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1. Summary 

“This structured evidence review identifies six critical features of 
socioeconomic policies that improve health: multi-component design, 
sustained intensity and duration, context-sensitive delivery, workforce 

capacity and implementation quality, delivery infrastructure and financial 
sustainability, and embedded learning and political coherence.” 

This structured evidence review provides a comprehensive synthesis of the evidence on how socioeconomic policies 

shape health outcomes, with a focus on informing UK local and regional economic strategies and devolution policy. 

Drawing on 144 studies from high-income countries, it establishes that population health is profoundly influenced 

not only by healthcare or individual behaviour, but also by the structural conditions created by economic policy.  

These studies include a mix of national, regional, and local policy interventions. Within the context of an evolving 

devolution agenda in both England and the devolved nations, approaches to improving health though economic 

development should be considered as part of efforts to improve partnership and coherence across tiers of the state. 

This is explored in more detail in policy report based on this review.  

The review employs a robust search methodology, combining structured searches across academic and grey 

literature with multi-stage screening, quality appraisal, risk-of-bias assessment, and a novel UK-specific 

transferability framework. Studies were assessed for methodological rigour, relevance to policy, and external 

validity, ensuring that only evidence of sufficient credibility and applicability informed the final synthesis. Equity 

impacts, implementation features, and causal mechanisms were systematically coded across policy domains, 

allowing for nuanced, policy-relevant insights grounded in strong empirical foundations.  

This structured evidence review identifies six critical features of socioeconomic policies that improve health: multi-

component design, sustained intensity and duration, context-sensitive delivery, workforce capacity and 

implementation quality, delivery infrastructure and financial sustainability, and embedded learning and political 

coherence. Interventions that combine complementary services—such as housing, employment, and education—

consistently outperform fragmented or single-focus efforts. This reflects the importance of multi-component design, 

where different elements interact to address structural disadvantages holistically. These programmes are most 

effective when delivered with sustained intensity and duration, often requiring a minimum engagement period (e.g. 

6–36 months) to generate measurable health improvements. Success also depends on models that support context-

sensitive delivery, balancing fidelity to core principles with flexibility to meet the needs of specific places and 

populations. When interventions are delivered by qualified staff—such as nurses, teachers, or social workers—with 

proper support and supervision, they benefit from strong workforce capacity and implementation quality. 

Integration into existing systems and services further enhances outcomes, particularly when backed by delivery 

infrastructure and financial sustainability, including secure, multi-year funding. 

However, even well-intentioned programmes can produce limited or negative effects if these core features are 

absent. Weak implementation, underinvestment in workforce training, or misalignment with local context can 

undermine effectiveness or exacerbate inequalities. Programmes that are not tailored to local governance 

structures, economic conditions, or population characteristics may fail to engage those most in need. This highlights 

the importance of context-sensitive delivery and the risks of one-size-fits-all approaches. To remain effective over 
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time, interventions must incorporate embedded learning and political coherence—that is, systems for real-time 

monitoring, evaluation, and adaptation, supported by sustained political will and coordination across policy areas 

and levels of government. These six features, when embedded together, help ensure that socioeconomic 

interventions not only deliver better health outcomes but also maximise public value and reduce long-standing 

health inequalities. 

Despite the review’s wide scope, significant evidence gaps persist. Migrants, disabled persons, and many minority-

ethnic communities remain conspicuously underrepresented, and context-blind interventions risk entrenching—or 

even amplifying—existing inequities. Long-term data on health and economic outcomes are sparse, and formal cost-

effectiveness analyses are rare, weakening the fiscal case for preventive investment. Key policy domains central to 

tackling contemporary challenges—industrial strategy, low-carbon transitions, and spatial planning—have yet to be 

systematically appraised for their health implications. Most critically, the political and institutional conditions that 

enable adoption, scaling, and sustainability are under-theorised and empirically thin. 

“…the review highlights clear opportunities for subnational leaders—
particularly within England’s evolving devolution settlement—to embed 

health considerations into economic strategy.” 

Notwithstanding these gaps, the review highlights clear opportunities for subnational leaders—particularly within 

England’s evolving devolution settlement—to embed health considerations into economic strategy. It offers three 

principal contributions: first, a cross-cutting synthesis of international and UK evidence; second, an articulation of 

the conditions under which socioeconomic interventions deliver the greatest health dividends; and third, an 

empirical foundation for developing an actionable framework for integrating health into economic policymaking at 

local and regional government levels. As mayoral strategic authorities assume broader economic powers with the 

deepening and widening of devolution, these findings provide a timely, evidence-based foundation for designing 

inclusive growth strategies that actively improve population health.  

1.1. Structure of the Paper 
This review is structured into eight main sections, each serving a distinct purpose in addressing the research 

question. 

• Section 2: Introduction outlines the rationale for the review and situates the research question within the 

wider policy and academic context. 

• Section 3: Methodology describes the structured approach employed to identify, appraise, and synthesise 

the evidence.  

• Section 4: Findings presents the results of the review. It begins with a descriptive overview of included 

studies, summarising their methodological characteristics, assessed quality, and relevance to the UK 

context. Detailed analysis is subsequently provided for each thematic policy domain. 

• Section 5: Discussion synthesises the cross-cutting findings from the evidence base, identifying common 

features of effective interventions for improving health. This section also includes a dedicated analysis of 

equity impacts and the distributional consequences of different policy approaches. 
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• Section 6: Leveraging the UK Evidence Base draws on the subset of UK-based studies to explore their 

policy relevance in light of current institutional and political developments, including devolution and public 

service reform. 

• Section 7: Strengths and Limitations critically assesses the strengths and limitations of both the included 

evidence and the review process itself, reflecting on implications for interpretation, generalisability, and 

future research. 

• Section 8: Conclusion synthesises the overarching insights from the review and highlights its contributions 

to understanding the relationship between socioeconomic policy and health 
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2. Introduction 

2.1. Context and Policy Rationale 

“This disconnect between evidence and practice represents both a critical 
knowledge gap and an opportunity for more intentional, integrated 

policymaking that recognises health…”  

Rising levels of long-term sickness have become the leading cause of economic inactivity in the UK, representing not 

merely a public health challenge but a fundamental constraint on growth, productivity, and fiscal sustainability 

(Office for National Statistics, 2023). The Office for Budget Responsibility has identified poor health as one of the 

largest long-term fiscal risks, estimating that improving health outcomes could substantially reduce the national 

debt burden, which is projected to rise to 270% of gross domestic product (GDP) by the mid-2070s based on current 

policy and the latest demographic projections (Office for Budget Responsibility, 2024a; Office for Budget 

Responsibility, 2024b). This marks a paradigm shift: population health is increasingly understood as a core driver of 

economic prosperity, not just a social good. 

Social determinants of health—the conditions in which people are born, grow, live, work, and age—shape health 

outcomes more powerfully than healthcare services alone (Wilkinson and Marmot, 2003). Economic policies 

influence health through multiple pathways by shaping the distribution of resources, opportunities, and living 

conditions. Local and regional policy levers, from employment programmes to infrastructure investments, create 

conditions that either support or undermine population health, with differential impacts across social groups. 

Yet despite this evidence that socioeconomic factors are primary drivers of population health, our knowledge of 

how socioeconomic policy design and implementation can incorporate health considerations or trace the causal 

pathways from interventions to health outcomes and inequalities remains limited. This disconnect between 

evidence and practice represents both a critical knowledge gap and an opportunity for more intentional, integrated 

policymaking that recognises health as both an input to and an outcome of economic prosperity. 

The UK’s evolving governance landscape presents unique opportunities and challenges for integrating health and 

economic policy. Since 2014, devolution has granted strategic authorities and metro mayors increasing control over 

skills, transport, housing, and economic development. The 2024 English Devolution White Paper signalled a step-

change in ambition, with the government committing to universal coverage of strategic authorities across England, 

preferably led by elected mayors (Ministry of Housing, Communities and Local Government, 2024). This expansion 

of devolved powers creates new opportunities for place-based approaches that can align economic strategy with 

health outcomes at scale. 

As devolution expands local control over economic levers, understanding how to harness these powers for health 

improvement is crucial. We need stronger evidence on which economic development interventions most effectively 

prevent health problems, through what mechanisms, and under what conditions. This evidence review addresses 

these gaps by synthesising existing literature to provide the comprehensive evidence base necessary for designing 

policies and interventions that achieve their primary objectives while also reducing  health inequalities and/or  

maximising health benefits. 
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2.2. Objectives and Research Questions 

This structured evidence review aims to provide a grounding for understanding the benefits of taking action to 

improve health through economic development policies and the conditions under which such policies are most 

effective. The policy implications of this research will be explored in a subsequent report.  

The primary research question relates to how local and regional economic interventions affect health outcomes. 

Due to the limited international evidence available on local economic development specifically and the significance 

of broader economic factors in determining health outcomes, our review takes a wider perspective in considering 

socioeconomic policies more broadly. We then consider a set of interlinked secondary questions designed to 

generate actionable insights for improving health and reducing health inequalities through socioeconomic policy. 

We consider housing, labour market, community infrastructure and regeneration and transport policies as being 

closely relevant to economic development and include domains such as early years support, welfare and fiscal policy 

as broader socioeconomic policies that influence health through multiple pathways. Population health outcomes 

include mortality, morbidity, mental wellbeing, health behaviours, and their distribution across social groups. 

Primary question: 

How do economic development interventions and broader socioeconomic policies influence population health 

outcomes? 

Secondary questions: 

Policy effectiveness: 

Which types of economic policies are most consistently linked to better health outcomes? This assesses the strength 

and consistency of associations across policy domains and their comparative effectiveness. 

Causal mechanisms: 

Through which pathways do policies affect physical and mental health, behaviours, and health equity? We consider 

material (e.g. income, housing), psychosocial (e.g. stress, control), environmental, behavioural, and service access 

pathways. 

Contextual conditions: 

Under what geographic, demographic, institutional, and cultural conditions are these policies most effective? This 

includes spatial inequalities, population characteristics, governance, welfare regimes, social capital, and labour 

market conditions. Where are examples of good practice in the UK? 

Implementation factors: 

What features shape policy success or failure? We examine targeting, delivery, fidelity, resources, partnerships, and 

alignment with existing systems. 

Equity impacts: 

How do effects vary across population groups? We explore differential outcomes by socioeconomic status, ethnicity, 

gender, age, disability, and geography—comparing universal and targeted approaches and identifying equity-

promoting features. 

Evidence gaps:  

What are the strengths and limitations of the existing evidence on economic development and health in the UK? 
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3. Methodology 

3.1. Core Definitions 

To address our primary research question—How do economic development and broader socioeconomic policies 

influence population health outcomes?—we adopt comprehensive operational definitions that capture the breadth 

of policy levers and health impacts relevant to local, regional, and national decision-makers. The policies considered 

generate health consequences through multiple pathways although they may not be defined with health in mind. 

Economic development policy is defined as strategic public action to enhance a region’s economic capacity through 

investment, innovation, infrastructure, and skills, with the aim of improving productivity, employment, and long-

term wellbeing. For the purposes of this paper we consider housing, regeneration, community infrastructure, and 

labour market programmes to be economic development interventions.  

Socioeconomic policy is defined as governmental interventions designed to influence economic conditions. While 

socioeconomic policies will include economic development policies, for the purpose of this paper, we consider 

welfare, early years and family support, and fiscal measures  to be relevant socioeconomic measures for population 

health improvement not ordinarily captured by ‘economic development’. For detailed classification of policy 

domains and sub-domains and example interventions, see Figure 1: Policy Domain Taxonomy. 

 

Figure 1. Policy Domain Taxonomy 
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Health outcomes are conceptualised across six interconnected dimensions, reflecting both direct health indicators 

and the broader determinants through which policy interventions exert influence. Physical health refers to 

objectively measurable health states, including all-cause and cause-specific mortality, morbidity (such as disease 

incidence, prevalence, and multi-morbidity), clinical biomarkers (e.g. blood pressure, cholesterol, body mass index, 

inflammatory markers), and functional status (such as disability prevalence, work capacity, and ability to perform 

activities of daily living). Mental health and wellbeing encompasses both clinical and subclinical outcomes, including 

diagnosed mental health conditions (e.g. depression, anxiety disorders), psychological wellbeing (life satisfaction, 

flourishing, positive affect), stress-related outcomes (perceived stress, burnout, dysregulated cortisol), and cognitive 

function across the life course. Health behaviours serve as both outcomes and mediators in the relationship 

between policy and health. These include substance use (tobacco, alcohol, illicit drugs), physical activity (levels of 

activity, sedentary behaviour, active travel), and dietary behaviours (nutritional quality, consumption of processed 

or high-fat foods, and food insecurity). Health equity addresses the distribution of health outcomes and access to 

health-promoting resources across population groups. This includes disparities by socioeconomic status, geography, 

ethnicity, gender, and other structural and demographic characteristics. Child health is treated as a distinct 

dimension, capturing indicators of physical and mental health, early developmental outcomes, and cognitive 

function in infancy, childhood, and adolescence. This may include birth weight, early life morbidity, emotional and 

behavioural difficulties, and school readiness or attainment as proxy indicators of developmental health. Mortality is 

defined as death from any cause (all-cause mortality) or from specific causes (cause-specific mortality), serving as an 

ultimate health outcome and an integrative indicator of population health over time. 

 

3.2. Screening to Synthesis Framework 

Our structured evidence review employs a five-stage screening process with progressive assessment criteria and 

defined stopping points (Figure 2). Following initial screening for basic eligibility (Stage 1), studies undergo full text 

assessment against detailed inclusion criteria (Stage 2). Those meeting inclusion criteria are evaluated using the 

quality framework across three dimensions—credibility, methodology, and relevance—with minimum scores of 3.0 

required for progression (Stage 3). External validity assessment examines UK transferability across four factors, 

requiring scores above 3.0 (Stage 4). Studies meeting all thresholds proceed to comprehensive data extraction and 

synthesis (Stage 5). For the number of records identified, included and excluded, and the reasons for exclusions see 

the PRISMA 2020 flow diagram included in the appendix to this report. 
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Figure 2. Structured Review Methodology—Screening to Synthesis Framework 

 

3.3. Search Strategy and Selection 

We searched three academic databases (PubMed, EBSCO Academic Search Complete, Google Scholar) and grey 

literature sources—information published outside traditional channels—to capture both peer-reviewed evidence 

and policy evaluations. Search terms were developed through concept mapping and pilot testing; also, see the 

search strategy development process in Appendix: Search Strategy), employing four concept blocks connected by 

‘AND’ operators: 1) economic/fiscal/public policy terms; 2) health outcomes across physical, mental, behavioural, 

mortalityand equity dimensions; 3) specific policy domains; and 4) evaluation terms. Within blocks, ‘OR’ operators 

and truncation captured term variations (full search string in Appendix: Search Strategy). Searches covered January 

1990 to May 2025 with English-language restrictions. Following initial searches, we refined strategies based on 

relevance and conducted snowballing through reference lists and forward citations.  

Study selection followed predefined eligibility criteria (Figure 3: Inclusion/Exclusion Criteria). Key exclusions at this 

stage comprised studies without any explicit interventions, studies measuring only economic outcomes, and non-

empirical publications.  
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Figure 3. Inclusion/Exclusion Criteria 

 

3.4. Quality, Transferability, and Risk-of-bias Assessment  

Quality assessment was carried out by researchers and employed a three-dimensional framework (Figure 4: Quality 

Assessment) scoring credibility, methodology, and relevance from 1–5. Credibility captured source quality and 

transparency, and methodology assessed design appropriateness and analytical rigour, while relevance evaluated 

the policy–health linkage and UK applicability. Studies required scores ≥3 across all dimensions to progress. 

Risk of bias was assessed across all included studies using standardised criteria evaluating key bias domains: 

selection bias, confounding, measurement bias, attrition bias, and reporting bias. Studies were categorised as low 

risk (appropriate controls for confounding, transparent methodology, minimal attrition), moderate risk (some 

methodological limitations but acceptable overall), high risk (serious flaws that substantially limit validity), or 

unclear risk (insufficient information to assess bias). 
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Figure 4. Quality Assessment 

External validity assessment examined four transferability factors: geographic context, demographic 

representativeness, policy environment fit, and cultural sensitivity. Each factor was scored 1–5, with studies 

averaging a score of less than 3.0 excluded from the main synthesis but a few retained for supplementary insights. 

(See Figure 5: Transferability Assessment for more detail.) 
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Figure 5. Transferability assessment 

3.5. Data Extraction and Synthesis Methods 

Data extraction used a standardised template, capturing study characteristics, intervention details, outcomes, and 

implementation factors. Coding followed a two-cycle approach combining deductive application of pre-specified 

categories (seven policy domains, health outcome types, mechanism categories, implementation features) with 

inductive identification of emergent themes. This captured both anticipated patterns and unexpected findings 

including cross-domain interactions, novel implementation strategies, and unintended consequences.  

Our narrative synthesis employed standardised language to communicate evidence strength across policy domains 

(Figure 6: Evidence Strength Assessment). We used a four-tier grading system—Strong, Moderate, Limited, and 

Insufficient—to guide how we reported findings and framed conclusions.  
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Figure 6.  Evidence Strength Assessment 
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4. Findings 

4.1. Overview of Findings  

Study Characteristics 

This structured evidence review included 144 studies examining the health impacts of economic policies. The 

evidence base reflected substantial methodological diversity. Evidence synthesis studies—including systematic 

reviews and meta-analyses—formed the largest category (53 studies, 36.8%), highlighting the accumulation of 

aggregated knowledge in this field. Quasi-experimental designs accounted for 40 studies (27.7%) followed by 

randomised experiments (23 studies, 15.9%) and observational or analytical studies (12 studies, 8%). Additional 

study types included mixed methods (6 studies, 4%), descriptive studies (2 studies, 1%), and economic or policy 

evaluations (8 studies, 5.5%). Together, experimental and quasi-experimental designs comprised 44% of the 

evidence base, providing strong foundations for causal inference. Meanwhile, the prevalence of synthesis studies 

ensures that findings are informed by wide-ranging primary research.  

The temporal distribution of studies spans over three decades (1990–2025), with the majority published from 2006 

onwards. The largest share came from 2011–2015 (43 studies, 29.9%), followed by 2006–2010 (34 studies, 23.6%) 

and 2016–2020 (29 studies, 20.1%). Earlier periods were less represented, with 2001–2005 accounting for 21 studies 

(14.6%) and 1990–2000 for just 2 studies (1.4%). The most recent period, 2021–2025, contributed 15 studies 

(10.4%), reflecting a slight decline in recent publications relative to the preceding decade. 

Geographic Coverage and Transferability 

The evidence base remained concentrated in high-income countries. Of the 144 included studies, 99 (68.8%) were 

single-country analyses, while the remaining 45 (31.3%) were multi-country studies. The United States was the most 

frequently studied country, with 49 single-country studies, followed by the United Kingdom, with 29 single-country 

studies and 66 studies overall including UK data. Other countries featured in single-country studies included Spain 

(5), Denmark (3), Italy (2), Norway (2), Germany (2), and one study each from Mexico, Australia, New Zealand, Brazil, 

Netherlands, Finland, and Canada. The UK featured in 66 studies (45.8%) in total. 

Transferability, assessed across four external validity dimensions, averaged 3.78 overall. Scores were relatively 

consistent across dimensions: policy environment fit (3.73), geographic relevance (3.78), cultural sensitivity (3.79), 

and demographic fit (3.80). 

Quality and Risk of Bias 

Studies demonstrated strong credibility (mean score 4.73), methodological rigour (4.1), and relevance to economic 

policy and health outcomes (4.46), resulting in an overall quality rating of 4.435.  

A streamlined risk of bias assessment revealed that 89 studies (61.8%) were rated as moderate risk, 52 (36.1%) as 

low risk, and only 3 (2.1%) as high risk.. Low-risk studies typically employed randomised controlled trials or natural 

experiments with robust statistical techniques, representative samples, and strong controls for bias. Moderate-risk 

studies, although generally rigorous, faced common limitations such as reliance on quasi-experimental designs, 

attrition, and confounding in complex policy settings. However, most used mitigation strategies such as propensity 

score matching and fixed effects models. High-risk studies were retained only when offering unique insights into 

under-researched topics, and their findings were interpreted with appropriate caution. 
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Policy Domain Coverage 

The 144 studies addressed eight major policy domains. Reporting by primary domain, early childhood and family 

policy was the most commonly studied (32 studies, 22.2%), followed by regeneration and the built environment (31 

studies, 21.5%) and housing (15 studies, 10.4%). Welfare policy was examined in 15 studies (10.4%), and fiscal policy 

in 20 studies (13.9%). Both community infrastructure and labour market interventions were represented in 13 

studies each (9.0%). The remaining 5 studies (3.5%) fell into an 'Other' category, including research on immigration 

and multiple domains. 
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Note: Positive Evidence: Assigned when there are 1–2 studies showing positive outcomes for the domain in 
question. 
Strong Positive Evidence: Assigned when there are more than 2 positive studies. 
Negative Evidence: Assigned when there are 1–2 studies showing negative outcomes. 
Strong Negative Evidence: Assigned when there are more than 2 negative studies. 
Mixed Evidence: Classified as mixed when positive and negative findings are nearly balanced (e.g. 1:1 or 
2:1 in either direction), but shifts to Positive or Negative when three or more studies clearly outweigh one 
opposing study, with a net score calculated as the difference (e.g. 3–1 = 2). 
 
For more detail on equity-specific outcomes, see the Equity Map (Fig. 8). As there are five dimensions of 
equity considered, the evidence on health equity in this map follows the same logic—if findings are mixed across studies or dimensions, the result 
is classified as Mixed; otherwise, classifications reflect the prevailing direction and strength of evidence. 
 

 

Policy Domain Policy Intervention 
Physical 
Health 

Mental Health 
and Wellbeing 

Child Health Health Equity 
Health-related 
Behaviour 

Mortality 

Housing 

Housing Mobility Programmes             

Housing Quality & Energy Efficiency             

Housing-Led Urban Regeneration             

Supported & Crisis Housing             

Regeneration and Built 
Environment 

Active Travel Infrastructure             

Area-Based Regeneration             

Neighbourhood Design & Walkability             

Neighbourhood Renewal Policies             

Road Infrastructure & Safety             

Urban Green & Blue Space Regeneration             

Urban Planning & Public Infrastructure             

Community Infrastructure 

Arts & Cultural Programmes             

Community Engagement for Health             

Intergenerational Programmes             

Social Identification & Group 
Interventions 

            

Social Prescribing & Volunteer Health 
Promotion 

            

Labour Market Interventions 

Active Labour Market Programmes 
(ALMPs) 

            

Supported Employment & Transitions             

Wage Policy             

Working Time Reduction             

Workplace Health Promotion             

Workplace Participation & Organisation             

Welfare 

Conditional Cash Transfers             

Disability & Unemployment Benefits             

Income Maintenance & Supplements             

Tax Credits & Income Support             

Universal Credit & Conditionality             

Welfare Benefits Advice             

Early Childhood and Family 

Child Maltreatment & Support Systems             

Childcare Affordability             

Community-Based Child Protection             

Early Childhood Education (ECE)             

Family & Relationship Education             

Parental Leave Policies             

Parenting Programmes             

School Nutrition & Food Access             

Fiscal Policy 

Alcohol & Tobacco Taxation             

Combined Food Fiscal Strategies             

Food & Beverage Taxation             

Figure 7. Heatmap of health outcomes by intervention type 

  Positive Evidence 

  Strong Positive Evidence 

  No Evidence 

  Negative Evidence 

  Strong Negative Evidence 

  Mixed Evidence 
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4.2.  Findings by Policy Domain  

This section presents the findings thematically, organised by policy domain. The sequence reflects a practical 

distinction between two broad types of intervention. The first domains—housing, regeneration, community 

infrastructure, and labour market programmes—are more closely associated with economic development policy, 

focusing on the physical, social, and economic conditions of specific places. These interventions often involve 

spatially targeted investment, institutional coordination, and local delivery mechanisms aimed at creating 

opportunity and improving neighbourhood environments. Subsequent sections turn to broader socioeconomic 

policy, including welfare, early years and family support, and fiscal measures. These operate primarily at a system or 

population level, shaping health outcomes through mechanisms such as income protection, service entitlements, 

and life course support, often irrespective of geography, although local and regional governments are often closely 

involved in delivering related services. This ordering reflects the structure of the evidence base and the different 

scales, levers, and pathways through which these policy domains influence health and health inequalities. The 

chapter considers whether there is evidence for positive or negative health impacts within each policy domain. The 

size of the health effect in question is outside the scope of this discussion. 

Housing 

Housing is one of the most well-established levers for improving public health, acting through both direct and 

indirect pathways. While it can be considered within the context regeneration policy, we judge that the large body 

of evidence on housing specifically warrants the more defined focus in this section. Physically, good quality housing 

can reduce exposure to hazards such as cold, damp, injury, and poor air quality. Socially and psychologically, it can 

influence stress, mental wellbeing, social connection, and perceptions of safety. These pathways are particularly 

important for low-income and vulnerable groups, where improvements in housing quality, affordability, and 

neighbourhood environments can have measurable health impacts. 

Upgrading housing conditions—through insulation, heating improvements, and hazard reduction—has repeatedly 

shown health benefits, largely through reduced respiratory illness, improved thermal comfort, and enhanced safety. 

For example, a randomised trial in New Zealand found that retrofitting insulation improved respiratory health, 

reduced school and work absences, and decreased healthcare demand, making it highly cost-effective (Howden-

Chapman et al., 2007). Systematic reviews confirm links between physical upgrades and better respiratory 

outcomes, lower injury rates, and improved quality of life (Thomson et al., 2001; Chang et al., 2004). Energy 

efficiency retrofits can also support health via reduced fuel poverty, although evidence from Barcelona shows that 

impacts may vary across groups—benefitting some, such as older women, while potentially disadvantaging others, 

such as older men (Camprubí et al., 2017). 

Interventions that integrate housing improvements with wider social or health support often have amplified effects. 

Programmes such as Caritas Barcelona, which combined relocation from substandard housing with welfare support, 

improved affordability, living conditions, and mental health (Novoa et al., 2017). Housing First models, as tested in 

the US with chronically ill homeless adults, reduced emergency visits and hospitalisations by addressing both 

housing stability and case management needs (Sadowski et al., 2009). These findings suggest a pathway in which 

housing acts as a platform, enabling access to care, stabilising daily life, and reducing acute health crises. 

Housing mobility policies—enabling moves from high-poverty to lower-poverty areas—illustrate another pathway, 

where the health gains derive less from the physical home itself and more from improved neighbourhood safety, 

amenities, and reduced environmental stressors. Evidence from the US Moving to Opportunity programme and 

other evaluations shows mental health improvements, especially among women and girls, and in some cases 
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reductions in obesity and substance use (Leventhal & Brooks-Gunn, 2003; Kling et al., 2007; Acevedo-Garcia et al., 

2004). Voucher-based schemes - those that distribute funds or support through vouchers for goods or services - for 

specific groups, such as veterans or people with HIV/AIDS, have also improved mental health, housing stability, and 

reduced hospitalisations (Rosenheck, 2003; Wolitski et al., 2010). However, gains are not universal—some 

adolescent boys in mobility programmes reported riskier behaviours, and healthcare access did not always improve 

post-relocation, underscoring the importance of pairing mobility schemes with health and social care integration 

(Acevedo-Garcia et al., 2004). 

Regeneration initiatives that involve relocation can deliver mixed results. In Glasgow’s GoWell programme, many 

residents reported improved housing quality and pride, but others—particularly those with chronic illness or strong 

community ties—experienced disruption, loss of social networks, and isolation (Egan et al., 2015). This highlights a 

critical pathway consideration: without safeguarding community cohesion and resident agency, the potential mental 

health gains from physical improvements may be undermined. 

Equity is a recurring concern. Some energy efficiency schemes have failed to reach older adults, private renters, or 

those in shared housing, due to landlord disincentives and limited community engagement, risking reinforcement of 

existing inequalities (Camprubí et al., 2016). Similarly, systematic review evidence suggests that tenant-based rental 

assistance programmes can reduce exposure to violent crime and disorder, but without integrated support, they 

may not sustain broader health benefits and can even reduce access to preventive care in some contexts (Anderson 

et al., 2003). 

 

Regeneration and the Built Environment 

“Strong governance and community engagement underpin successful 
regeneration. When residents are empowered to shape local decisions and 
have a meaningful say in how projects are delivered, outcomes tend to be 

better and more enduring.”  

Well‑designed regeneration and built environment interventions can improve health and wellbeing by reshaping the 

physical and social fabric of neighbourhoods to make them safer, more connected, and more supportive. 

Improvements in housing, transport, green space, and urban design can influence health both directly—by reducing 

injury risks, improving air quality, and enabling physical activity—and indirectly, by fostering social cohesion, 

reducing stress, and enhancing perceptions of safety. 

Housing‑led regeneration, particularly when incremental and sensitive to community ties, has been linked to better 

mental wellbeing through improved living conditions and stable social networks (Kearns et al., 2020). Multi‑sector 

programmes that combine housing, environmental, and social investment, such as Communities First in Wales, have 

improved mental health via better neighbourhood conditions (Greene et al., 2020), while large‑scale, coordinated 

housing and community infrastructure investment in Andalusia in Spain has been associated with reductions in 

preventable mortality (Zapata Moya & Navarro Yáñez, 2017). These effects appear strongest when interventions 

address multiple determinants simultaneously, rather than focusing on a single environmental feature. 

Neighbourhood design and urban form affect opportunities for mobility, access to services, and social connection. 

Walkable, well‑connected environments with good transport access have been linked to lower antidepressant use 

(Melis et al., 2015a), improved self‑rated health, and stronger social cohesion (Mehdipanah et al., 2014), particularly 

in disadvantaged areas. Systematic reviews confirm that walkability, when combined with accessible amenities, is 
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associated with lower chronic disease rates and better mental health (Ige‑Elegbede et al., 2022). However, the 

health benefits of accessibility rely on actual uptake; proximity alone does not guarantee use (Pollack et al., 2024). 

Barriers such as affordability, safety, and inclusivity must be addressed to avoid reinforcing inequalities. 

Green and blue infrastructure projects—parks, woodlands, waterfronts—can improve physical activity levels, reduce 

stress, and enhance environmental quality (Brückner et al., 2022). Integrated designs that combine infrastructure 

improvements with community engagement, such as Belfast’s Connswater Community Greenway, have 

demonstrated added benefits for perceptions of safety and local pride (Wang et al., 2023). Yet without targeted 

measures—such as safe routes, inclusive programming, and maintenance funding—these benefits often accrue 

disproportionately to more affluent groups (Gelormino et al., 2015b). 

Transport and active travel infrastructure are another pathway to health improvement. Traffic‑calming schemes can 

reduce injuries by around 11% (Bunn et al., 2003), while speed cameras are associated with substantial reductions in 

collisions, injuries, and fatalities, albeit from a largely observational evidence base (Pilkington & Kinra, 2005). 

Investments in walking and cycling routes—particularly when combined with behaviour‑change support—have 

increased physical activity (Kramer et al., 2017; Aldred, 2019). However, infrastructure‑only approaches have shown 

mixed effects, with sustained uptake more likely where environmental improvements are paired with targeted 

engagement, especially in low‑walkability areas (Robertson et al., 2012; Ogilvie et al., 2004; Macmillan et al., 2018). 

Evidence on mental health impacts of built environment change is weaker and often inconsistent, with UK‑specific 

evaluations showing variable results (Moore et al., 2018; McGowan et al., 2021). Some regeneration initiatives, like 

Northern Ireland’s Neighbourhood Renewal, delivered modest subgroup benefits and may have prevented widening 

disparities, but failed to show population‑level health gains—likely due to insufficient health prioritisation, limited 

investment, and uneven implementation (Mohan et al., 2017). This underlines the need for adequate “dosage” and 

for health goals to be embedded explicitly from the outset (Thomson et al., 2006). 

The built environment also shapes diet through the neighbourhood food environment. High concentrations of fast 

food outlets in deprived areas contribute to dietary inequalities (Lake, 2018). Planning powers, such as restricting 

takeaways near schools, offer a tool for reshaping local foodscapes, but their impact depends on consistent 

application and integration with broader urban health strategies. 

Across interventions, success depends on governance, equity, and sustained delivery. Strong governance and 

community engagement underpin successful regeneration. When residents are empowered to shape local decisions 

and have a meaningful say in how projects are delivered, outcomes tend to be better and more enduring (Kearns & 

Whitley, 2020). Cross‑sector collaboration, long‑term funding, and inclusive planning processes are critical for 

ensuring health benefits endure. Equity must be embedded in design, as evidence consistently shows that more 

advantaged groups are often better placed to use and benefit from environmental improvements (Smith et al., 

2017; McGowan et al., 2021). Without safeguards, interventions can lead to gentrification or displacement, 

undermining health gains (Pollack et al., 2024; Gelormino et al., 2015b). 

The policy challenge is therefore twofold: first, to integrate health objectives into regeneration and planning 

decisions at every level, and second, to reform governance and funding systems that currently favour short‑term 

economic gains over long‑term population health. Structural barriers—such as centralised control, siloed 

departmental priorities, and private sector dominance—limit local authorities’ ability to design healthy places (Bates 

et al., 2025). Addressing these constraints, potentially through devolution with adequate powers and resources, is 

essential if well‑designed built environment interventions are to deliver both health improvement and health equity 

at scale. 

 

Community Interventions 
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“…neighbourhood-level action can address wider determinants of health 
through local leadership and multi-sector coordination.”  

Investing in social infrastructure—encompassing community amenities, civic participation, and collective service 

provision—offers a powerful route to improving health and narrowing inequalities. When designed with local 

context in mind, such interventions can strengthen social capital, promote wellbeing, and create healthier 

environments, particularly in disadvantaged areas. With renewed UK government commitment to regenerating up 

to 350 communities, there is a clear opportunity to embed health outcomes in community-led development (HM 

Treasury, 2025). As the evidence shows, neighbourhood-level action can address wider determinants of health 

through local leadership and multi-sector coordination. 

Strengthening social capital and civic engagement is consistently associated with improved health outcomes. 

Initiatives that build group identity, enable shared decision-making, and foster social connection can reduce 

depression and anxiety, enhance cognitive function, and improve overall wellbeing (Steffens et al., 2021). Such 

benefits arise not only from psychological mechanisms, such as belonging and mutual support, but also from the 

way strong social ties can increase access to resources, information, and collective problem-solving capacity. 

Volunteer-led schemes like Baltimore’s Experience Corps have shown that intergenerational connections can deliver 

gains for both younger and older participants—improving educational outcomes for children and mental wellbeing 

for older adults (Fried et al., 2004). Similarly, participatory initiatives such as social prescribing (Chatterjee et al., 

2018) and community arts projects (Daykin et al., 2020) demonstrate the value of embedding activities in everyday 

community life, with co-designed and culturally relevant delivery helping to ensure benefits reach those most in 

need. 

The structure and integration of community-based services matter greatly. Local models that combine participation 

with partnership working—such as the Well London programme—have used collaborative planning and 

environmental improvements to promote healthier eating, physical activity, and wellbeing in deprived areas (Phillips 

et al., 2014). Programmes that co-locate welfare advice and mental health support in trusted settings have been 

effective in reducing financial strain and improving wellbeing, particularly when targeted at groups experiencing 

disadvantage (McGrath et al., 2022). Evidence from job skills training and active labour market programmes 

suggests these can reduce depression among long-term unemployed groups, while link worker referral schemes 

improve access to community resources. Across these interventions, the strongest mental health improvements 

were observed where material conditions—such as financial security—improved, underscoring the importance of 

tackling underlying social and economic constraints. 

Changes to local environments can also shape health behaviours and perceptions. The opening of a supermarket in 

a Leeds “food desert” improved access to fresh produce and modestly improved diets (Wrigley et al., 2003), while 

walking initiatives such as Fitter for Walking engaged local residents in making streets more walkable and safer 

(Adams et al., 2017). These examples illustrate the importance of combining community enthusiasm with enabling 

policy structures, sustained resources, and integration into broader transport and planning frameworks. 

Larger, multi-domain programmes that integrate interventions across housing, employment, education, and safety 

offer strong potential to address health inequalities. England’s New Deal for Communities helped stabilise mental 

health and life satisfaction in disadvantaged areas, particularly for people experiencing unemployment or low 

education (Walthery et al., 2015). Wales’s Communities First programme also improved mental health for long-term 

residents, with its bottom-up, community-prioritised approach enabling cumulative gains (White et al., 2017). A 
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systematic review by Nickel and von dem Knesebeck (2020) found that more than half of multi-level, multi-

component interventions improved health outcomes for disadvantaged communities, with tailored design, 

adequate implementation “dose”, and integration with environmental or regulatory strategies identified as 

important success factors. 

The way activities are structured can influence both reach and sustainability. For example, a Danish intervention for 

inactive women found that football, as a cooperative, team-based sport, fostered stronger bonding and bridging 

social capital than running, and was more likely to lead to sustained participation (Ottesen et al., 2010). 

Intergenerational programmes in Brazil improved perceived health and trust among adolescents and older adults, 

but also highlighted potential unintended effects, such as heightened awareness of inequality, underscoring the 

need for careful facilitation and context sensitivity (De Souza & Grundy, 2007). Arts-based initiatives further show 

that cultural relevance, participant agency, and removal of practical barriers—such as transport and scheduling—are 

crucial for equitable participation and sustained benefits (Hampshire & Matthijsse, 2010). 

Across the evidence base, several factors consistently underpin success: tangible improvements to material 

conditions; integration of services across sectors; cultural and contextual fit; sustained and adequately resourced 

delivery; and strong partnerships that give communities genuine influence. While evaluation quality remains 

uneven, particularly in smaller-scale or pilot initiatives, the combined evidence suggests that embedding 

psychosocial, environmental, and financial support in trusted, community-based settings is a promising pathway to 

improving health and reducing inequalities—provided programmes are designed and delivered in ways that reflect 

local realities and priorities. 

Labour Market Interventions 

“Participatory reforms that increase control over working conditions can 
improve mental health, especially among lower-status workers.” 

Secure, high-quality employment is a foundation for good health. Beyond access to work, the structure, stability, 

and quality of jobs are central to mental wellbeing, income security, and the reduction of health inequalities. With 

the rise of precarious work and widening labour market disparities, employment and skills policies are increasingly 

recognised as public health interventions. Devolved adult skills funding and the development of Local Skills 

Improvement Plans create new opportunities for UK localities to shape more inclusive and healthier labour markets. 

A growing body of evidence shows that active labour market programmes (ALMPs)—such as job search support, 

training, and employment incentives—not only help people into work, but also improve mental health and 

wellbeing. These gains often arise before participants secure employment, driven by greater purpose, routine, and 

social contact. Studies across Europe indicate that ALMPs enhance self-rated health and life satisfaction, particularly 

in countries with strong welfare systems, gender equality, and coordinated labour market institutions (Sahnoun & 

Abdennadher, 2020; Palència et al., 2014). UK evidence links ALMP participation to reduced psychological distress 

and higher life satisfaction (Sage, 2015), with reviews showing that tailored psychosocial elements and voluntary 

access produce the strongest benefits, especially for people with pre-existing mental health conditions (Puig-

Barrachina et al., 2020). For example, targeted support in Germany increased employment among those with severe 

mental health problems by nearly 19 percentage points, likely through enhanced confidence, social connection, and 

labour market integration (Tübbicke & Schiele, 2024). 
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However, design and delivery matter. Poorly implemented or coercive programmes can erode wellbeing, while 

inclusive approaches—offering choice, personalised guidance, and trained staff—are more likely to succeed. At a 

population level, higher ALMP spending can also buffer the health impacts of economic shocks, mitigating rises in 

suicide during recessions (Stuckler et al., 2009). This underscores ALMPs’ dual role as both economic and public 

health resilience tools. Yet they often overlook structural drivers such as low pay, insecure contracts, and 

occupational segregation—factors that influence who benefits most (MacIntyre et al., 2024). 

Job quality itself is a critical determinant of health. Precarious employment—marked by insecurity, low wages, and 

limited control—is consistently associated with worse mental and physical health outcomes, disproportionately 

affecting women, migrants, young people, and low-skilled workers (Julià et al., 2019). Informal employment carries 

similar risks, although its health impacts remain under-researched. Policy measures to improve employment 

conditions—such as regulating temporary contracts, enforcing labour standards, and extending protections to 

informal workers—show promise, especially when backed by strong unions and political commitment (Gunn et al., 

2025). However, their direct health impacts need further study. 

Employers themselves also have levers over job quality and health which can be encouraged by governments at 

national and local level. Working time reduction (WTR) is emerging as one of these potential levers. Trials of four-

day weeks or reduced hours, especially when pay is protected, report improvements in mental health, work–life 

balance, and productivity (Hanbury et al., 2023). These benefits are strongest when implemented at team level with 

organisational buy-in, and may also support gender equality and environmental sustainability. But design is crucial: 

without safeguards, WTR could exclude low-paid workers or exacerbate inequalities. 

Workplace and occupational health interventions can also enhance employee wellbeing. Participatory reforms that 

increase control over working conditions can improve mental health, especially among lower-status workers (Egan 

et al., 2007). Examples include self-rostering, compressed weeks, and improved shift scheduling, which can enhance 

sleep quality, reduce stress, and support work–life balance (Bambra et al., 2008). Smoke-free workplace policies 

have also reduced smoking rates and improved health (Fichtenberg & Glantz, 2002). 

Evidence from participatory models such as German health circles suggests that structured employee involvement 

in diagnosing problems and designing solutions can drive measurable improvements in health and organisational 

outcomes, including reduced sickness absence and cost savings (Aust & Ducki, 2004). Success depends on strong 

management commitment, institutional backing, and integration of recommendations into decision-making; 

without these, adoption rates fall. 

Wage policy may also shape health outcomes indirectly. For example, higher minimum wages in the United States 

have been associated with small but significant reductions in BMI, potentially via shifts in food affordability and 

consumption patterns, though effects appear greater among higher-income groups (Meltzer & Chen, 2011). This 

raises both equity considerations and opportunities for linking wage policy to broader health strategies. 

Across all approaches, interventions work best when they combine individual support with structural change, 

integrate equity into design, and adapt to the organisational and economic context. The evidence suggests that 

protecting job quality, embedding participation, and sustaining investment are essential to maximising both 

employment and health gains. 

 

Welfare Policy 
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“…generous systems with broad eligibility and high replacement rates 
function as health interventions by buffering financial stress and 

uncertainty.” 

Welfare policies influence far more than income: they shape mental health, family stability, and resilience to 

economic shocks. While the previous section examined labour market programmes, this section focuses on the 

broader welfare architecture—income protection, conditionality regimes, cash transfers, and return-to-work (W2W) 

support. While employment support is changing slowly and becoming more devolved, these remain largely national-

level design choices outside local authority control. Yet they define the context in which strategic and local policies 

operate and evidence shows that both policy generosity and administrative design matter for health, particularly 

among vulnerable groups. 

 

Income replacement systems—particularly unemployment insurance—are associated with reduced psychological 

distress during periods of joblessness. As O’Campo et al. (2015a) note, “…generous systems with broad eligibility 

and high replacement rates function as health interventions by buffering financial stress and uncertainty.” However, 

punitive or complex systems can reverse these gains. The UK’s Universal Credit reforms increased psychological 

distress by 6.6 percentage points among unemployed adults, with digital-only access, payment delays, and frequent 

reassessments creating anxiety and financial strain (Wickham et al., 2020). Qualitative work confirms that sanctions 

and assessments can be traumatising, particularly for people with mental health conditions, undermining treatment 

adherence and recovery (Dwyer et al., 2020). 

 

Cash transfer programmes, both conditional and unconditional, can alleviate poverty and influence health-related 

behaviours, though effects are often modest and uneven. Conditional models such as Opportunity NYC increased 

preventive healthcare use—especially dental visits—and reduced reliance on emergency care, while also improving 

certain educational and financial outcomes (Riccio et al., 2013; Riccio et al., 2010). The health gains were 

incremental and skewed towards better-resourced families, suggesting the need for complementary supports for 

the most disadvantaged. Earlier guaranteed income trials in North America reported selective improvements (e.g. in 

birth outcomes) but lacked consistent health effects, often due to weak integration of health measures (Connor 

et al., 1999). 

Recent UK evidence warns that even income-focused reforms can harm health if poorly designed. Song et al. (2024) 

found that Universal Credit increased children’s mental health problems, particularly in large families, with delays, 

sanctions, and digital exclusion implicated. Minimum wage policy offers another potential lever, with some studies 

suggesting reductions in unmet medical needs or obesity (McCarrier et al., 2011), though findings remain 

inconsistent and sensitive to wider welfare context. 

 

Simplifying benefit access can improve wellbeing by reducing financial strain. Welfare advice services co-located in 

primary care have been shown to increase income, reduce stress, and, in some cases, improve mental health 

(Adams et al., 2006; Mackintosh et al., 2006). Greasley & Small (2005) found that such services were particularly 

valued by groups facing cultural or structural barriers, such as South Asian women and people with mental health 

problems, while also reducing GP workload. Abbott et al. (2006) observed modest but significant mental health 

improvements among chronically ill, low-income adults who increased their income after receiving advice. However, 
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success depends on more than physical co-location—clear referral pathways, feedback loops, and culturally 

competent advisers are key to equitable uptake. 

 

Specialised W2W models for people with disabilities and chronic illness can improve employment outcomes but 

show mixed health impacts. Supported employment programmes (e.g. job coaching, tailored placements) have 

increased earnings and job stability among people with severe mental illness, though without consistent clinical 

gains (Crowther et al., 2001). UK schemes like Access to Work receive positive user feedback but suffer from weak 

evaluation and variable outcomes, often benefiting those closer to the labour market (Bambra et al., 2005). 

Comparative evidence from Denmark’s “flex-jobs” model shows that integrated occupational health, employer 

engagement, and income guarantees can outperform more fragmented approaches (Etherington & Ingold, 2012). 

 

The evidence highlights that welfare’s health impacts depends on many factors other than their headline generosity. 

Features that promote stability, simplicity, and dignity—such as timely payments, minimal bureaucracy, and 

supportive conditionality—can reduce stress and protect mental health. Conversely, punitive designs, digital 

exclusion, or fragmented service delivery risk widening inequalities. For local and national decision-makers, this 

means that welfare systems should be viewed not only as economic safety nets but as integral public health 

infrastructure. Aligning benefit design with health goals—through predictable income, accessible advice, and 

integrated return-to-work pathways—offers a route to improving population health, especially for those most at risk 

of poor outcomes. 

Early Childhood and Family Policy Interventions 

“Parenting and family-strengthening interventions can improve child 
development and caregiver wellbeing when well-targeted and adequately 

supported… However, universal implementation presents cost and 
coordination challenges.” 

 

Early childhood and family-centred policies are increasingly recognised as critical levers for improving health 

trajectories, reducing inequalities, and strengthening long-term social and economic outcomes. By combining direct 

child-focused services with broader caregiver supports, these interventions address multiple determinants of 

health—from early development and parental wellbeing to poverty reduction and labour market participation. 

While national governments control many policy levers, UK local and strategic authorities play a growing role in 

early years provision, offering opportunities to embed health goals in service design. 

High-quality, centre-based early education programmes—especially those integrating health and family support—

can generate lasting health and developmental benefits. In the United States, Head Start participation has been 

linked to lower child mortality (Ludwig & Miller, 2007), healthier behaviours, such as a lower probability that an 

individual smokes cigarettes as a young adult,  (Anderson, Foster & Frisvold, 2004), and improved parenting and 

cognitive outcomes (Gelber & Isen, 2013), often via educational gains and reduced criminal involvement (Currie & 

Thomas, 1993; Garces et al., 2002). In England, Sure Start Children’s Centres reduced hospital admissions among 

children in deprived areas (Cattan et al., 2021), with later analysis showing lifetime benefits exceeding twice the 

programme’s cost (Carneiro et al., 2025). More intensive models, such as the Abecedarian Project (Campbell 
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et al., 2014) and Infant Health and Development Program (McCormick et al., 2006), improved cognitive outcomes 

and reduced adult hypertension in targeted groups. Universal schemes, like pre-kindergarten, can raise cognitive 

scores (Gormley & Gayer, 2005), but the Quebec experience (Baker et al., 2008) shows that scaling without 

safeguarding quality risks undermining benefits. 

Family income is a major driver of child health, influencing both material conditions and parental stress. Earned 

Income Tax Credit expansions in the US have improved birth weight, reduced maternal smoking, and enhanced child 

cognitive outcomes (Dahl & Lochner, 2012; Hoynes, Miller & Simon, 2015; Strully et al., 2010) by enabling healthier 

prenatal behaviours and reducing economic strain. Unconditional cash transfers often deliver the strongest gains, 

while conditional programmes show mixed results. Poorly designed reforms can create harm: the UK’s Universal 

Credit increased mental health problems among children in eligible households, especially large families, due to 

payment delays, sanctions, and digital barriers (Song et al., 2024). 

Parenting and family-strengthening interventions can improve child development and caregiver wellbeing when 

well-targeted and adequately supported… However, universal implementation presents cost and coordination 

challenges. Models like Triple P and the Durham Family Initiative have reduced maltreatment, hospitalisations, and 

behavioural problems (Dodge et al., 2004; Sanders, 2008), while behavioural parent training generally produces 

consistent improvements—though delivery format matters, with individually delivered support more effective for 

disadvantaged families (Lundahl et al., 2006). Relationship-focused approaches can outperform parenting-only 

models: Supporting Healthy Marriage improved couple quality and reduced psychological distress (Hsueh 

et al., 2012), though other trials found mixed or adverse effects, such as increased IPV reports in Building Strong 

Families (Wood et al., 2012; 2014). Home visiting schemes like Nurse–Family Partnership reduce child injuries and 

maltreatment (Olds, 2006), with group-based training such as Incredible Years showing sustained behavioural gains 

(Webster-Stratton & Taylor, 2001). 

Paid parental leave is associated with lower infant mortality and better long-term outcomes, particularly when job-

protected and adequately compensated (Ruhm, 2000; Tanaka, 2005; Khan, 2020). In Norway, expansions improved 

educational outcomes for disadvantaged children (Carneiro, Løken & Salvanes, 2010), and in California, paid leave 

significantly increased breastfeeding duration and exclusivity (Huang & Yang, 2015). However, design influences 

equity: in Sweden, extended leave improved outcomes only for children of tertiary-educated mothers (Liu & Skans, 

2009), and in Canada, a major extension produced little change in early development (Baker & Milligan, 2010). 

Evidence on paternity leave remains mixed—maternal mental health and bonding gains are often offset by low 

uptake where wage replacement is inadequate (Heshmati et al., 2023). 

Community-driven prevention initiatives further show the value of addressing family wellbeing at a structural level. 

Los Angeles’ Prevention Initiative Demonstration Project (McCroskey et al., 2012) improved protective factors, 

reduced re-referrals, and enhanced family economic stability by linking agencies, faith groups, and local 

organisations. This success was linked to universal access (reducing stigma), embedding economic empowerment 

alongside parenting support, and tailoring delivery to local contexts. Similar arguments are made by Daro & Dodge 

(2009), who highlight the role of community capacity and collective responsibility in preventing maltreatment at 

scale. 

Child support arrangements also influence family stability and child development. Informal payments—direct 

transfers from non-resident fathers to mothers—have been linked to better cognitive outcomes, particularly in low-

income, immigrant, and Hispanic families, partly due to increased father involvement (Nepomnyaschy et al., 2012). 

By contrast, inconsistent or low formal support can be linked to more behavioural problems, particularly when 

adversarial enforcement heightens parental conflict. Balancing enforcement with flexibility and addressing 
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employment barriers for non-resident parents may therefore protect both economic and relational benefits for 

children. 

Across this body of evidence, a consistent pattern emerges: policies work best when they combine high-quality 

service delivery with structural supports that reduce stress, improve economic stability, and strengthen family 

relationships. Health improvements often flow indirectly—via enhanced parental capacity, reduced conflict, and 

better service access—rather than through clinical outcomes alone. This underscores the need for integrated, 

equity-focused approaches that protect quality during scale-up, align generosity with accessibility, and address both 

immediate needs and the wider environments in which children grow. The challenge for policymakers is not only to 

choose effective interventions, but to embed them in coherent systems that families experience as seamless, 

supportive, and responsive to their lived realities. 

Fiscal Policy 

“A promising strategy involves combining taxes with subsidies on healthy 
alternatives... Importantly, subsidies may also offset the regressive financial 

burden of taxation, thereby enhancing equity while supporting healthier 
behaviours.” 

While fiscal policy is outside the scope of local government powers in England, devolved administrations in Scotland, 

Wales, and Northern Ireland already exercise such powers, and fiscal devolution is common among other 

high‑income countries, including the US. In the public health domain, fiscal measures are among the best‑studied 

levers, with a body of evidence from at least 26 studies demonstrating varying degrees of success. The design, 

magnitude, and targeting of these interventions are critical to whether they deliver measurable health gains. 

Health‑related taxes—applied to products such as sugar‑sweetened beverages (SSBs), ultra‑processed foods, and 

items high in fat, salt, or caffeine—are intended to reshape consumption patterns by making unhealthy options 

more expensive and healthier options relatively more attractive. Drawing on the well‑documented impact of 

tobacco and alcohol taxation (Wagenaar et al., 2010), the underlying mechanism is price elasticity: higher prices 

reduce demand, especially among more price‑sensitive groups (Mytton et al., 2013). While modelling studies 

assuming large tax increases and ideal policy conditions predict significant reductions in disease burden (Wang 

et al., 2012; Ford et al., 2015), real‑world evaluations often find smaller effects because implemented rates are 

typically low and designs prioritise revenue over health outcomes. In Denmark, for example, a fat tax delivered only 

modest cardiovascular risk changes before being repealed (Smed et al., 2016), and in the US, soda taxes averaging 

3–4% produced minimal BMI reductions (Fletcher et al., 2010). Nonetheless, even modest taxes may slow the rise in 

obesity—states without snack or soda taxes were more likely to see sharp increases in obesity prevalence (Kim & 

Kawachi, 2006). 

Impact also varies by age and risk group. Among young people, small or hidden taxes often fail to reduce 

consumption because of substitution to equally calorie‑dense alternatives, such as flavoured milk (Powell 

et al., 2009; Fletcher et al., 2010). Yet higher‑risk subgroups—such as overweight children from low‑income 

households—are more responsive, particularly when taxed items are readily available in schools (Sturm et al., 2010). 

Evidence suggests that tax visibility, salience, and targeting of high‑consumption environments amplify 

effectiveness. For adults, larger health gains can accrue even where responsiveness is lower: heavy SSB consumers, 

while less price elastic, reduce absolute consumption more when taxes are volumetric and applied per unit (Étilé & 

Sharma, 2015). 
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The magnitude and structure of the tax are pivotal. Mytton et al. (2012) suggest that a price rise of at least 20% is 

necessary to produce meaningful health impacts, and that specific excise taxes based on product volume or nutrient 

content outperform ad valorem taxes tied to price. Targeting the nutrient itself, as in Miao et al. (2010), can push 

manufacturers toward reformulation without creating sharp consumer price shocks. Hungary’s nutrient‑threshold 

taxes prompted 40% of manufacturers to adjust recipes and 30% to remove targeted ingredients entirely 

(ECORYS, 2014), demonstrating how upstream measures can alter the food environment before products reach 

shelves. In contrast, Scotland’s public health supplement on large retailers had negligible impact due to its low rate 

(Hellowell et al., 2016). 

A promising strategy involves combining taxes with subsidies on healthy alternatives. Several studies show that 

pairing taxes on sugary or high‑fat products with subsidies for fruits, vegetables, or whole grains enhances dietary 

improvements (Gustavsen & Rickertsen, 2013), with combined approaches outperforming single measures 

(Härkänen et al., 2011; Ni Mhurchu et al., 2015). Importantly, subsidies may also offset the regressive financial 

burden of taxation, thereby enhancing equity while supporting healthier behaviours. Experimental evidence 

indicates that subsidies can improve the nutritional profile of shopping baskets beyond the subsidised items 

themselves, whereas taxes alone may be undermined by substitution towards other unhealthy products (Epstein 

et al., 2015). 

Equity impacts are a recurring theme. Lower‑income households tend to be more price‑sensitive and can experience 

proportionally greater health benefits from consumption taxes (Smed et al., 2007; Colchero et al., 2016). In Mexico, 

the introduction of 10% SSB and 8% snack taxes reduced taxed beverage purchases by 6% in the first year, with the 

largest decreases among low‑income households (Colchero et al., 2016). However, the same groups also bear a 

heavier financial burden, prompting calls for targeted subsidies or reinvestment of tax revenues into community 

health programmes. The Finnish modelling study by Härkänen et al. (2011) illustrates how this can be achieved: a 

€1/kg sugar tax produced the greatest weight loss and diabetes reduction in low‑income groups, with treatment 

savings outweighing the extra tax paid; pairing it with VAT exemptions on healthy foods further improved 

cardiovascular outcomes. 

Outside direct consumer taxes, fiscal measures can shape supply. By targeting ingredients or imposing retailer 

levies, governments can incentivise reformulation, product removal, or healthier placement. However, the effect 

depends on both the scale of the levy and the extent to which it is designed with health, rather than revenue, as the 

primary objective. 

Across the literature, the “how” of fiscal design emerges as decisive. Health gains are larger when taxes are: (a) 

substantial enough to alter purchasing behaviour, (b) structured to avoid easy substitution, (c) applied in 

environments where unhealthy options dominate, and (d) paired with subsidies or reinvestment to improve equity. 

In other words, fiscal policy works not simply by raising prices but by reshaping both the economic incentives and 

the physical availability of healthier alternatives. The most promising strategies are those that treat pricing not as an 

isolated lever but as part of a broader food system approach—one that engages producers, retailers, and consumers 

in shifting norms and options towards health. 
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5. Discussion 

5.1.  Cross-Cutting Findings 

Improving population health through socioeconomic interventions depends not only on what is delivered, but how 

it is implemented. As evidence accumulates across policy domains, it points to the critical importance of integration, 

intensity, and infrastructure. Yet, policy discourse tends to emphasise intervention content while paying insufficient 

attention to delivery systems, the sequencing and interaction of components, and the institutional and social 

conditions in which programmes are embedded. This section brings together cross-cutting findings from across the 

evidence base to examine the enabling and constraining factors that shape implementation—how interventions are 

structured, adapted, and sustained over time; how delivery infrastructure, workforce capacity, and funding models 

influence their effectiveness; and how policies interact with the complex environments into which they are 

introduced.  

Cross-cutting Approaches and Minimum Implementation Thresholds  

“Programmes that combine complementary interventions and sustain 
engagement over time consistently outperform fragmented or short-lived 

efforts.” 

Implementation quality plays a decisive role in determining the health impact of social and economic interventions. 

Two core features consistently emerge as critical: multi-component integration and sufficient intensity or duration 

of the intervention. Programmes that combine complementary interventions and sustain engagement over time 

consistently outperform fragmented or short-lived efforts. 

Evidence across sectors shows that synergistic, cross-cutting approaches yield effects greater than the sum of their 

parts. The Dutch District Approach illustrates this clearly, combining interventions in employment, education, 

housing, public space, safety, and social cohesion to address structural disadvantage holistically (Kramer et al., 

2017). Similarly, the Nurse-Family Partnership’s sustained effectiveness reflects not just its home visitation model 

but also its integration of health education, parenting support, and service coordination (Olds, 2006). Multi-pronged 

early years programmes, such as the Carolina Abecedarian Project, achieve long-term metabolic and cardiovascular 

gains by coupling education with nutrition and parental support (Campbell et al., 2014). This finding holds across 

domains: housing interventions combining physical upgrades with social support yield stronger outcomes than 

single-focus repairs (Thomson et al., 2001), and employment programmes that integrate psychological support with 

job search assistance improve both mental health and employability (Puig-Barrachina et al., 2020). 

While traditional approaches have treated interventions as fixed bundles of services, more recent work has 

emphasised complexity, where effects emerge through interaction between components, delivery systems, and 

local contexts. Hawe et al. (2015) argue that interventions should be standardised by function—not form—allowing 

flexibility in delivery while maintaining core mechanisms. This requires a shift from linear “evidence-into-practice” 

models to iterative processes of adaptation, feedback, and co-production with implementers. These insights are 

echoed in the European review by Pons-Vigués et al. (2014), which found that integrated approaches—particularly 

those addressing structural determinants like housing, transport, or education—were more likely to reduce health 
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inequalities than those focused solely on behaviour change. Yet in practice, most interventions targeted individual 

behaviours, often in health settings, rather than engaging with broader social contexts. The authors call for cross-

sectoral collaboration and participatory governance, underpinned by tools such as Health in All Policies and the 

WHO framework ‘Urban HEART’ or the Urban Health Equity Assessment and Response Tool. 

Temporal dimensions emerge as equally critical determinants of success. The analysis identifies clear minimum 

thresholds below which interventions fail to generate meaningful health improvements. Effective home visiting 

programmes maintain engagement for 18–36 months with regular contact schedules—weekly, initially, then 

fortnightly (Olds, 2006; Harding et al., 2007). The Experience Corps demonstrates that volunteers contributing a 

minimum of 15 hours weekly across a full academic year achieve significant impacts on both student achievement 

and volunteer health (Rebok et al., 2004). Employment programmes require minimum six-month engagement 

periods (O’Campo et al., 2015b), while housing improvements necessitate comprehensive rather than piecemeal 

approaches (Thomson et al., 2001). Early childhood interventions may yield stronger health benefits when delivered 

at higher daily intensity, as shown by Frisvold and Lumeng (2011), who found that full-day Head Start participation 

significantly reduced childhood obesity compared to half-day attendance.  

Programme Fidelity, Local Adaptation, and Professional Capacity 

“Underinvestment in workforce development consistently undermines 
programme effectiveness…” 

Successful programmes demonstrate a sophisticated balance between maintaining core components and enabling 

local adaptation. The Triple P parenting programme’s multi-tiered approach permits communities to select 

intervention levels matching local needs while preserving programme elements that are essential for its effective 

delivery (Sanders, 2008). The flexibility of Sure Start’s service delivery, initially criticised for apparent inconsistency, 

ultimately enabled local authorities to address community-specific challenges while maintaining focus on child 

development and family support, achieving reduced hospitalisations worth approximately one-third of programme 

costs (Cattan et al., 2021). The Building Strong Families programme illustrates how local adaptation determines 

outcomes—Oklahoma City’s distinctive approach, incorporating larger group sizes and financial incentives, 

produced positive effects, while other sites demonstrated negative outcomes (Wood et al., 2012; Wood et al., 

2014). 

Professional qualifications, training, and ongoing support fundamentally shape intervention outcomes. Programmes 

utilising trained professionals—nurses, social workers, teachers—consistently achieve superior results compared to 

those relying predominantly on paraprofessionals or volunteers. The Nurse-Family Partnership’s requirement for 

registered nurses with programme-specific training exemplifies effective workforce development (Olds, 2006). 

Beyond initial qualifications, continuous supervision and support prove essential: programmes providing regular 

consultation, team meetings, and professional development maintain implementation quality and staff retention. 

German workplace health circles succeeded partly through trained facilitators receiving ongoing support (Aust & 

Ducki, 2004). Underinvestment in workforce development consistently undermines programme effectiveness across 

multiple policy domains. 

Delivery Infrastructure and Financial Sustainability 



 
 

33 

 

“Sustainable funding mechanisms and appropriate financial architectures 
fundamentally influence implementation success. Programmes with secured 

multi-year funding achieve more consistent results…” 

Successful interventions invest substantially in delivery infrastructure rather than operating as isolated initiatives. 

Quebec’s childcare reform created new ministerial structures and reorganised existing services into integrated 

systems, demonstrating the transformative potential of comprehensive infrastructure development (Baker et al., 

2008). Head Start’s effectiveness partly derives from robust infrastructure spanning national, regional, and local 

levels with clear accountability mechanisms (Ludwig & Miller, 2007). Integration with existing services proves 

particularly crucial: welfare advice services co-located in GP practices achieved exceptional reach and impact, with 

over two-thirds of participants accessing new entitlements averaging £1,026 additional annual income (Adams et al., 

2006). The HUD-VASH programme for homeless veterans succeeded through integrating housing assistance with 

Veterans Administration healthcare services, demonstrating incremental cost-effectiveness ratios of between $45 

and $74 per day housed, depending on perspective (Rosenheck et al., 2003). 

Sustainable funding mechanisms and appropriate financial architectures fundamentally influence implementation 

success. Programmes with secured multi-year funding achieve more consistent results than those facing annual 

budget uncertainty. The Earned Income Tax Credit’s integration into the taxation system ensures stable, predictable 

delivery surviving political transitions, contributing to improved birth weights and reduced maternal smoking 

(Hoynes et al., 2015). The Communities First regeneration programme in Wales demonstrates how sustained 

investment over a decade improves mental health outcomes, particularly when residents direct regeneration 

activities (Greene et al., 2020). Where economic analysis exists, compelling returns on investment emerge: housing 

insulation programmes demonstrate health and energy benefits outweighing costs by factors approaching 2:1 

(Howden-Chapman et al., 2007); community arts programmes show returns of 50p per £1 invested (Chatterjee et 

al., 2018); and teen pregnancy prevention programmes and Medicaid family planning coverage save more public 

funds than they cost (McLanahan et al., 2010). 

Contextual Sensitivity and Unintended Consequences 

“Implementation strategies and approaches require careful calibration to 
local economic conditions, governance structures, and population 

characteristics. Urban regeneration programmes succeed when addressing 
neighbourhood-specific challenges rather than applying standardised 

approaches.” 

Implementation strategies and approaches require careful calibration to local economic conditions, governance 

structures, and population characteristics. Urban regeneration programmes succeed when addressing 

neighbourhood-specific challenges rather than applying standardised approaches. The Moving to Opportunity 

programme’s varied results across sites highlight how intervention effects depend critically on local housing 

markets, employment opportunities, and neighbourhood characteristics (Kling et al., 2007; Sanbonmatsu et al., 

2011). Immigration policy research demonstrates how exclusionist approaches in Denmark correlate with elevated 

mortality rates among immigrants compared to the impacts of inclusive Dutch policies, underscoring macro-level 

policy contexts’ influence on health outcomes (Ikram et al., 2015; Malmusi et al., 2017). 
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Several interventions produce unexpected adverse outcomes requiring adaptive responses. Quebec’s universal 

childcare expansion, while increasing maternal employment, generated negative effects on child behaviour and 

parental wellbeing through rapid implementation without quality controls (Baker et al., 2008). Urban regeneration 

efforts occasionally increase stress during construction phases, with one Manchester trial reporting increased 

mental distress following housing improvements due to environmental disruption (Thomas et al., 2005). The Woods 

In and Around Towns intervention, which sought to lower stress levels and increase physical activity through making 

woodland more accessible, unexpectedly increased stress levels despite improving physical activity and social 

cohesion (Ward Thompson et al., 2019). WTR potentially harms women’s career trajectories more than men’s, 

requiring careful policy design to avoid reinforcing gender inequalities (Hanbury et al., 2023). 

Continuous Learning and Political Considerations 

Programmes incorporating robust monitoring systems enabling real-time adjustments consistently outperform 

those with rigid implementation protocols. The District Approach’s systematic tracking of intervention intensity and 

reach in the Netherlands permitted mid-course corrections improving outcomes (Kramer et al., 2017). The GoWell 

programme in Glasgow demonstrates how a decade-long evaluation commitment captures complex regeneration 

impacts, revealing empowerment effects stronger for wellbeing than clinical mental health outcomes (Egan et al., 

2010; Kearns & Whitley, 2020). Evaluation methodologies must accommodate complexity—contribution analysis 

proves valuable for understanding pathways in dynamic contexts (Bond et al., 2013). 

Sustained political commitment across electoral cycles proves essential for complex interventions. Sure Start’s 

persistence through multiple political transitions, albeit with modifications, enabled detection of long-term benefits 

including reduced hospitalisations emerging only after several years (Cattan et al., 2021). Policy coherence across 

governmental levels enhances effectiveness: Denmark’s flex-jobs programme succeeded through coordinating 

national policy, local implementation, and social partner involvement, with Denmark investing 1.3% of GDP in 

activation measures compared to the UK’s 0.3% (Etherington & Ingold, 2012). Conversely, fragmented approaches 

create contradictory incentives—Universal Credit’s adverse mental health impacts result partly from poor 

coordination between employment, housing, and health support systems, increasing psychological distress by 6.57 

percentage points among unemployed individuals (Wickham et al., 2020). 

5.2. Distribution of impact and equity considerations 

“the review points to a persistent strategic tension between coverage and 
equity. Universal, flat-rate interventions — such as untargeted regeneration 

schemes or blanket food subsidies — are politically appealing and 
administratively simple, but often underserve those with the greatest 

need.” 

The equity effects emerging from the review reveal a pattern that is far from straightforward. Interventions that 

improve health at the population level do not always narrow health gaps; in many cases, they appear to do the 

opposite. Several large-scale programmes generated greater relative gains for groups already better positioned to 

benefit, even when the intention was universal improvement. Labour market policies such as active labour market 

programmes, for instance, improved life satisfaction among men but not women in the UK, and in Finland delivered 

better outcomes for workers with higher socioeconomic status than for those already disadvantaged 

(Puig-Barrachina et al., 2020). Urban regeneration initiatives that upgraded infrastructure and public space 
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sometimes strengthened the wellbeing of long-term, better-resourced residents while triggering displacement 

pressures on lower-income tenants (Mehdipanah et al., 2013; McCartney et al., 2017). These cases illustrate a 

recurrent resource-filter effect: people with more education, stable employment, or stronger social networks are 

better able to access, navigate, and sustain the benefits of an intervention, regardless of whether that intervention 

was designed to be open to all. 

This is not simply about individual motivation or awareness — it reflects the way implementation processes interact 

with pre-existing advantage. Where policy delivery relies heavily on voluntary uptake, complex application 

processes, or the ability to absorb short term costs for long term gains, it tends to favour those who already have 

the time, literacy, confidence, and stability to engage. Hanbury et al. (2023) show this in the context of working time 

reduction, where women reported significant wellbeing improvements but also faced career penalties and foregone 

income in settings without adequate employer support. The same mechanism plays out in neighbourhood renewal: 

Mehdipanah et al. (2013) found that physical upgrades combined with social programmes created inclusive spaces 

for many, but also catalysed rising property values and commercial rents that squeezed out small businesses and 

vulnerable households. Without careful attention to such knock on effects, equity gains risk being eroded even as 

headline health indicators improve. 

Another striking feature of the evidence base is that health equity is overwhelmingly operationalised in 

socioeconomic terms — income, education, occupation — with much less systematic analysis of race, ethnicity, 

migration status, gender, disability, or geography. While there are exceptions, such as the clear gender patterns in 

parental leave and early years interventions (Rossin, 2011; Heshmati et al., 2023) and the integration policy effects 

on migrant health gaps (Malmusi, 2015; Ikram et al., 2014, 2015), these are the minority. This narrow framing risks 

obscuring intersectional dynamics, where overlapping disadvantages alter both the scale and the nature of an 

intervention’s impact. For example, the same labour market programme may deliver modest income gains to low 

income men but negligible or even negative effects for low-income women juggling unpaid care work, and entirely 

different benefits or harms for older migrants in precarious jobs. Without routine analysis along multiple dimensions 

of inequality, these divergences remain hidden in aggregate averages. 

Patterns in the review also echo a broader distinction between interventions that act “downstream” by targeting 

individual behaviour change and those that act “upstream” by shifting the structural conditions in which behaviours 

occur. Downstream approaches — such as mass media health campaigns or voluntary educational programmes — 

are more prone to intervention-generated inequalities because they assume a baseline capacity to respond. 

Niederdeppe et al. (2008) found that smoking-cessation media campaigns consistently produced larger behaviour 

changes in higher-income, better-educated populations, who were more able to translate awareness into sustained 

quitting.1 In contrast, upstream measures that alter the cost, availability, or quality of environments — from tobacco 

pricing to structural workplace reforms — tend to deliver proportionally larger benefits to disadvantaged groups 

(Mytton et al., 2012; Bambra et al., 2009). The equity advantage here comes from reducing or removing barriers 

that weigh more heavily on those with fewer resources, rather than relying on voluntary uptake or self-funded 

change. 

Even when structural measures are in play, the review shows that equity gains are often incidental rather than 

deliberate. Many of the most successful examples — Head Start’s stronger crime reduction effects for African 

American participants (Garces et al., 2002), regeneration projects that strengthened social capital in low income 

districts (Mehdipanah et al., 2015), or integration policies narrowing migrant-native health gaps (Malmusi, 2015) — 

achieved these outcomes as a byproduct of broader goals like poverty reduction, urban competitiveness, or 
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citizenship reform. This limits the scope for intentionally targeting those with the greatest health disadvantage. If an 

intervention’s equity effects are accidental, they are also fragile: shifts in delivery priorities, budget lines, or political 

leadership can quickly erode them. 

Timing and durability also matter. Some targeted redistribution policies — such as conditional or unconditional cash 

transfers — yield rapid narrowing of gaps by providing immediate resources to those in need, with accompanying 

gains in child nutrition or maternal mental health (Dahl & Lochner, 2012; Hoynes et al., 2015). But these effects tend 

to fade without sustained support or parallel structural reforms to address the underlying drivers of inequality. By 

contrast, upstream strategies — like inclusive national integration regimes that offer citizenship access, labour 

market rights, and cultural recognition — take longer to show measurable health impacts but are more likely to 

embed them over time (Malmusi, 2015; Ikram et al., 2014, 2015). The review’s migrant health evidence makes this 

clear: exclusionist regimes were associated with persistently worse mortality and mental health outcomes for long-

settled migrants, while inclusive regimes narrowed these gaps even without targeted health programming. 

The evidence also highlights cases where policies are financially regressive but health-progressive. Taxation of 

unhealthy foods or sugary drinks places a higher proportional financial burden on low-income households, yet 

because these groups are more price-sensitive and have higher baseline rates of diet-related disease, the resulting 

health benefits can be greater for them (Mytton et al., 2012; Fletcher et al., 2010; Ni Mhurchu et al., 2015). The 

evidence of mixed and complex effects — where policies can be simultaneously financially regressive but health-

progressive — highlights the need for sophisticated policy design that anticipates and addresses differential impacts. 

This might mean pairing taxes with subsidies on healthy foods, as in combined fiscal measures that offset costs for 

disadvantaged consumers while preserving behavioural incentives (Ecorys, 2014). 

Intersectionality runs through many of these dynamics. ALMPs benefitted high-SES participants more, but their 

effects also varied by gender within the same SES group (Puig-Barrachina et al., 2020). Elderly residents in 

gentrifying neighbourhoods were more vulnerable to displacement pressures yet could benefit from targeted 

age-friendly upgrades (Melis et al., 2015b; de Souza & Grundy, 2007). Early-years programmes had stronger 

cognitive effects for children of more educated mothers, but larger crime-reduction effects for African American 

boys (Garces et al., 2002). These examples underscore that equity effects cannot be fully understood by looking at 

single dimensions of disadvantage in isolation. 

Finally, the review points to a persistent strategic tension between coverage and equity. Universal, flat-rate 

interventions — such as untargeted regeneration schemes or blanket food subsidies — are politically appealing and 

administratively simple, but often underserve those with the greatest need (Mehdipanah et al., 2013; Ecorys, 2014). 

Highly targeted approaches, like income-tested early years programmes or neighbourhood-specific employment 

schemes, can narrow gaps quickly but risk stigma, lower political viability, and smaller total population gains (Puma 

et al., 2010; Dahl & Lochner, 2012). The designs that balanced these tradeoffs most effectively combined universal 

coverage with proportionate intensity, ensuring everyone was eligible while delivering more to those facing the 

steepest barriers. Inclusive urban regeneration that embedded targeted outreach within citywide infrastructure 

upgrades is one example (Mehdipanah et al., 2015). Without such proportionality, even well-intentioned policies 

risk reproducing the very inequalities they set out to dismantle. 
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Policy Domain Policy Intervention Gender 
Socioeconomic 
Status 

Old-age Rural Race/ Ethnicity 

Housing 

Housing Mobility Programmes           

Housing Quality & Energy Efficiency           

Housing-Led Urban Regeneration           

Supported & Crisis Housing           

Regeneration and Built 
Environment 

Active Travel Infrastructure           

Area-Based Regeneration           

Neighbourhood Design & Walkability           

Neighbourhood Renewal Policies           

Road Infrastructure & Safety           

Urban Green & Blue Space Regeneration           

Urban Planning & Public Infrastructure           

Community 
Infrastructure 

Arts & Cultural Programmes           

Community Engagement for Health           

Intergenerational Programmes           

Social Identification & Group Interventions           

Social Prescribing & Volunteer Health Promotion           

Labour Market 
Interventions 

Active Labour Market Programmes (ALMPs)           

Supported Employment & Transitions           

Wage Policy           

Working Time Reduction           

Workplace Health Promotion           

Workplace Participation & Organisation           

Welfare 

Conditional Cash Transfers           

Disability & Unemployment Benefits           

Income Maintenance & Supplements           

Tax Credits & Income Support           

Universal Credit & Conditionality           

Welfare Benefits Advice           

Early Childhood and 
Family 

Child Maltreatment & Support Systems           

Childcare Affordability           

Community-Based Child Protection           

Early Childhood Education (ECE)           

Family & Relationship Education           

Parental Leave Policies           

Parenting Programmes           

School Nutrition & Food Access           

Fiscal Policy 

Alcohol & Tobacco Taxation           

Combined Food Fiscal Strategies           

Food & Beverage Taxation           

Figure 8. Heatmap of health equity impacts by policy intervention type 

Note: Positive Evidence: Assigned when there are 1–2 studies showing positive 

outcomes for the domain in question. 

Strong Positive Evidence: Assigned when there are more than 2 positive studies. 

Negative Evidence: Assigned when there are 1–2 studies showing negative 

outcomes. 

Strong Negative Evidence: Assigned when there are more than 2 negative studies. 

Mixed Evidence: Classified as mixed when positive and negative findings are nearly balanced (e.g. 1:1 or 2:1 in either 

direction), but shifts to Positive or Negative when three or more studies clearly outweigh one opposing study, with a 

net score calculated as the difference (e.g. 3–1 = 2). 
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6. Leveraging the UK evidence base  

“The UK evidence base on the relationship between socioeconomic policy and 
health is broad, often rigorous, and increasingly policy-relevant... It spans 
multiple domains—most notably regeneration and the built environment, 
welfare, community-led approaches, housing, early years, and fiscal levers—
and reflects two decades of evolving national and local policy experiments..” 

The UK evidence base on the relationship between socioeconomic policy and health is broad, often rigorous, and 

increasingly policy-relevant, though uneven in methodology and consistency of outcomes. It spans multiple 

domains—most notably regeneration and the built environment, welfare, community-led approaches, housing, 

early years, and fiscal levers—and reflects two decades of evolving national and local policy experiments. Together, 

these studies provide a valuable, albeit complex, foundation for the next phase of devolved policy-making, 

especially under the statutory health and health inequalities responsibilities that will be assigned to England’s 

emerging strategic authorities under the English Devolution and Community Empowerment Bill.  

Nowhere is the scale of the evidence base more visible than in regeneration and the built environment, yet findings 

of such interventions impact on health are mixed. Evaluations of area-based initiatives such as the New Deal for 

Communities and Northern Ireland’s Neighbourhood Renewal Programme suggest that while modest gains in 

socioeconomic indicators are achievable, consistent improvements in self-rated health, mental wellbeing, or life 

satisfaction remain elusive (Walthery et al., 2015; Mohan et al., 2017). The reasons are varied: short timeframes, 

partial implementation, or disruption to social networks often mitigate or even reverse expected benefits (Thomas 

et al., 2005; Egan et al., 2015; Kearns et al., 2020). Yet more robust models—such as Wales’s Communities First—

demonstrate that when regeneration improves local infrastructure, reduces neighbourhood disorder, and is 

sustained over time, it can enhance mental wellbeing and reduce disparities (White et al., 2017; Greene et al., 

2019). Similarly, the Connswater Community Greenway in Belfast showed that quality green and blue space can 

support mental wellbeing, mediated by enhanced perceptions of safety, amenities, and social cohesion (Wang et al., 

2023). 

These mixed results are not simply about ‘what’ is done, but ‘how’ and ‘under what conditions’ interventions are 

delivered. The effectiveness of regeneration is strongly contingent on fidelity, stability, and community 

empowerment. For instance, Kearns and Whitley (2020) found that collective empowerment in Scottish 

regeneration zones was linked to wellbeing gains—yet these were reversed by post-2011 austerity and welfare 

reforms. A key lesson is that empowerment is not just a delivery mechanism; it is itself a health determinant. Where 

regeneration succeeds, it is typically long-term, participatory, cross-sectoral, and locally adapted. Place-based 

experimentation, real-time learning, and cross-sector alignment are recurring features of effective initiatives. Yet 

austerity and structural underinvestment have eroded many of the local institutional capacities required for this 

type of governance. 

“For local and regional government, the implication is that the mere availability 
of powers is insufficient; realising health benefits requires institutional capacity, 
sustained engagement, and flexible delivery architectures.” 
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These findings are highly salient in the context of the English Devolution White Paper (Ministry of Housing, 

Communities and Local Government, 2024), which places strategic authorities at the heart of health improvement 

and public service reform. For these authorities to meet their new statutory duties on health and health inequalities, 

they must not only access devolved powers but demonstrate the institutional maturity required to sustain long-

term regeneration strategies. For local and regional government, the implication is that the mere availability of 

powers is insufficient; realising health benefits requires institutional capacity, sustained engagement, and flexible 

delivery architectures. 

The same principle applies to welfare reform, where evidence of harm is clearer and more consistent. Studies of 

Universal Credit show significant adverse effects on mental health, particularly among unemployed adults and 

children in low-income households. Wickham et al. (2020) found a 6.6 percentage point increase in psychological 

distress following rollout, while Song et al. (2024) identified an 8 percentage point rise in mental health problems 

among children, particularly in larger and workless families. Dwyer et al. (2020) add qualitative depth, documenting 

how complex administrative systems and conditionality lead to disengagement and anxiety, especially among 

disabled people. These findings point to systemic flaws in welfare governance, where policy designed at the national 

level generates localised health harms. 

Despite limited local discretion, some mitigation has been attempted through locally integrated welfare rights 

services. Advice embedded in healthcare or community settings can improve income and reduce stress, with 

secondary benefits for emotional wellbeing (Adams et al., 2006; Greasley & Small, 2005; Abbott et al., 2005). 

However, these initiatives remain compensatory and relatively small in scale. They illustrate both the promise and 

limits of local mitigation in the absence of coherent, multi-level governance. Devolved strategic authorities—

particularly mayoral ones—may now be better placed to push for upstream alignment across welfare, housing, and 

health, ensuring that national reforms do not undercut local strategies. 

Community-based interventions—particularly those addressing social isolation, wellbeing, and civic participation—

are promising but under-evidenced. Arts engagement, green space activation, and social prescribing are among the 

most frequently piloted interventions, with some showing positive effects on social confidence, community 

bonding, and isolation (Chatterjee et al., 2018; Daykin et al., 2021; Hampshire & Matthijsse, 2010). However, the 

evidence base remains fragmented. Evaluations are often small-scale, short-term, and lack control groups. Lee et al. 

(2022) highlight that mental health promotion schemes for older adults, while theoretically sound, are poorly 

evaluated and weakly integrated into mainstream provision. The Well London trial similarly found no significant 

effects on population-level health behaviours or wellbeing, largely due to programme dilution and residential 

mobility (Phillips et al., 2014). 

 

“Place-based experimentation, real-time learning, and cross-sector 
alignment are recurring features of effective initiatives. Yet austerity and 
structural underinvestment have eroded many of the local institutional 

capacities required for this type of governance.” 

These findings emphasise that community interventions require not just funding but strategic coherence, local 

anchoring, and delivery through trusted institutions. The new devolution framework offers an opportunity to embed 

such interventions into Local Growth Plans and anchor strategies, provided they are supported by shared 

accountability structures and long-term settlements. Where health improvement has been achieved, it is typically 
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underpinned by coherent action across local, regional, and national levels, as well as by leadership that views health 

as a cross-cutting outcome of social and economic policy. 

Housing and physical infrastructure, as integral components of place, also offer levers for health improvement—

though again, effects vary by intervention type, quality, and context. Older evidence found modest respiratory and 

mental health benefits from basic housing improvements (Thomson et al., 2001), but large-scale renewal schemes 

like the New Deal for Communities rarely delivered health benefits commensurate with their investment. Where 

physical improvements are made without parallel attention to tenure mix, displacement, or local amenities, 

expected health gains can be blunted or even reversed (Thomas et al., 2005; Egan et al., 2015). Built environment 

schemes promoting active travel, such as separated cycling infrastructure, have shown success in shifting behaviour 

(Aldred, 2019), while others—like the Fitter for Walking programme—highlight the importance of local capacity in 

delivering physical activity improvements (Adams et al., 2017). 

What emerges from these studies is that physical transformation is a necessary but insufficient condition for health 

improvement. Environmental changes must be combined with relational and behavioural supports, especially in 

deprived areas. Ward Thompson et al. (2019) and Moore et al. (2018) underscore that the mental and physical 

health effects of built environment change are highly context-specific, and often require complementary investment 

in social infrastructure and trust-building. 

In this context, the devolution framework’s emphasis on aligning public service geographies, and ambition in the 

2025 NHS 10 Year Plan to anchor mayors in Integrated Care Boards (ICBs), is welcome. For these mechanisms to 

realise their potential, strategic authorities must act not only as delivery vehicles but as coordinators of multi-

domain strategies that integrate housing, infrastructure, employment, and community resilience. 

“Where health improvement has been achieved, it is typically underpinned 
by coherent action across local, regional, and national levels, as well as by 

leadership that views health as a cross-cutting outcome of social and 
economic policy.” 

 

Though smaller in number, studies on early childhood policy provide some of the strongest causal evidence of long-

term health gains. Sure Start, for example, reduced hospitalisations and improved mental health outcomes among 

children, especially boys in deprived areas (Cattan et al., 2021; Carneiro et al., 2025). The programme also enhanced 

educational outcomes and generated positive spillovers for families and communities. These findings make a 

compelling case for place-based reinvestment in early years provision—something that could now be championed 

through Family Hubs under strategic authority leadership. 

Finally, fiscal policy, while under-represented in UK evaluations, offers important insight. Briggs et al. (2013) 

modelled a 20% sugar-sweetened beverage tax and projected reductions in obesity, particularly among younger 

adults, with no regressive substitution effects. Though a national lever, this example highlights the potential for 

strategic authorities to influence public health through coordinated advocacy, evidence mobilisation, and local 

implementation of fiscal incentives. 

Across these domains, one structural insight persists: successful health-oriented interventions are rarely the product 

of isolated programmes or singular powers. They require multilevel coordination, institutional coherence, sustained 

delivery capacity, and embedded learning. The new devolution architecture in England—especially with its statutory 
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focus on health improvement and public service reform—offers an opportunity to systematise these conditions. But 

realising this opportunity will require more than delegated authority; it will demand strategic clarity, outcome-

oriented governance, and robust local institutions capable of integrating economic, social, and health goals. 

 

7. Strengths and Limitations 

7.1. Evidence Review 

This structured evidence review represents one of the most comprehensive syntheses examining relationships 

between socioeconomic policies and population health outcomes. Several methodological strengths enhance 

confidence in the findings. The search strategy employed multiple academic databases alongside grey literature 

sources, capturing both peer-reviewed evidence and policy evaluations often excluded from traditional reviews. The 

inclusion of 144 studies spanning diverse policy domains provides unprecedented breadth, while the temporal 

coverage ensures contemporary relevance for current policy debates. The development of a novel transferability 

assessment framework specifically evaluating UK applicability addresses a critical gap in international evidence 

synthesis, moving beyond simple quality assessment to consider contextual factors influencing implementation 

feasibility. 

The rigorous quality assessment employing a three-dimensional framework evaluating credibility, methodology, and 

relevance provides more nuanced evaluation than traditional tools. By requiring minimum scores across all 

dimensions while permitting flexibility for locally relevant interventions, the approach balances rigour with 

pragmatism. The development of a novel transferability framework specifically evaluating UK applicability addresses 

a critical gap in international evidence synthesis, moving beyond simple quality assessment to consider contextual 

factors influencing implementation feasibility. 

A particular strength lies in the consistent equity focus throughout the review. The systematic coding of differential 

impacts across population subgroups reveals patterns of advantage and disadvantage often overlooked in 

effectiveness-focused syntheses. This equity lens, combined with attention to implementation factors and economic 

outcomes across all 144 studies, enables identification of cross-cutting patterns typically obscured in domain-

specific reviews.  

However, several limitations warrant consideration. The broad scope, while enabling cross-domain learning, 

necessarily sacrifices depth within individual policy areas. More focused reviews might uncover nuanced 

mechanisms or contextual factors specific to particular interventions. The quality threshold requirements, while 

ensuring evidence robustness, excluded studies that might offer valuable implementation insights despite 

methodological limitations. The transferability assessment, while innovative, relies on reviewer judgement about 

contextual similarities, introducing potential subjectivity despite structured criteria. The review’s focus on 

population-level interventions excludes individual-level programmes that might scale effectively, potentially 

overlooking innovative approaches to improving health through economic mechanisms. 

7.2. Evidence Base 

The evidence base demonstrates several strengths supporting policy application. The predominance of quasi-

experimental and experimental designs provides reasonable confidence in causal inference, particularly important 
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given the complex pathways linking economic policies to health outcomes. The geographical concentration in OECD 

countries with similar institutional structures to the UK enhances transferability, while the inclusion of multiple 

systematic reviews and meta-analyses provides aggregated evidence beyond individual studies. Long-term follow-up 

in several landmark studies, such as the Carolina Abecedarian Project and Moving to Opportunity, reveals sustained 

impacts often invisible in short-term evaluations. 

The evidence spans diverse populations and contexts, enabling examination of differential effects across 

demographic groups. Studies increasingly incorporate implementation process evaluation alongside outcome 

assessment, providing crucial insights into why interventions succeed or fail. The inclusion of natural experiments 

and policy evaluations captures real-world implementation conditions often absent from controlled trials. Multiple 

studies examining similar interventions across different contexts enable assessment of which components remain 

stable versus context-dependent. 

Nevertheless, important limitations persist across the evidence base. Most evaluations are conducted over relatively 

short time periods, with long-term or lifecycle studies remaining rare. This constrains understanding of sustained or 

intergenerational impacts. Economic evaluation is another major gap: few studies incorporate rigorous cost-

effectiveness analyses, undermining efforts to assess value for money—especially when resource allocation must be 

justified amid competing budgetary pressures. Where economic assessments do exist, they often rely on 

inconsistent methodologies and timeframes, limiting comparability across interventions. This is particularly 

problematic in domains requiring significant investment and careful weighing of opportunity costs, such as labour 

market measures. 

Moreover, certain populations and policy areas remain significantly understudied. For example, despite their 

relevance to health policy, immigration policies are rarely evaluated for health impacts. Similarly, inconsistent use of 

gender-disaggregated analysis obscures differential effects that warrant tailored responses. Entire domains—such 

as industrial strategy, spatial economic planning, and labour market restructuring—also receive limited attention, 

despite their potential to shape health outcomes through employment, income distribution, and local investment 

patterns. 

Finally, questions of context and transferability are often overlooked. Broader system-level enablers—such as 

administrative capacity, data infrastructure, and inter-agency coordination—are rarely examined. So too are 

political economy factors, including stakeholder resistance, electoral incentives, and shifting policy priorities. These 

omissions hinder assessments of real-world feasibility and scale-up potential. Taken together, these limitations 

underline the need for caution in translating evidence into policy—and highlight the importance of investing in 

context-sensitive, methodologically robust evaluations across a broader set of domains. 
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8. Conclusion 
This review demonstrates that socioeconomic policy plays a significant role in shaping population health. Across a 

range of domains—including housing, employment, early years, welfare, fiscal policy, transport, and community 

development—economic decisions influence health outcomes through multiple and interrelated pathways. The 144 

studies assessed provide robust evidence that health is affected not only by healthcare and individual behaviours 

but also by the broader structural conditions shaped by economic policy: the quality and affordability of housing, 

the security and nature of employment, access to childcare and social protection, and the design of neighbourhoods 

and infrastructure. While the mechanisms vary and are shaped by context, the overall pattern is consistent: 

socioeconomic policies can support improvements in physical and mental health, influence health behaviours, and 

contribute to the narrowing—or widening—of health inequalities. 

Effective interventions typically share several characteristics. They are integrated, multi-component, and sustained 

over time, combining material improvements (e.g. income, housing, services) with attention to psychosocial, 

behavioural, and environmental factors. The review also highlights the central importance of implementation. 

Interventions that are well-resourced, contextually adapted, and delivered by trained professionals are more likely 

to achieve their intended outcomes. The artificial dichotomy between ‘policy’ and ‘implementation’ obscures the 

reality that delivery mechanisms often matter more than intervention content. 

“The artificial dichotomy between ‘policy’ and ‘implementation’ obscures 
the reality that delivery mechanisms often matter more than intervention 

content.” 

The findings also point to persistent gaps in both evidence and practice. Some population groups—particularly 

immigrants, disabled people, and low-income ethnic minorities—are underrepresented in the literature. Similarly, 

certain domains, such as industrial strategy, spatial planning, and supply-side labour market interventions, remain 

relatively underexplored despite their policy relevance. Moreover, some policies have led to unintended adverse 

effects—for instance, increased stress during poorly managed regeneration, or negative child outcomes in low-

quality childcare expansion—highlighting the need for equity-sensitive, context-aware design and ongoing 

evaluation. 

The UK evidence reviewed aligns with these broader patterns, but also reflects the particularities of national 

governance structures. In domains where central government retains control—such as welfare—local responses 

have often been limited to mitigation rather than systemic change. Conversely, in areas with stronger subnational 

levers—such as housing, regeneration, transport, and skills—there is clearer potential for aligning economic strategy 

with health objectives at regional and local government levels. Initiatives such as Sure Start, Communities First, and 

GoWell demonstrate that locally led, well-resourced, and contextually adapted interventions can yield meaningful 

health improvements. However, these examples also underscore the fact that local capacity—financial, institutional, 

and analytical—is a prerequisite for effective place-based policymaking. Without sustained investment, coherent 

governance, and mechanisms for learning and adaptation, many local strategies will struggle to deliver their full 

potential. 

In this respect, this review makes three key contributions. First, it consolidates a diverse and often fragmented 

evidence base, offering an integrated view of how socioeconomic policy affects health across sectors and contexts. 
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Second, it provides a structured resource for policymakers, particularly at local and regional levels, to support the 

design of economic strategies that also contribute to health improvement and health equity. By combining a 

structured quality and transferability assessment with thematic synthesis, it identifies not only which interventions 

are effective but also under what conditions, for whom, and through which mechanisms. Third, it offers an empirical 

foundation for the development of a more integrated policy framework—one that treats economic development 

and public health not as separate agendas, but as interdependent and mutually reinforcing goals. 

As the UK continues to broaden and deepen its commitment to devolution of economic development, the findings 

of this review are especially relevant. They highlight the need to embed health considerations into economic 

policymaking and to ensure that local strategies are supported by the necessary governance structures, delivery 

capacity, and evaluative tools. Rather than being treated as incidental or secondary, health outcomes should be 

seen as central to the success and sustainability of national, regional and local economic development policies. This 

review provides both the conceptual rationale and the practical evidence base to inform that shift. 
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Figure 7. PRISMA 2020 flow diagram for new systematic reviews 

Source: Page MJ, et al. BMJ 2021;372:n71. doi: 10.1136/bmj.n71. 
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Active Labour Market 

Programmes (ALMPs) 

Government interventions aimed at improving employability and reducing 

unemployment, such as job search assistance, vocational training, wage subsidies, and 

employment services.  

Causal Mechanism The process through which a policy leads to changes in outcomes. Mechanisms may be 

material (e.g. income), behavioural (e.g. diet), psychosocial (e.g. stress), or 

environmental. 

Community policy Policies that help promote and improve social capital and community cohesion 

Conditionality Rules that require recipients of welfare benefits or public support to meet certain 

conditions, such as job searching or attending appointments.  

Contribution Analysis An evaluation method that assesses the contribution of a policy or programme to 

observed outcomes, especially where multiple influencing factors exist. 

Co-Production A model of policy or service design in which professionals and service users collaborate 

to shape, deliver, and evaluate interventions.  

Cost-Effectiveness 

Analysis (CEA) 

A method for comparing the costs and health outcomes of interventions to determine 

which provides better value for money.  

Deprivation A multidimensional concept referring to a lack of material resources, social 

opportunities, or access to services.  

Devolution The transfer of decision-making powers and resources from central government to 

regional, local, or city-level authorities.  

Downstream 

Intervention 

An approach that targets individual behaviour change or treatment (e.g. smoking 

cessation campaigns), rather than addressing underlying structural factors. 

Earned Income Tax 

Credit (EITC) 

A refundable tax credit (primarily in the US) that supplements income for low-wage 

workers.  

Economic 

Development 

The process of improving economic wellbeing and quality of life through job creation, 

income growth, infrastructure investment, and enhanced productivity.  

Economic 

Development Policy 

Strategic public action to enhance a region’s economic capacity through investment, 

innovation, infrastructure, and skills, with the aim of improving productivity, 

employment, and long-term wellbeing. 

Economic Inactivity When working-age individuals are not in employment and not actively seeking work—for 

reasons including illness, disability, education, or caregiving.  

Employment Quality The characteristics of jobs, including pay, security, autonomy, progression opportunities, 

and work–life balance.  

Equity / Health 

Equity 

A normative concept referring to the absence of systematic disparities in health—or in 

the major social determinants of health—between groups with different levels of social 

advantage or disadvantage. Health equity is achieved when all individuals have a fair and 

just opportunity to attain their highest possible standard of health, irrespective of 

socioeconomic status, geographic location, or other structural determinants 

External Validity / 

Transferability 

The potential for applying evidence or policy lessons from one setting to another, taking 

into account context-specific factors.  

Fiscal Policy The use of government taxation and spending decisions to influence economic activity, 

redistribute income, and shape incentives. Can include taxes on unhealthy goods or 

subsidies for health-promoting behaviour. 
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Gentrification A process in which urban areas are regenerated in ways that attract more affluent 

residents, often raising property values and displacing long-term, lower-income 

residents.  

Health in All Policies 

(HiAP) 

A policy approach that integrates health considerations into decision-making across all 

sectors, not just healthcare.  

Income Replacement 

Rate 

The proportion of a worker’s previous income provided by welfare benefits, such as 

unemployment insurance or sick pay. 

Income Support Financial assistance aimed at maintaining a minimum standard of living for individuals or 

households with low or no income.  

Informal 

Employment 

Work that is not regulated, taxed, or protected by formal labour laws.  

Intersectionality The way different forms of social disadvantage—such as poverty, racism, sexism, or 

disability—interact and compound, shaping how policies affect different groups. 

Labour Market 

Institutions 

Structures and rules governing employment relationships, such as unions, employment 

protection laws, and minimum wages.  

Material Pathway A causal route through which changes in material conditions (such as income, housing, 

food, or energy) affect health outcomes. 

Minimum Wage 

Policy 

A legal floor on hourly pay intended to prevent exploitation and raise incomes among 

low-paid workers.  

Multi-Component 

Intervention 

A policy or programme that combines several elements—such as housing upgrades, 

income support, and health services—to tackle complex social problems. 

Observational 

Analytical Study 

A study design that examines associations between exposures and outcomes without 

manipulating variables or assigning interventions. Common types include cohort, case-

control, and cross-sectional studies. These designs can suggest potential causal links but 

are limited by confounding and bias. 

Participatory 

Governance 

A form of governance that gives citizens and communities a meaningful voice in 

policymaking.  

Policy Coherence The alignment and mutual reinforcement of policies across different government 

departments, sectors, or tiers of government.  

Precarious 

Employment 

Jobs with low wages, limited rights, no job security, and poor working conditions.  

Price Elasticity of 

Demand 

A measure of how much demand for a good or service changes when its price changes.  

Public Value The value created by government through the provision of services, infrastructure, and 

policy, including economic, social, and health outcomes. 

Quasi-Experimental 

Design 

A method used to estimate causal effects in situations where randomisation is not 

possible.  

Randomised 

Controlled Trial (RCT) 

An evaluation method in which participants are randomly assigned to intervention or 

control groups, allowing for rigorous causal inference. 

Regeneration A set of policies or investments that aim to renew physical environments and improve 

social and economic conditions in a defined area.  

Resource Filter Effect The phenomenon where more advantaged groups are better able to access and benefit 

from universal policies or services. 
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Return on 

Investment (ROI) 

A measure of the financial return generated by an intervention relative to its cost.  

Social Determinants 

of Health 

The social, economic, and environmental factors that influence health outcomes, 

including education, income, employment, housing, and the built environment. 

Social Infrastructure Community-level assets such as libraries, parks, community centres, and civic groups that 

foster social connection, wellbeing, and resilience. 

Socioeconomic Policy Government interventions that shape economic and social conditions—such as income, 

employment, housing, and education—which influence the structural determinants of 

health and social inequality. 

Structural 

Determinants of 

Health 

The broader socioeconomic and political systems that shape access to health-promoting 

resources and opportunities.  

Structured Evidence 

Review 

A structured evidence review is a systematic, transparent method for identifying, 

selecting, and synthesising research on a specific topic. It follows predefined steps to 

ensure rigour and consistency, often including clear inclusion criteria, quality appraisal, 

and thematic analysis. While less exhaustive than a full systematic review, it aims to 

provide reliable, policy-relevant insights. 

Systematic Review A comprehensive and methodical synthesis of evidence across studies that meet pre-

defined inclusion criteria. 

Targeted 

Intervention 

A programme or policy aimed specifically at a defined group (e.g. low-income families, 

unemployed adults) based on need or risk profile. 

Universal 

Intervention 

A policy or programme made available to the whole population, regardless of need or 

risk. 

Upstream 

Intervention 

Policies or programmes that tackle the root causes of poor health, such as income 

inequality, housing insecurity, or labour market exclusion. 

Vertical Equity The principle that people with greater needs or disadvantages should receive 

proportionally more support in order to achieve fairness. 
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