle the problems in an early stage

meet the needs for all groups in society to proegeal access to health care.

Outreach activities, office hours at popular lomasi, direct contact with a well organized back
office and the commitment among professionals sderhe important success characteristics
for actually reaching ethnic minorities

Aimed on different determinants.

refocusing attention on the wealthiest social @ass

universal

Barriers

the age group of children

living in a deprived neighbourhood

having depts and lower access to healthy food.
perceived accessibility to healthy food
universal

These findings on the different two levels are infpu further research within work package 3 of the
Gradient-project. These factors are input for disan in focus groups.
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7.Discussion

This literature review on causes of an unintendtdrdntial impact of public health policies hashe
undertaken as step 1 in the work of WorkpackagketBeoEC project Tackling the Gradient: Applying
Public Health Policies to Effectively Reduce Hedithqualities amongst Families and Children.
Researchers from the Netherlands institute forthgabmotion (NIGZ) took the lead in this work
with contributions of researchers from Sweden, Bpazech and Eurohealth net.

With respect to tackling the health gradient, siMrses have been found. These results didn’t show
hard evidence on the health gradient. Howevernbding also sources focusing on the effects ef th
determinants of health inequalities, interestirfgrimation has been found. These results also didn’t
gave a lot of hard evidence, but they gave leadfifther research in the next stage of the work of
Work Package 3.

Through the process it turned out to be difficaltMork with the concept of the Health Gradient &md
find sufficient scientific sources Besides, theiessf the concept of Health Gradient and inclusiod
exclusion criteria, there are some other pointglfscussions:

- During the research, we could find a lot more ieting policies and interventions on health
inequalities, however most of them have not beeduated (process neither effect). A lot of
policies and interventions which are evaluated nateevaluated on the impact on the Gradient.
Mostly they were evaluated on the effect on heakigualities. However, there was a lack of
long term evaluations. Besides that the qualitthefevidence is limited.

- To select the literature we used an online andlysle which was based on the policy grid.
Because of this tool, we could involve the othetrpas in our research on an equal basis. The
other side of such a tool is less control on tredya®s and the content of the information
filtered.

- Also because of the discussion points mentionegieglibe quality of the findings was different
and sometimes hard to compare.

Overall we have tried to balance between an acadepgiroach and a pragmatic approach. Which led
to a review that gave enough information and redoltead us to the next steps in Work Package 3.
In the next steps, project leaders and policy nakdi be interviewed and focus groups with the
target group will be arranged in order to get mordepth information on the success factors and
barriers on the uptake and/or impact of varioubljpunealth)policies. Results from this review will
be very worthwhile input for the interview guidedatine focus group discussions and will be taken
forward in this next stage. For example, the recemation, as mentioned in the Marmot report
(2010), that to reduce the steepness of the sg@dient in health, actions must be universal witht

a scale and intensity, that is proportionate tdekel of disadvantage is a lead which is worthe/td
be further investigated through interviews andoicus groups. Information on individual factors for
the uptake of policies/interventions could be intant input for decisions with respect to scale,
intensity etc. of universal policies. Outcomesh# interviews and focus groups in combination with
the results from this review will be publishedfz beginning of January 2011 in a report on the
analysis of differential uptake and success faaatsbarriers for effective uptake.
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Appendix 1: Glossary

Health

Health is a state of complete physical, mentalsowial well-being, and not merely the absence of
disease or infirmity.

Health is a resource for everyday life, not thesobpf living and is a positive concept emphasizing
social and personal resources as well as physapalotties.

Reference: Health Promotion Glossary, WHO, 199&ridkom Ottawa Charter for Health Promotion. WHOn8e, 1986

Health Determinant
A health determinant is a force or element thacff health, either positively or negatively. Heddt
determined by both intrinsic forces, such as gesghiehaviour, culture, habits and lifestyles, and
extrinsic forces such as preventative, curativemodhotional aspects of the health sector, asaeell
elements outside the health sector including:

eEconomic factors, such as trade

eSocial factors, such as poverty

eEnvironmental factors, such as climate change

eTechnological factors, such as information techgglo

Reference: EC Expert Group on Social Determinantdeadth Inequalities. Health Inequalities Gloss&gckground
document, 7 May 2007

Health (or Social) Gradient

The association between socioeconomic positiorhaatth across the whole population.

Reference: PAHO/WHO self-instructional course oriaateterminants of health

In whatever way health is measured, there tentis engradient on which the most socially and
economically advantaged group have better healliwaati-being, and lower rates of iliness and death
than disadvantaged groups. In western societiesttape of the gradient tends to be relatively $moo
with mortality and morbidity increasing, and sedported health and well-being decreasing steadily a
social disadvantage increases. Over time, the gnads a whole tends to shift upwards because
overall the health of most groups is improving. Heer, the degree and rate of improvement tend to
be greater in higher social groupings, meaningrelative differences, and therefore the degree of
inequities and inequalities, also tend to increase.

Adapted from NICE — PUBLIC HEALTH GUIDANCE

The gradient strategy involves comprehensive effiotended to impact on the health of the entire
population, including groups in different sociabsa. Some examples are actions against violergte an
traffic accidents, the improvement of work condisaand areas (smoking), or the fight to improve
environmental conditions. In general, these efforéy be more costly and take longer, making it
impossible to monitor health outcomes in the shant

Reference: PAHO/WHO self-instructional course oriaateterminants of health

Social Gradient Gradient in Health Inequalities

Gradient of Risk Health Gradient

Health Inequalities

Health inequalities are measurable differencesaith experience and health outcomes between
different population groups — according to socioexoic status, geographical area, age, disability,
gender or ethnic group. Inequality is about objectifferences between groups and individuals
measurable by mortality and morbidity.
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Reference: DETERMINE project, 2007; taken from Wheiadh M. The concepts and principles of equity aradthe
Copenhagen, WHO Regional Office for Europe, 1990

Or/and

Differences in health status or in the distributidrihealth determinants between different popuhatio
groups. For example, differences in mobility betweklerly people and younger populations or
differences in mortality rates between people fobfferent social classes. It is important to
distinguish between inequality in health and ingqusome health inequalities are attributable to
biological variations or free choice and othersatabutable to the external environment and
conditions mainly outside the control of the indivals concerned. In the first case it may be
impossible or ethically or ideologically unacceptato change the health determinants and so the
health inequalities are unavoidable. In the secthreduneven distribution may be unnecessary and
avoidable as well as unjust and unfair, so thatéalting health inequalities also lead to inegirit
health.

Reference: EC Expert Group on Social DeterminantsHeadth Inequalities. Health Inequalities Gloss&gckground
document, 7 May 2007; taken from HIA Glossary. Assal at http://www.who.int/hia/about/glos/en/intixl

(Public) Health Policy

A formal statement or procedure within institutignstably government) which defines priorities and
the parameters for action in response to healthdeeavailable resources and other political
pressures.

Reference: Health Promotion Glossary, WHO, 1998

Or/and

Health policy is often enacted through legislat@mrother forms of rule-making which define
regulations and incentives which enable the provigif health services and programs, and access to
those services and programs.

Reference: EC Expert Group on Social Determinantd-eadth Inequalities. Health Inequalities Gloss&gckground
document, 7 May 2007; taken from European Obsenyato Health Systems and Policies Glossary. Acckate
http://www.euro.who.int/observatory/glossary/toppag

And:

Given the fact that “a high level of health protext ought to be secured “in all EU policies” (452
EC Treaty) and given that the EU’s Health Stratiegy2008-2013, “Together for Health”, aims to
strengthen the integration of health concerndifing use of Impact Assessment and evaluation
tools) into all policies at Community, Member Statel regional levels, we consider as public health
policy, any public policy, originating from any lelor government or any department of that level of
government, which influencé€&IMS TO INFLUENCE})he population’s health.

In addition, we define a “traditional public heafiblicy” as a health policy originating from the
“health department” at the relevant level of goveent.

Public Health

The science and art of promoting health, preverdisgase, and prolonging life through the organized
efforts of society.

Reference: Health Promotion Glossary, WHO, 1998ptathfrom the “Acheson Report”, London, 1988

Differential impact
Definition will follow on website in glossary

Differential uptake
Definition will follow on website in glossary.
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Socio-Economic Group (See also Socio-Economic Stator S.E.S)

Socio-economic status (SES) is a term that descahéndividual or family’s relative position in
society. This relative position is operationallyfided by indicators such as educational attainment,
occupation, income and house or car ownership.ela@sables are therefore considered to provide a
good indication of the likelihood that they will b&posed to health damaging factors or possess
particular health enhancing resources.

Reference: Glossary for the DETERMINE project, 2G@Ken from Lynch J and Kaplan G. Socioeconomictfmosiln:
Berkman L and Kawachi | (edsSpcial EpidemiologyOxford University Press, 2000

Description of a person’s position in society whitdes criteria such as income, level of education
achieved, occupation, value of property owned etc.

Reference: EC Expert Group on Social Determinantd-eadth Inequalities. Health Inequalities Gloss&gckground
document, 7 May 2007; taken from National Institotélealth and Clinical Excellence. Public Healtle&tonic Library.
Accessed dnttp://www.phel.gov.uk/glossary/glossary.asp
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Appendix 2: Search terms

In order to develop consistency in method and $estrategy within the GRADIENT, search terms
are based on the review of Davies e.a. in WP2 lamavork plan of WP4. To identify the differential
impact of health policies in several age segmeittimthe population of children (and their famil)e

it is necessary to identify differential effectspaflicies and interventions on certain SES grouyus a
age groups within a population. Therefore the pitsise of the literature search focused on
evaluations of the differential effect of policiasd interventions. If there was little literatureadable

on the differential effects, studies about effextsieterminants of health where searched and sorted
by effects on determinants of health across diffeage and SES groups.

The search terms are described in the table b&owone describes the more general search terms on
policies tackling the health gradient. For eachrcdeerm from box one, search terms from box two

will be added. Further specification and limitatioifindings takes place by adding search termsfro
box three and/or four. The boxes below are jusbéatb find the literature in a systematic way. It
depends on the language and the findings in whaphyeu have to combine the search terms.

Table 1: search terms

Box 1:

Box 2: health

Box 3: target population

Box 4 : hdéh

D.

conseqguences determinants
Impact, Health gradient, Children and families Social determinants of
Differential impact Social gradient health
Effect, Health inequality* Family, Reasons,
Differential effect Health inequity* Young families Causes
Effectiveness (Public)Health policigsChild: Economical determinants:
Health equity polic* Early childhood, income,
Middle childhood, poverty,
Adolescence, (un)employment,
Young adults,
School aged children,
young people,
infants antenatal, prenatal
postnatal,
newborns, toddlers,
preschoolers,
puberty,
pregnant women,
pregnancy....
Evaluat* Public health Socio-economic group, | Cultural determinants:
Socio- economic status, | customs,
S.E.S. traditions,
Social class, beliefs,
social group, religion

social status, occupational
class, educational
attainment,

parents’ education, parent

w‘.

occupation,
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Box 1: Box 2: health Box 3: target population Box 4 : hdgh
consequences determinants
Uptake Polic* , Psycho-social

Differential uptake

Social welfare policy,
Welfare state regime

determinants:
(social) status,
(social) support,
(supportive) networks,
(social) networks
(social) relations*,
(social) cohesion,
(social) capital
(Social) exclusion,
(social )isolation,
(social) participation,
(social) engagement,
stigmatization,
discrimination,
racism,

education,

training,

coping skills

job insecurity,
psychosocial stress,
resilience

(Environmental
determinant:)
Environment,
Physical environment,
Built environment,
Green space,

Nature,

Housing,
Neighbourhoods,

Monitoring,
Assessment

(Behavioural
determinants:)
exercise,

physical (in)activity,
leisure activities,
hobbies,

recreation,

bicycling,

cycling,

pedestrians, walking
sidewalks,

sports

Food

(un)healthy food,
5-a day

feeding behaviour, food
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Box 1:
consequences

Box 2: health

Box 3: target population

Box 4 : hd#éh
determinants

habits,

food labelling.
food preferences.
fruit and vegetable
consumption,
fruits,

vegetables,
nutrition

Alcohol,

alcohol abuse,
Smoking,

smoking cessation

As described before, the first phase of the litgmtsearch will focus on the differential impactian
uptake of (health) policies. If necessary searainddrom box 2, 3 and 4 will be added. In box 4

determinants of health are described. Those terihbevadded to the search if required. When there

are little evaluation studies available on theatihtial impact of health policy and interventiotie

search will focus on effects of policies and intartions on health determinants. As described in the
objectives of WP3 the search can be limited to esocal determinants, psycho-social determinants

and cultural determinants. If we focus on thesmseonly, we exclude for example literature about
policies concerning improvement of living conditipraccessibility and effectiveness of healthcare.

On the other hand the literature search is morgddrand probably more realistic in time perspetiv

The NIGZ project team suggests to decide on thés #ie first broad search. We will first find out
what could be find and then decide where to focus o
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Appendix 3: Gradient analyse grid

An overall framework/grid (draft) is developed wihembers of the different Work Packages withinGiRRADIENT (see Appendix 2). The framework
gives insight in the (possible) differential uptad (possible) effect of different types of (hepfiolicies aimed at different age segments ofdcéi and

their families, within the societal context. Theisbal context shows possible trends, news, dembgraconomy, culture (eg. concepts of health)tipsl
(eg. welfare state type) which may effect the uptakd impact of (health) policies.

Every Work Package within the GRADIENT will focua a different part of the framework (Gradient Ppligrid). Work Package 3 focuses on the
differential impact/outcome of (health) policiegiwrespect to the health gradient. When posshdectfects will be sorted by determinants of heditie
framework of WP3 will show which (type of ) polisidave positive or negative effects on the healhignt. It also shows the policies which are divec
on certain age segments and SES groups. Wherdlggdaither relevant information about the sodietantext will be taken into account (see Gradient
Policy Grid). We expect this combination of infortioa- type of policies, positive/negative effecdge segments- will lead us to a selection of heumitities
with a differential impact and hypothesis for tlases of the differential impact. The type of geBowith effects across the life course are sefeitteliscuss
in focusgroups, the next fase of this review. itier selection is necessary experts are consWeen possible, results from WP2 (indicators faleation)
are used to select the effective policies for farttiscussion.
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Appendix 4: Online analyse tool

“GRADIENT-project WP3”

1 Reference Open vraag
Please fill in te literature reference; authors, title, source, place, organisation, (groot)
date, (e-link and access date)

2 Reference type Multi-level
vraag

> Systematic review
r Review

O Grey literature

) Scientific resource
O Study

) Grey literature

) Scientific resource
Cr Published expert opinion
O Other...

How relevant is this policy or intervention (or source) considering the Slidervraag
differential impact on the health gradient across different SES groups and age

groups of children (and their families)?

Please use the slider to specify how relevant the policy or intervention is in

your opinion. On the left means it is total irrelevant, on the right is total

relevant.

¥ irrelevant
r relevant

4 Name of policy or intervention/title of relevant source Open vraag
(groot)

5 Describe the intervention or policy (or the relevant information) in a few Open vraag
sentences. (groot)




6 What is the aim of the intervention or policy (or other instruments)? Vinkvraag

Think of the overall aim of the policy or intervention (or the relevant (multi
information). response)

[] Reducing health inequalities

[ Improving health of risk groups

[T Improving health of deprived groups
['1 Tackling health inequalities

[] Tackling the healh gradient

[ Other...

7 What is the target population? Multi-level

vraag

> Children
[1 -9 mth -0 yrs (pregnancy)
[1 0-5 yrs (early childhood)
[1 6-11 yrs (middle childhood)
[1 12-18 yrs (adolescence)
[1 19-29 yrs (young adulthood)
[] Other..

) Families
> Family member(s)
> Schools

) Leisure activities
> General population

(> Other...
8 What type of instument is used? Multi-level
vraag
Cr Policy
["1 Improvement of socio economic position
[] Education
L] Income
[T Working class
[T Other...



[T Improvement of participation in society
O Financial support for prelimenary schools
© Financial support for sport- and leisure actigtie
© Other...

[1 Improvement of living conditions

[T Improvement of acces of health care

["1 Improvement of effect of health care
O Intervention

L1 Improving education

[T Improving of income

[1 Improving lifestyle

[1 Improving of living conditions

L1 Improving participation in society

["1 Improving access to health care

[1 Improving effectiveness of health care

[] Other...
> Other...

9 Which type of policy or intervention is used? Multi-level

vraag

[] Health/non-health
["1 Health policy or intervention
['1 Other policy or intervention

[ Universal/targeted
2 Universal
0 Targeted
['1 Direct/indirect
['1 Directly aimed at children
] Directly aimed on families as a whole
['1 Indirectly via family members
[ Indirectly via school
[T Indirectly via leisure activities

[ ] other...

[] Other...




10 What is the policy or intervention level? Vraag

(single
response)
O EU
©r National [>> 11. Which country carried out thidipy or...]
> Regional
O Local
> Other...

1 1 Which country carried out this policy or intervention ? Vinkvraag
(multi

response)

Vraagvoorwaarde Vraag 10.0

actief (What is the policy or intervention level?)
Antwoord WEL gegeverNational.
Indien niet voldaan spring naar: 0. Volgende vraag

[] Sweden

[] Spain

[] Germany

[l France

[] Czech Republic
[l The Netherlands
[0 UK

[T USA

[] Canada

[] Australia

[ Other..

12 In which way is the policy or intervention implemented? Vraag

(single
response)

r Upstream (bottum up)

> Midstream

> Downstream (bottum down)
O Other..

13 What is the method of evaluation?

Describe in a few sentences in which way the policy or intervention is




evaluated. Think of qualitive/quantitive research, experimental etc.

14 What is the impact/outcome of the policy?

[1 Immediate: health literacy, social support, lawes, finances
[1 Health literacy
['1 Social support
[1 Law/rules
[l Finance
[] Intermediate: effect on health indicators
['1 Economical indicators
© Poverty
) Income
O (Un)employment
© Other...
[] Cultural indicators
O Customs
O Traditions
© Beliefs
2 Religion
O Other...
['] Psycho-social indicators
 Education
2 Social status
) Social support
© Psycho social stress
© Other...
['] Long term: equity in health, health gradient
O Tackling health inequalities
0 Tackling the health gradient
) Improving the deprived health of groups at risk
['] No known effects
[] Not evaluated
[1 Other...

15 Describe the differential impact of the policy or intervention.




1 6 What is the level of evidence?
Level of evidence for articles about effectiveness of interventions (or in this

case policies:
A1l Systematic reviews of at least two studies of A2 level, where the results of
the primary studies are consistent;
A2 Randomized clinical controlled trials of good quality and size (randomized,
double blind, controlled);
B Randomized clinical controlled trials of low quality or insufficient size, or
other similar research (quasi-experimental)
C Non-comparative study (remeasurement in a single group);
D Expert opinion, for example out of focus group discussions

Level of evidence:

* * * * Based on at least one review of Al-level, or at least two independent
studies carried out on A-level.

***Based on one study of A2-level, or at least two independently carried out
studies of level B

** Based on one study of level b, or c.

* Published opinion of experts or opinion from, for example, focus group
discussions.

O. *kkk

() *kx

() **

O. *
 Other...

17 Which proces indicators (might have) influenced the impact/outcome?
Those indicators are possible confounders, succesfactors or barriers which

Vraag
(single
response)

may affect the differential impact on the health gradient.

[] Systematic approach

[] Use of mixed methods

[1 Intelligent use of (epidemiological) data
[] Intersectoral collaboration

[T Participation/empowernment of target group
[] Leadership

[] Managerial and governmental support
[] Expertise

[T Continuity

[] Ownership

[ Accesibility

[] Sensitive to diversity



[] Other..

Contextual factors Tussenpagina
Please answer the following questions about the contextual factors what
may influence the differential impact.

In which continent is the policy or intervention carried out? Vinkvraag

(multi
response)

[T Europe

[l North America

[] Oceania

[] Not clear

['1 Other..

20 What concept of health is relevant for the policy or intervention in this Vinkvraag
country or continent? (multi
response)

['] Salutogenic
['] Holistic

["1 Not clear
[ 1 other..

2 1 In what type of political system is the policy or intervention carried out? Vinkvraag
(multi

response)

[] Liberal
['] Corporatist

[ ] social Democratic
[] Not clear

[ 1 other..




22 Other information..

If there is other information what you think is relevant for the literature
review. Please feel free to describe this information over here.
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