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WHAT THIS STUDY ADDS

This project adds new insights by bringing a social determinants of health (SDH) perspective
to bear on the question of the links between control in the living emment and health and
wellbeing In particular, the project questions whether control in the living environment (as
opposed to the work environment) plays a role in bringing about the observed social
patterning of health in the population which resultsnrarked inequalities in health.

Using thisSDH perspectivehis project synthesises for the first tintleeories and empirical
evidence concerning the pathways from control in the living environment and social
inequalities in health encompassing threestiict levels. These levels are interrelated but
rarely considered together in the disparate literatures in which they are located.

Our findings suggest that there are plausible pathways from control in the living environment
to health inequalities andane empirical evidence to support the hypothesised pathways
There is a small, but consistent, literature on the health impacts of microfinance schemes to
boost empowerment of women living in poverty/e analyse the different entry points and
types of inteventions that could be considered when seeking to influence control, and show
how insights from the theory review can be used to structure thinking around possible lines
of action.There imow a need for robust evaluations of the interventions that haverimary

aim of improving the level of control that people in hgytessed communities have over
decisions thagffect their daily lives.



ABSTRACT

Introduction

There isa sustained public policy focus in the UK on increasing the control that members of
the public have over decisions that affect their daily liveghe public health fieldscientific
debatehas gone further to consider &t control over decisions in dgilife is a fundamental
social determinant olfiealth and lack of control is an underlying cause of observed inequalities
in health We set out to undertake a theogriven evidence synthesis to inform future efforts

to tackle inequalities in health gendeal in the living environment.

Methods

We conductedhree interlinked reviews:

1. Acritical review of theory on the relationship between control in the living environment
and health and wellbeing;

2. Asystematic review of empirical studies on the above relationship, and

3. A systematic review of interventions to increase control in the living environment and
health-related impacts.

Alongside the reviews was a reflective analysis of possible intéoreentry points and types

of interventionsto intervene in the pathways from control to inequalities in healithe
reviews and reflective intervention analysis then fed into the synthesis of policy, practice and
research implications.

Results
Our firstconclusion is that control can Iseen asn integral component of both personal and
collective wellbeing, yet is rarely included as an indicator in surveys of wellbeing

Our first review reveals wetleveloped theories about the potentiglathways betveen
control in the living environment and the generation of health inequalities which we
categorised into three distinct explanatory levetsicro/personaj meso/community); and
macro/societal levelwhich are interrelated from the overarching social deteinants
perspective From our second review, there is some empirical evidence, of varying quality, to
supportthe mainlinkages in the pathways from control to health inequalities at each of the
three levels Both the theory and the empirical evidence pite support forinvestigating in
greater depthaction on low control in the living environment as part of a strategy to tackle
inequalities in health. Review 3, on the effectiveness of interventions, however, found few
studies that aimed to increase contrin disadvantaged groups and communities that also
went on to assess the impact on health and wellbeing. Microfinance schemes in low and
middle income countries were the exception, in that there was a body of evidence showing
GKFO 62YSyQa el liieddskda inbleage Bmpadwerment and is associated
with a range of health benefits from reduction in irfeersonal violence against women to
improvements in infant and child survival and nutrition. We drew on all three reviews and
analysis of theoriesf change in potential interventions to consider implications for the UK
context.

Discussion

Our findings suggest that there are plausible pathways from control in the living environment
to health inequalities and some empirical evidence to supporthipothesised pathways.
There is a small, but consistent, literature on the health impacts of microfinance schemes.
There is now a need for robust evaluations of the interventions that have a primary aim of
improving the level of control that people in haplessed communities have over decisions
that affect their daily lives.



EXECUTIVE SUMMARY

Background/Introduction

Over the past decade there has been a sustained public policy focus in the UK on increasing

the control that members of the public hawever decisions that affect their daily lives.

Promoting greater community control and empowerment is central to national strategies to

tackle social exclusion and regeneration, as well as in the localism, patient choice and
wellbeing agendasScientific dbate in the public health field, however, has gone further to

consider the hypothesis that control over decisions in daily i8fe fundamental social

determinant of health and lack of contrig an underlying cause of observed inequalities in

health. Inmaking recommendation®r tackling root causesf health inequalitiesn England,

the 2010 Marmot Review stresgé 1 KS OSYy (NI} f FAY Aa G2 ONBIFGS G
GF1S O2yiGNRf 2@SNJ GKSAN)I f A@SaxXiKS weiBesSg Lidzi a
Fd GKS OSYGNB 27F I OlAz2ya (201005Rdz0S KSIt K AyS]

Key questions remain, however, about the linkages between control and population kealth
what are the principal pathways through which control could influence health amdthe
inequalities? What is the empirical evidence to support or refute these hypothesised
pathways? What is the evidence on effectivenessacionsto boost empowerment and
reduce related health inequalities? We set out to undertake a theaisiyen evidewre
synthesis to inform future efforts to tackle inequalities in health generated in the living
environment.

Aims
We aimed to synthesise the evidence on:
1 whether and in what ways control in the living environment is important for health
and wellbeing,
1 what the potential intervention points are to improve health and wellbeing, and
1 what has been the impact of the types of intervention approaches that have been
tried so far

Methods

To address the project objectives, this study comprised three interlinkeidws:

1. Acritical review of theory on the relationship between control in the living environment
and health and wellbeing;

2. Asystematic review of empirical studies on the above relationship, and

3. A systematic review of interventions to increase control in the living environment and
health-related impacts.

Alongside the reviews, and continuously drawing on their findings, was a reflective analysis of
possible intervention entry points and typesioferventions that could and have been tried

to intervene in the pathways from control to inequalities in healhe reviews and reflective
intervention analysis then fed into the synthesis of policy, practice and research implications

Key findings

Our first review reveals wellleveloped theories about the potential pathways between
control in the living environment and the generation of health inequalities which we
categorised into three distinct explanatory levels. There are explanations that starsedtal
position of individuals (micro/personal level); those that start with the place in which people
live and its interaction with people (meso/community level); and those that start with the
whole societal context (macro/societal level), interactinghvother levels Our classification



draws on the Dahlgren and Whitehead (1993) model, which conceptualises the main
determinants of health as interacting layers of influence, one over the other, operating at the
individual, community, system and maeeoavironmental levels.

Pathways between control in the living environment and health inequalities

At the micro levelthe theories suggest mechanisms by which people in lower social positions
experience lower control over their destiny, including a relatieéicit of resources needed

for health and wellbeing. This low control in turn causes chronic stress, which can lead to
higher prevalence of physical and mental health problems than their more advantaged
counterparts There is empirical evidence in Revigwfrom prospective cohort studies in the

UK and The Netherlands, to support some links in the proposed causal pathways. These
studies find, for example, that lower social positions are associated with both a) lower control
beliefs about the home environnme and b) poorer health outcomes, and that a substantial
proportion of the association between low social position and mortality may be explained
statistically by low control belief$n all the studies at this level, however, low control in the
living envronment is assessed by se#fports of control beliefs. No epidemiological studies so

far have been able to distinguish between having low control beliefs and having actual low
control over essential resources, which may have very different implicatomficy. In this
respect, the evidence base on control in the work environment is stronger, as objective scales
of job demands and levels of control have been developed for this corffteg@complexity of

the task of developing such scales for the livemyironmentshould not be underestimated

At the meso/community levelthe theories centre on the processes by which people interact
with the places in which they live. The starting point in the explanation is therefore
disadvantaged places, and theenaction between disadvantaged people and places that may
produce a sense of collective threat and powerlessness. Together, these act as chronic
stressors, which over time are damaging to health. Contrasting theories, on the other hand,
maintain that the onverse of powerlessnegscommunityempowerment- may resultfrom

the interaction between people and place, when community members act together for mutual
benefit and challenge unhealthy material conditions or attract resources to their
neighbourhood to rake it a better place to livehe empirical evidence for these melavel
processes in Review 2 is sparser, not least because of the difficulty of capturing processes
operating at a collective level. Scales of neighbourhood disorder have been developed fr
selfreports and used in econometric analyses of US esestional surveys to show that
neighbourhood disorder was associated with increased mistrust, and there was higher
mistrust among those who felt powerless to control their lives. Powerlessnassnasirust

were in turn associated with increased psychological distress. Singlesegmnal surveys,
however, provide only weak evidence, and of associations only. More robust longitudinal
studies are needed to unpick the processes further. The eoapieividence on the pathways
from community empowerment to health was similarly sparse, and studies were identified
after extensive enquiries among active researchers in the field, rather than through the
electronic database searches. One example identiflerough this method was a series of
longitudinal ecological studies of First Nation young people in British Columbia investigated
why some communities were doing better than others to protect their young people from
suicide, with a hypothesis that strongultural continuity, marked out by community
empowerment, was protective. The findings supported the hypothesis.

The findings of the theory review led us to reflect on what type of evidence would
demonstrate the impact of empowered communities on hypegised healthrelated
outcomes such as deflection of heattamaging threats to the local environment or attraction
of resources to create better places to liwe found evidence in case studies of specific



communities who had faced and acted togethersauch challengesSuch case studies were
identified through books and other ngournal publications, often associated with the theory
literature and it was not possible to judge the comprehensiveness or quality of the. cases
Devising ways of capturing thigpe of evidence remains a challenge for future research
syntheses

At the macro/societal leveltheories recognised the importance of considering people in their
societal context. People live in societies with varying degrees of exclusion arithitiation

These theories posit that cultural, social or political processes that exclude or discriminate
against whole sections of society result in low status and hence low control of discriminated
groups over access to the necessities for health. &basien of the debilitating lack of control

over everyday life experienced by poor rural women in parts of South Asia was the inspiration

F2NJ ' YENIer {SyQa Ay@Sadraaridizya Ay GKS g2NI
development as a form of freedom:eigdom and capabilities to life a long and healthy. lifie
WSOASS HX 6S F2dzyR | adzoadlydAlt o02Re 2F SOARS

health-related outcomes, largely from low and middfecome countries, and largely cress
sectional in natureThe empirical evidence comes from diverse literatures, including cross
country comparative studies showing that greater participation of women in deemgking

in society is associated with better average population health, bettdd health, and higér

life expectancy for men as well as for wom&ingle crossectional surveys provided weak,
though consistent, evidence of associations between low control among women and a range
of adverse health outcomesociademographic studies in countries witmteenched son
preference provided strong evidence of the lower survival of girls and women into adulthood
in these societies, attributed to sex bias in relative care and practices such as sex selective
abortion.

Distinct theories about mechanisms operdfiat the macro/societal level also arise from
observations of the health impact of the collapse of the former Soviet Union in the late.1980s
This brought with it sharp social and economic crises in the countries concerned across the
whole population, copled with declines in life expectancy on a scale unprecedented in
European peacetime history in modetimes. Debates about the potential causes of the
decline in life expectancy as a result of this natural experiment have featured poor economic
conditions sharp disruption to health and social protection systems in society, and loss of
perceived and actual control over daily liEezidence comes from single cresectional studies

only, showing high prevalence of perceived low control over their lives gritanpopulations

of the former Soviet Union. Differences in level of control and economic resources explained,
statistically,between 1030% the observed Ea%Vest health divideThere is a suggestion
from the studies that perceived control might mediate the link between socioeconomic
hardship and poor health in some of the former Soviet countries.

Evidence of effect of intervening in the pathways

Both the theory and the empirad evidence provide support fa@xaminingaction on low
control in the living environmerfurther as part of as strategy to tackle inequalities in health.
Review 3, on the effectiveness of interventions, however, found few studies that aimed to
increase catrol in disadvantaged groups and communities that also went on to assess the
impact on health and wellbeing

There is a body of evidence, however on one highly relevant intervergidhat of

microfinance schemes in low and middle income countries, lwbaver 5 million poor rural

women in Bangladesh alone. The microfinance initiatives are of particular interest for our

research questions because they are clear examples of tHe@yR 62 YSYy Qa SYLJ2 6 S NY



interventions operating at the mesievel, while ado attempting to confront the low status of

women in these countries at the mactevel. The schemes work at multiple entry points: as

part of a povertyNB RdzOG A2y &a0GNFX GS3eT a 62YSyQa SYLRgSN
cultural shift strategy. They attept to harness the collective power of mutual support, with

members pooling savings and making small loans to each other to set up small businesses.
¢tKSNBE Aa SOARSYOS FTNRBY | OfdzAGSNI w/ ¢ GKIG 62Y
empowerment on nine idicators of status, economic power and autonomy in making

decisions, and was associated with more than a 50% reduced risk ehansrnal violence

against women. Other controlled studies found gains in infant and child survival and

reductions in stuntingfor the children of members compared with nomembers. Most

strikingly, in some interlinked studies in Bangladesh there was evidence of a faster
improvement in child health among the children of poor members, than among the rich non

members, resulting ia reduction in social inequalities in child survival between rich and poor.

Gender differences between poor girls and poor boys were also reduced. Evaluations of such

schemes hold lessons for the UK, where interest is spreading in tackling poverty and
unemployment at the community level through a combination of the credit union concept

linked to pumppriming for small employment enterprises.

Implications for future action in the UK context

We drew on all three reviews and analysis of theories of changedtential actions to
influence control in the living environment to consider implications for the UK context
Potential intervention points and different types of intervention were identified at each of the
three pathway levels: micro, meso, and madtds clear that there is, or has been in the recent
past, a great deal of activity in the UK at most of these entry points, employing a variety of
types of intervention Examples are given in table 9. A number of implications for future
research and straigy development emerge from the project findings:

* There needs to be a theotgd overview of the disparate interventions that have been tried

or are being proposed under the banner of improving the control that people inhassed
circumstances havia their dayto-day lives.

* Any proposed action on the control agenda needs tocbasidered in the context of a
comprehensive health inequalities strategy, rather than being se&olation.

* There is a need for robust evaluations of timerventions that have a primary aim of
improving the level of control that people in hapdessed communities have over decisions
that affect their daily livesThere are so many natural experiments going on, particularly in
relation to local controlthat may yield valuable insights if robust, poliejevant evaluations

were initiated.

* There is a real tension in the UK between policies that are introduced with the stated aim of
increasing local control and others that appear to be taking away docdiol. It may be that
a2YS GKS2NBGAOFff&@ LINBYAAAYTI AYAOGAIGAGSE | NB W
net gain. They may even seem as though they are generating lower levels of control in the
communities in which they are introduced, if thedffects are overwhelmed by contrary
policies. Evaluations need to be able to assess potential negative effects and differentiate
them from the effects of other policies.

* Evaluations need to incorporate measurement of changes in control/empowermehgrrat
than take for granted that the intervention will have an empowering effétie health and
wellbeing impacts should be incorporated into assessments.

* More generally, further investigation could be undertaken on whether and mmasures

of control oer decisionshould be incorporatethto measurement of wellbeing



1 INTRODUCTION/BACKGROUND

There is a growing public policy focus on increased control and empowerment for members

of the public. Increasing community control, in terms of promoting greabenmunity

engagement and empowerment, has been central to national strategies for tackling social

exclusion and the regeneration of so@oonomically disadvantaged areas over the last two

decades (Electoral Commission, 2005; Communities and Local Gover@0E0) The

2PSNF NOKAY3I FAY 2F (KS D2@SNYyYSyiQa Od2NNByd 7Ff
Ad adG2 Lidzi Y2NB LR6SNI YR 2LIRNIdzyAde Aydz LIS2
every department of Government, not just one or two (@aiOffice, 201Q)

A new imperative to extend the rights and powers of communities was heralded by The
[20FfAaY 1 OG ouHnmmMOZE SKAOK OFYS AyilGz2z FT2NOS Ay
devolve more decisiomaking powers from central governmemack into the hands of
AYRAGARIZ £ aX O2 Ydnhd diherS, dhesk yoRersingluldy tBeArighi to bid

to take over local amenities that the communities value; the right for communities to draw up
a neighbourhood plan (and the duty of locaaphing authorities to provide technical advice

for this activity) and the right to be consulted and influence planning decisions. Local councils
are experimenting with a variety of ways of giving people more power over how local
resources are spent, inclimd) asset transfer, expanding citizen representation on decision
making bodies, and variations on the theme of participatory budgeting (Pratchett et al, 2009;
Lowndes et al, 2006)The latest of such budget initiativesOur Place(neighbourhood
community budgets)¢ is currently being rolled out with the support of the Department of
Communities and Local Government.

lf2y33ARS (GKS O2YYdzyAde SYLRSESNXYSYyld RNROST A
offering greater individual choice to users of NHS, localretnal government services. In

this respect, key DH policy objectives, as emphasised in the NHS White Paper in July 2010, are

shared decisiommaking- dno decision about me without riegreater choice and control, and

increased user/carer empowermenbDf, 2010; DH &Communities and Local Government,

2010). Finding ways of promoting genuine control and empowerment will be critical to the
achievement of all these policy objectives. The disability rights movement increasingly

stresses the right to setfeteNY A Y I G A 2y X Ay Of dzRaugpmmydhoicdakly G 8 Q | Yy R
controlover their own treatment. Questions remain about how these desired rights are best

measured and how promoted

The Wellbeing Agenda is also highly relevant here. There is the grpoiicy interest in

AYLINR PSR &dzo02SOGAGS ¢StftoSAy3a o6LIS2LX SQa 26y
satisfaction) as an important objective of public policy across the board. Statutory duties are

being placed on public bodies to measure and promote eé@lllp as an outcome of all they

do for the population they serve (Communities and Local Government, 2010). The Health and

Social Care Act 2012 established health and wellbeing boards within each local authority, as a

forum where key leaders from the healthy R O NB &2 aidSY ag2N)] G23SGKS
and wellbeing in their local population and reduce health inequalifieere is conviction that

improved subjective wellbeing is intimately tied up with the achievement of greater control

Ay 2y S Q¥ lifeRwhieh init@rn liRks to the public health agenda.

Most pertinent to the public health agenda is the growing recognition that lack of control and

power may be fundamental causes of inequalities in health. The promotion of greater control
in daily Ife, therefore, underpins many national and international strategies to promote

10



population health and reduce inequalities in health (CSDH, 2008; Dahlgren and Whitehead,
2007; Marmot 201Q)

¢tKS GKS2NE 2F GaRSYIFYR | yR O2-gamdglhd stresd waR (G KS 3¢
originally developed in relation to the work environment (e.g. Karasek and Theorell, 1990).
Observational evidence shows that employees who experienced the twin pressunaghof
jobdemandsbut low controlin their work were at higherisk of psychosocial stress, which has
been linked to physical conditions such as coronary heart disease (CHD) (Bosma et al, 1997;
Kuper et al, 2003). There is also evidence that exposure to low job control increases with
decreasing occupational status anmy have contributed to the observed social variations in
CHD incidence (Marmot et al, 1998ubsequent evidence has emphasised the importance of

job control and social support at work. This has led to the hypothesis that interventions to
increase controht work and improve the quality of social support may reduce exposure to
psychosocial stress and thereby improve health. As part of our evidence synthesis programme
for the ESRC Centre for Evideteesed Public Health Policy and for the PHRC, we reviewed
the evidence on the psychosocial and health effects of workplace reorganisation to improve
control (Egan et al, 2007; Bambra et al, 2007 and 2008). We found that very few interventions
had been evaluated for their health impacts and fewer still had exaghivieether there were
differential effects for different occupational groups, which would have been needed to have
an effect on health inequalities

w»
w»
puj;

¢CKS O2yOSLIi 2F aO2yiNRfésx 2N tEFO] 2F AGE ¥
may have vale in understanding the determinants of health and health inequalities in the
day-to-day living environmentMore generally, the concepts of autonomy and choice have

also been identified as potentially important factors in determining access to resources to
LINEY2(3S FYR YIFAYGLFrAY KSIfGKd ¢KSasS yz2iaAa2ya OFy
2F GCNBSR2Y¢ YR aOF LI oAftAGASEAE G2 tAGS | f2y3
have opportunities and exercise choices over dailyqitad thedegree to which different

groups in the population have that freedom (Sen, 1988n contends that relative lack of

control and powerlessness are fundamental causes underpinning the inequalities in health

observed between different groups within the pdption. The Global Commission of Social

Determinants of Health made a similar analysis in its final report, which concluded that health
AySlidzZ t AGASa I NBE aOldzaSR o0& (GKS dzySljdzZ f RA&AGND
It 20l f & | yRH 3008ipilnynkking recomniendétibns for tackling these root

Ol dzaSa Ay 9y3ftyRI GKS wHnanmn al N¥Y2i4 wS@ASg aiN
ONBIGS (GKS O2yRAGAZ2YE F2NJ LIS2LXS G2 Gr1S 02
empowerment of indilduals and communities at the centre of actions to reduce health

AySlidzZ t AGASadeE oal N¥Y2GZ wHAamno

Key questions remain, however, about the linkages between control and population kealth
what are the principal pathways through which control could inflleehealth and health
inequalities? What is the empirical evidence to support or refute these hypothesised
pathways? What is the evidence on effectiveness of policies and interventions to boost
empowerment and reduce related health inequalities? We set autimdertake a theory
driven evidence synthesis to inform future efforts to tackle inequalities in health generated in
the living environment.

11



2 PURPOSE OF THE STUDY

Project aim:
We aimed to synthesise the evidence on:

1 whether and in what ways control in the living environment is important for health
and wellbeing,
what the potential intervention points are to improve health and wellbeing, and
what has been the impact of the types of intervention approaches that haem b
tried so far

1
1

Project objectives:

1. Toreview the theoretical and empirical evidence on the link between control over the
living environment and healthelated outcomes, and whether there is evidence of
differential impact by gender, SES, ethnicity.

2. To analysis the types of policies and actions that could potentially be taken to
influence control in the living environment, to derive a typology of actions and
articulate the theory of change/programme theory on which such actions are based.

3. To review theavidence of impacts of the different types of policies and interventions
aimed at improving level of control in the living environment and whether there is
evidence for differential impact of interventions by gender, SES and ethnicity.

4. To synthesis the ity of evidence and interpret it for policy, practice and research
communities

The objectives 1 and 3 are addressed with three reviews: a critical review of theory on the
pathways from control to health; a systematic review of the empirical evidencehen t
identified theoretical pathways (findings of theory and observational reviews reported in
section 4); and a systematic review of the health and health inequalities impact of
interventions to improve control in the living environment (findings reportedections).
Objective 2 is addressed by drawing on the three reviews to undertake a reflective analysis of
potential intervention entry points along the identified pathways and an assessment of what
types of interventions could and have been tried atfet#nt entry points, even if not
evaluated for their health inequalities impact (findings reported in Sedjor®Objective 4 is
addressed by a synthesis and interpretation for policy, practice and resedselttions and

8.

12



3 DESIGN & METHODS

To address the project objectives, this study comprised three interlinked reviews: 1. a critical
review of theory on the relationship between control in the living environment and health and
wellbeing; 2. a systematic review of empirical studies on the aboveiogkdtip, and 3. a
systematic review of interventions to increase control in the living environment and Realth
related impacts. Alongside the reviews, and continuously drawing on their findings, was a
reflective analysis of possible intervention entry paiaind types of interventions that could

and have been tried to intervene in the pathways from control to inequalities in heHit
reviews and reflective intervention analysis then feed into the synthesis of policy, practice and
research implications

3.1 Review 1 Critical review of theory on relationship between control in the
living environment and health and wellbeing (meeting Objective 1)

Review Question

RQ1 What theories and conceptual frameworks have been put forward in the literature on
the relationship between control in the living environment and heakfated outcomes, and
which include the generation of social inequalities in health?

Box1: Definitions for reviews

Contro¥ |y AYRAGARIZ f Qa 2 NthaBaf@tdhelaily hsTiednsltha? a2e3idel A
Ay GKS fAGSNI GdzNB G2 AYLX & aAYATI N YSIEyAy3s

autonomy, seHdetermination.

Pl
[=SN N
N O«

2y
2y

€ o
O >

Health-related outcome any outcome measuring an individual, group &ripddzf | G A2y Q& | LK & &A Ol ¢
or mental wellbeing.

Living envionmeny 'y & | ALISOG 2F Yy AYRAGARIzZ £ 3INPdzZLI 2NJ L2
environment, excluding the work environmeritiving environment includes both the so@oonomic
and psybosocial conditions in which people live.

Criteria for considering theories for this review

Included: Papers that put forward theories and conceptual frameworks concerning the
relationship between actual control in the living environment and heedflated outcomes,
which included pathways to inequalities in health.

Excluded: Any theory not concerned with the relationship between control in the living
SY@ANRYYSyild FtyR KSIHfiGK®d ¢KA& SEOfdZRSR (G(KS2NAR:
02y OSLJi dadfaA 2FR ORfyZI NPt Q & | LISNE2YIFfAGe ONIAGZ
command over socioeconomic and psychosocial conditions in which the study participants

f AGSR® Wal 8GSNEQ addRASa 6SNBE SEOf dZRSR 4 KSNE
contro/ml & G SNE 2 @S NJ 2y S GEnglish fayguageystudies @efedatbo elxctuged

as were studies only exploring control in the work environment.

Review methods

We anticipated the need to search diverse literatures to find theoretical considerations on the
relationship between control in the living environment and heakttated outcomes. Thus, an

iterative approach was adopted to identify studies. We identified three central literatures on

which to focus our efforts: the public health/health inequalitiestgal determinants of health

literature; the health development/global health literature; and the sociological/political

science literature concerned with power relations. With the help of experts from each set of

literature, we identified a small numberfo aSYA Yyl f g2NJ a HENRsEAYIQ2e SR
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approach using the seminal papers as a starting point: hand searching the reference lists of
each for other relevant publications, then widening the search further in an iterative process.
Key informants (inalding project caenvestigators and the authors of key papers) were asked

to identify specialist websites and relevant papers in press, as well as books and book chapters
where theoretical works may be more likely to be published. The identification ofaeie
publications entailed an iterative process whereby theoretical discourses found in the
empirical studies identified in Review 2 and later in Review 3 were also recorded for further
examination. We continued to add to our identification of theoriesiusaturation was
reached Key theoretical elements of the works identified through the above methods and
meeting the inclusion/exclusion criteria were summarised as a critical narrative review. The
structure of this review was based on existing exemp(arg., Nutley 2002; Lorenc et al,
2012).

As our scoping of the theories progressed, we held a series of reflective sessions in which the
team started to map out the hypothesised pathways from control in the living environment
to health inequalities. Dung the sessions, we considered similarities and contrasts between
the theoretical discourses and from this process developed a set of frameworks for grouping
the potential pathways by the level at which they operated. The resulting frameworks were
then usa to structure the searches and inform the subsequent systematic reviews of
empirical evidence and interventions.

3.2 Review 2: Systematic review of empirical evidence on the relationship
between control in the living environment and health and wellbeing

Review Questions
RQ1 What is the empirical evidence of the extent and nature of the relationship between
control in the living environment and healtielated outcomes?

RQ2 Does this relationship differ by so@gonomic status, gender or ethnicity anfiso, in
what way?

RQ3 What indicators have been used to measure the key variables: actual and perceived
control in the living environment; health; and wellbeing? What are their strengths and
limitations?

Criteria for considering studies for Review 2
The criteria for making decisions on whether or not to include studies in the review are
summarisedn Tablel.

Table 1: Inclusion/exclusion criteria for Review 2: systematic review of empirical evidence on the
relationship between control in the living environment and health and wellbeing

Included Excluded
Setting All countries (high and lov Studies exploring control in th
income). work environment.

Studies conducted at thg
population level and explorin
some form of interaction
between people and thei
Gt AGAY3I Sy OANE
Time coverage All dates.* n/a.
Population Studies in general population Highly  selected sample
that include datadisaggregated without differentiation by SES

14



by some measure of sociq for example: studies drawi
economic status (includin{ from samples of patients i
studies in specific groups thq health care settings; or from
are marked by some form d other residential
disadvantage). environments;  studies  of
University/College studen
populations &s classified as o
high educational level only, ng
disadvantaged).

Study design Observational studies analysir| Observational studies with
the extent and nature of thg respon rate below 30%.
relationship between control in
the living environment ang
health-related outcomes (for
example, cohort studies, cas(
control  studies, ecologi
studies).

Qualitative studies that relatec
to an included observationg
study.
Control Concepts Studies that measured a| Studies from the psychologic
AYRAQGARdzZ £ Qa literature  that  examined
over decisions that affect thei LISNOSA @SR Wi 2
daily lives, as the independer individuals as a personalit
variable. Terms in the literatur¢ trait, without reference to the
that encapsulate this concep actual  socieeconomic  or
Ay Of dzRS WO 2 y | psychosocial conditions i
WSYLRBEHU®T WI ¢ which the individual lived.

Wa I a0 SNBE G dzRA S
mastery is conceptualised &
selfcontrol/mastery over your
own emotions.

Outcomes Outcomes  measuring  a| Studies that do not measure
individual, group orl healthrelated outcome

L32 Lddzt | GA2Y Q&
mental health and wellbeing.
Language Englishlanguage studies. NonEnglish language studies
*One exception is the supplementary searches, detailed below, for which we applied prag
study date limits (studies must be published after 1980).

Search strategy

Initial scoping of the literature revealed, as anticipated, problems with the use of the term
WO2YUNRE QY 4KAOK ARSYUATASR ad0dzRASE gAGK WO2Yy
the studies that were identified were largely irrelevant and numertie therefore used the

seminal studies already identified in our preliminary scanning of the literature (and in our

review of theory) to design search strategies tailored to each specific electronic database,

guided by information scientists at the Centre fovRRevs and Dissemination (CRD, University

of York).

We searched MEDLINE and MEDLINEdoess; EMBASE; PsycINFO; Social Policy & Practice;
Social Sciences Citation Index; Conference Proceedings Citationcl8deial Sciences and
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Humanities; and Confenee Proceedings Citations Indescience on 25July 2012The full
MEDLINE strategy is includedAppendix 1

The preliminary analytic frameworks developed duling the review of theory led to the

identification of an additional potential pathway between control and health relating to the

low status of women in society, depicted kigure3. This was the consequences of marked

son preference which, it was hypothesised could lead to lower female survival rates through
mechanisms such as poorer nutrition/relative neglect of girl children and sex selective
abortion. Thus, on # August 2013 we conducted a supplementary search for empirical studies

in MEDLINE and MEDLINEPhocess to identify studies on son preference and sex selective
Fo2NIA2yYDd ¢KS F2ft2Ay3 aSHNOK GSN¥Ya& O6NBAGNR
preferey OSEé T Gaz2y LINBFSNBYOSéT da3ISYRSNI LINBFSNByO
published after 1980 were retrieved.

C
S

Screening of potentially eligible studies

We sifted titles and abstracts of all items to identify potentially eligible studies basé¢eon
inclusion/exclusion criteria. The first 200 items were independently screened by four
reviewers (LO, AP, AR and SN). Upon comparison, the rate of agreement was over 90% and
the remainder were screened by just one reviewer. All articles deemed potgndilidjible

were retrieved in full text. Full text articles were independently screened for inclusion by two
reviewers using a prdesigned and piloted eligibility assessment form (again, based on the
inclusion/exclusion criteria). Reasons for exclusioresewrecorded. Disagreements were
resolved by consensus or by recourse to a third reviewer (when necessary). We also made a
record of all intervention studies identified that were deemed potentially eligible for the
subsequent systematic review of intervémt studies (Review 3). See Flowchart A for a
diagram depicting the flow of studies through the review.
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Flowchart A: Flow diagram for Review 2: systematic review of empirical evidence on the relationship

between control in the living environment and heditand wellbeing

Records identified through Additional records identified
database searching through other sources
N = 42605 N =249
¥ ¥

Records after duplicates removed

N = 26425

Y

Records screened on
title & abstract
M =26425

Records excluded
M =26152

k4

Full-text articles
assessed for eligibility

Excluded on full-text <
MN=273

N =146

A 4

Studies included in

r L T

Reasons for exclusion

» Not relevant to
search/review topic

Reasons for exclusion

* Setting (not living
environment): N=27

+ Population (highly
selective sample): N=24

# Study design (not
empirical); N=12

* Study design (no
measure of control):
N=43

* Study design
[ingdequate measure of

. Excluded on quali
the review N = 2;‘ i control): N=24
N=127 =
* Outcomes (not health
A related): N=16
— —
Included non-gender Included gender studies
studies N =66
N =36 {from 64 articles)
e e
~— — — —
Micro Mesa Macro Macro Macro (gender -
[individual) [community) [transition) (Gender) son preference)
N =22 N =6 N=8 M =756 N =10
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Data extraction

A single reviewer extracted data for each study into-gesigned and piloted forms.
Extractions were then checked for accuracy and completeness by a second reviewer.
Extracted data include: study aims, study design, setting/country, main findings immneti@t
research questions. Owing to logistical and time constraints, it was not possible to contact
study authors for unclear, missing or additional data.

Critical appraisal

Based on the review questions, the team identified a typology of appropriagerghtional
study designs (following the approach outlined in Petticrew & Roberts 2003) in order to help
organise the evidence:

Longitudinal studies in individuals

Longitudinal ecological studies

Repeat crossectional studies

Ecological comparative stugi

Casecontrol studies

Singlepoint crosssectional studies

E R ]

Within these classifications, studies were then critically appraised. After reviewing a wide
range of critical appraisal tools we decided to use a modified version of a set of questions
devisedby CRD and based on a range of@xesting tools (CASP 2013; Polgar & Thomas 1995;
Weightman 2000) (seédppendix 3 All included studies were critically appraised doye
reviewer and each was checked by a second reviewer.

Data synthesis

We used narrative synthesis to summarise study findings. (Mays et al 2005; Popay et al 2003)
The studies were analysed in relation to the four theoretical frameworks developed in the
critical review of theory Essentially whether they supported or refuted the theoretical
pathways in the frameworks. Specifically, differential pathways, in relation to-sgoipomic

status, gender or ethnicity, were explored. The strength of evidencthése pathways was
summarised based on the hierarchy of study designs and the results of the critical appraisal.

3.3 Review 3: Systematic review of policies and interventions to influence
control over the living environmen{Objective 3)

We carried out a sysmatic review of the evidence for the healtblated impacts of actions
that have been used to influence control in the living environment (see Box 2 for definitions
of key concepts used in these reviews). We were interested in actions that aim to tackle
inequalities through improving the health of people suffering disadvantage, narrowing the
health divide (between rich and poor, for example) or reducing the social gradient in health
(Graham 2004). A key proviso, however, was that to be equitable theyanhtve their goal

08 afS@StftAy3d dzllz y2iG S@SttAy3a R2oyE€ 02 KA
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Box2: Definitions for Review 3

Control:l Y AYRA@GARdzZE £ Qa 2NJ INRB dzLIQ& LI2 ¢.Fhs2h@tdmusedS OA & A 2y &
iNGKS fAGSNI GdzNB (2 AYLIX & aAYAEFIN YSIyAy3a-fiz wOo2yil
RSGSNNYAYLFGA2Yy® C2N) GKAA NBOASg:I FSYIES (fAGSNI Oe

empowerment/autonomy, political participation and civic/community engamgent are indicators of
control.

Healthrelated outcomey | ye& OKIy3S Ay Yy AYRAGARdzZ X INRdzLI 2NJ L
health status. This may include health determinants with clear links to outcomes, for example: uptake

of screening andmmunisation programmes. It may also include heaktfated behaviours (e.g),
condom use), and individual and community wellbeing outconWws. did not include studies df
intentions (e.g., propensity for female genital mutilation).

Living environmentanyl 8 LJSOG 2F Yy AYRAGARdAzZ £ X 3INBdzLJ 2 NJ LJ2 LJdz |
environment, excluding the work environmeritiving environment includes both the so@oonomic
and psychosocial conditions in which people live.

Review Questions
RQ1 What isthe evidence of the impact on healielated outcomes of policies and
interventions to improve the level of control in the living environment?

RQ2 Is there a differential impact for different groups in the population, including by SES,
gender, or ethnidy?

Criteria for considering studies for this review

The criteria for making decisions on whether to include studies in the review are detailed in
Table 2.To be included, the interventions had to be centrally concerned with increasing
control for those goups in society with relatively low power. We excluded interventions that
did not address the lack of power/control in the theoretical pathways from control to health
inequalities. Thus we excluded studiegltd effectiveness of health promotion interveons

that employed some form of community engagement as a strategy for improving
effectivenessi.e. where community engagement was used in a utilitarian way.
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Table2: Inclusion/exclusion criteria for Review 3 of pales and interventions to influence control
over the living environment

Included Excluded
Setting All countries (high and low income). n/a.
Time Post1980. Pre-1980.
coverage
Population | Freeliving populations in community Highly selective groups, such as
of interest settings.Studieshat include data patientswithout reference to their
disaggregated by some measure of secio | socioeconomic statugnd
economic status (including studies in university/collegestudents(as
specific groups that are marked by some | classified as high educational level
form of disadvantage). only).
Studies of Experimental or quasxperimental studies
interest (including: RCTSs, controlled observational
studies, before and after studies,
interrupted time-series studiesrad natural
policy experiments) and systematic review
that evaluate the healthrelated outcomes
of policies and interventions to influence
control in the living environment (to identif
primary studies).
Qualitative studies related to an included
intervention study.
Type of Actionsto influence control in the living Work-based interventions.
intervention | environment for a group marked out by Health promotion interventions in
some form of disadvantage (including which the aim is to improve the
women in cultures in which they are delivery of health care, or health
discriminated against, minority ethnic outcomes,usingcommunity
groups who occupy low social positions in| engagenent (rather than the aim of
the society in which they livand entire empowerment per se).
populations in which there has beersharp | Targeted education/training, for
sociceconomic or political transition). example for health promotion
(unless theprimaryaim is to
improve control/empowermentf
specifieddisadvantaged groups).
Oneto-one counselling or advice tg
reduce low control beliefs of
individuals without consideration of
their social position/theoretical
pathways from control to health
inequalities
Outcomes | Any outcome measuring an individual, Studies with nghysical, social or

ANE dzLJ 2 NJ LJ2 icadzéokial dr 2 ]

mental health and wellbeing.

mental health and wellbeing
outcomes
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Determinants with clear links to outcomes
(for examplecontraceptiveuse).

Individual and community wellbeing
outcomes.

Language Englié language studies. Non-English language studies.

F CKA&A A& GKS RFEGS FFAOSNI 6KAOK YIFNI&S] |y
research into how control might be an important determinant of health in the workplace and
beyond.

Searchstrategy

The results of Reviews 1 and 2 revealed that policies and interventions aimed at increasing

the level and nature of control in the living environment are to be found in a variety of fields.

Thus, we searched literature in the fields of internaibdevelopment, gender and family
d0dzZRASas az20Aa2t238 |yR LREAGAOIE aOASYyOSsz OAd
determinants of health, community development and empowerment, democratic renewal

initiatives, civic design and urban planniagd the growing body of literature on wellbeing.

We developed our search strategies using key studies identified in our searchers for Reviews

1 and 2 and through our preliminary scanning of the literature. CRD information scientists
guided the developmenof the search strategies. We searched MEDLINE and MEDLINE In
Process; EMBASE; PsycINFO; Social Policy & Practice; Social Sciences Citation Index;
Conference Proceedings Citation IndeBocial Sciences and Humanities; and Conference
Proceedings Citationkdex ¢ Science on 1st February 2013. The full MEDLINE strategy is
included inAppendix 2The reference lists of included studies were scanned to identify further
papers Some additional intervention studies were also identified from the reference lists of
studies in included in Reviews 1 and 2.

We also consulted key informants (including policy makers as well as academics) in
appropriate fields to help identify relant papers in press and reports of evaluations
commissioned by public and charitable bodies and unavailable in electronic databases. We
searched organisational websites and liaised with relevant bodies to identify other sources of
evidence.

As the revigv of included studieprogressed, we identified that microfinance schemes were

prominent community empowerment interventions that had been evaluated for their health

impact, but only in LMIC. We speculated that there may be studies irifnigine countries

LI NOHAOdzE F NI & GKS 'YX 2F | aAYAtFNI Geldd 2F Aydas
October 2013 we conducted a supplementary search for empirical studies in MEDLINE,
MEDLINE HProcess, the Science Citation Index, the Social SciencésrCitaex, the Arts

and Humanities Index, PsycIinfo and SCOPUS in order to identify evaluations of the health

impact of credit union initiatives among disadvantaged communities. A total of 460 papers

GSNBE ARSYUGAFASR FNRBY ( KierséreeminyXr Kiles?afid absast RA (  dzy A
none were identified that assessed heafiated outcomes.

Screening of potentially eligible studies

We sifted titles and abstracts of all items retrieved to identify potentially eligible studies based
on the indusion/exclusion criteria. All articles deemed potentially eligible were retrieved in
full text. Two reviewers screened full text articles using agesigned and piloted eligibility
assessment form (again, based on the inclusion/exclusion criteria)oRels exclusion were
recorded. Disagreements were resolved by consensus or by recourse to a third reviewer
(when necessary). We also made a note of any studies that were deemed potentially eligible
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for the Review 1 of empirical studies (on pathways betwecontrol and health). See
Flowchart B for a diagram depicting the flow of studies through Review 3.

Flowchart B: Control in the living environment systematic review of intervention studie$low
diagram

Records identified Additional records identified
through database through other sources
searching M =909

Records after duplicates removed

N =17361

h

Reasons for exclusion
Recc_:rds screened on Records excluded - Not relevant to
title & abstract N = 17238
N = 17361 search/review topic

Reasons for exclusion

* Studydesign (not
empirical): N=18
+ Population (highly
ik selective sample):
[ Fulbtextartices | N=21
ui-text articles Excluded on full-text :
assessed for eligibility [ ™ N=110 < * Typeof policy
N=123 intervention (no action
\ ~ to influence control):
N=51
L 4
' ™\ + Type of policy
Studies included in intervention
the review . .
N=13 (intervention
. v, contamination): N=1
— — — * Qutcomes (nohealth-
related outcome):
Included Included gender . N=19
community microfinance
intervention studies intervention studies
N=3 N=10

Data extraction

A single reviewer extractedlata for each study into prdesigned and piloted forms.
Extractions were then checked for accuracy and completeness by a second reviewer. Separate
forms were designed for experimental/quasiperimental studies, systematic rews and
qualitative studiesExtracted data included: study aims, study design, setting/country and
main findings in relation to research questions. Owing to logistical and time constraints, it was
not possible to contact study authors for any unclear, missing or additional data.

Ciitical appraisal
The selection of critical appraisal tool was guided by expert advice from CRD. After careful

O2yaARSNIGA2Y 2F | ydzYoSN) 2F 2LA2ya ¢S OK24a$
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FaadaaysSyd F2NJ GKS &8 adénevilopéd bpbrrc tal (2818) ST F SO
in their review of environmental interventions to reduce fear of crime (&ppendix 4. One
reviewer critically appraised all ilcled studies and each was checked by a second reviewer.

Data synthesis

Evidence addressing the review questions was displayed as a narrative synthesis (Mays et al
2005; Popay et al 2003). Studies were grouped with reference to our theory frameworks in
Figures 14, based on the level (micro, meso or macro) at which they attempted to intervene
in the pathways between control and health and their underlying programme theory. The aim
was to explore whether different types of intervention are more or lesscgiffe and for which
groups, following an approach used in previous thedriyen reviews (Clayton et al, 2012).
Differential impacts, particularly in relation to so@eonomic status, gender or ethnicity,
were explored. The strength of evidence was suniseat based on study design and, for each
type of study, on the results of the critical appraisal. Reporting was based on the RRJSMA
equity extension (Welch 2012).
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Definitions of control

fAY] 4

MAIN FINDINGS: THEORY AND OBSERVATIONAL EVIDENCE

02

Control can operate at different levetgpersonal, community, and societyand can concern
beliefs, perceptions, and senses, on the one hand, and processes and outcomes on the other.
Some of the more common notions obrdrol coming out of the theory literature are

summarised in the box below.

Box3: Definitions concerning the notion of control (or lack of it)

Individual:

Autonomy:freedom to act and make decisions for oneself.

Controlofdestind 1 KS oAt AdGe 2F LIS2LX S G2 RSIt G6AGK| GKS F2NIL
y2G G2 RSIFt 6AGK GKSY®E 0{&YSZI Hnannndad OKRE yWORKYAWER)
2PSN) RSalAayeQ Sy dohgpr N fulkira. LISt SaaySaak Yy

Ontological security a ¢ KS O2y TARSYyOS (KIF{G Yz2ad KdzYly-| o0SAy3a K
identity and in the constancy of their social and material environments. Basic to a feeling of ontological
securityisasenseof tieSf Al 0 Af Alé 2F LISNE2ya FyR GKAY3IR GO0DARRS
Sense of coherencBart of having a sense of coherence isayprehensibilityknowing/expecting thaf]

there is some coherence or continuity to your lifeptdnageability a belief that things are nmageable

and within your control and that you have the resources and skills to do so; avidag)ingfulnessa

belief that things in life are worthwhile and that there is a good reason to survive and face challenges
(Antonovsky, 1993)

PowerA 8 (KS FtoAfAde G2 SESNI 2ySQa AyFtdsSSyoS|idz2z ST¥FSO
et al, 2010)

Powerlessneds &y 202SO00GAPS LKSy2YSy2y>s SKSNB LISzLIES 6A0GK
lack the means to gain greater controllan NB & 2 dzNOSa Ay G KSATHE doveisedse 62t S
WS Y LR g Soe Quitdim@ as well as a process.

Collective:

Community control/lempowermenti I &2 OA L+t | OGA2y LINRPOS&a oeé| 6KAOK A
organisations gain mastery ovehdir lives in the context of changing their social and political
SY@ANRBYYSyl (G2 AYLINRGS SljdzAade FyR ljdzr tAGe 2F tATFSE
Cultural continuityhas similarities with the notion of ontological security above: a sense of ownefship

of a collective pasand stability in the future (Chandler and Lalonde, 2008).

Collective efficacy/ perceived neighbourhood codtrold ¢ KS 0SSt AST 2F O2Y|ydzyrade Y
KIS GKS OF LI OAGe G2 ONBIFGS OKIFy3asS¢ o{FyvyLaz2zy Si Ifzx
Powerwith (not poweroven: & I £ sk ¥xpandirg resource which comes from within and friom

collaborative work with others and leads to empowered communities as people emppwer

0 K S Y a BNakgiStair, 2002).

Social protective factors: defined as interaction ofCommunity empowerment, comunity capacity,

community competence, social cohesion, collective efficacy, sense of commuodigl sapital

(Wallerstein, 1992)
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b2dS GKI

G 21ttt SNEGSAY OMMOHO YI18& I RAZGAYOi/
Wwa2O0Al f OF LI i

0 I fs&paradteSoBt Antéractiniy KoSiaf pratetivekfactors.

Appendix 5and Appendix 63 A @S SEI YLX Sa 2F K2g WO2yGNREQ KI a
studies that we reviewed. At the micro/ persorabel, sense of personal control (n=6), and

perceived control (n=5) were mosbrmmonly usedOther control measures included control
0StASTAT O2yGNRE 20SNJ 2ySQa tAFTST aSyasS 27 02K
efficacy. Irmeso/communitylevel studies, control was operationalised as perceived control

at multiple levds (organisational, neighbourhood, and beyond the neighbourhood);
neighbourhood disorder linked to sense of powerlessness, and linked to loss of collective

control; and perceived community participation. Madevel studies included control

measures as po®NJ NBf I GA2yaT |o0az2fdziS yR NBfFGIABS L
representation; freedom; personal control; and social control

Control and wellbeing

One of our first conclusions from our review of the theoretical literature is that control can be
conceptualised not only as a determinant of health and wellbeing, but also as an integral
aspect of wellbeing an outcome in its own right

¢tKS y2iArA2y 2F O2yGNBf & +Fy AYLRNIFIYyG SELSNRASY
the healthdevelopment literature, Amartya Sen, for example, expresses the view that:

dThe success of a society cannot be separated from the lives that the members of the society
INBE FofS G2 fSIR X¢gS y2i 2yfteée @It diShaling@Ay 3 ¢St
control over our own livégSen, 1999).

From the health inequalities literature, Michael Marmot sums up the conclusion:

GC2NJ LIS2LX S 10620S | GKNBakK2tftR 2F YIFGSNARIf ¢St
Autonomy- how much control youdve over your life and the opportunities you have for full

social engagement and participaticrare crucial for health, webeing and longevity. It is
AySlidzftAde Ay (GKS&asS GKIFG LI I & aMamop20@. LI NI Ay L

There issomething about having a sense of control over destiny that contributes to overall
subjective experience of wellbeing and of having a good quality of life. A related notion of
ontological securityg having the confidence and trust that there will be cowiity in the
world, so that people can feel in control of their environmenimay also come into play,
particularly in relation to the immediate living environment. Several authors have proposed,
for example, that the home could provide ontological segurit

Goi KS K2 Yerepeople féeSigcontrol of their environment, free from surveillance,
free to be themselves and at ease, in the deepest psychological sense, in a world that might at
times be experienced as threatening and uncontrollébsindes, 1990).

Some current definitions of wellbeing in the policy literature touch on notions of control over
destiny, without making it explicit. NHS Health Scotland, for example, defines mental
wellbeing as:

AY2NB G(KIy GKS | 0asyiors2 t2m WS yLiil A YALO tAYSSE aw Ce2NY LK
Tdzy OGA2yAyIQd Li AyOf dRSa adzOK O2yOSLiia Fa Sva2
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and hope, selésteem, resilience and coping, spirituality, social function and emotional
intelligencé ® 6 b | énd 20082 (i f

¢ KS LINSEJA2dza D2 @SR PEvrRenkPediOasiaisedlid pads podier
into the hands of local communities to give control over local decisions and services, stating:

GoKSYy | OAGAT Sy FSSf a I Kocd dedigioSstand@hatyheikvbic@S |y Ay
will be heard and respected, this can improve their general sense dieimadl and even levels
2F KIFILIWIAYySaaéod

The latest public health white papedrealthy Lives, Healthy Peog#010) emphasised the
importance of wdlbeing to physical health and reduced mortality, and referred to improving
health and wellbeing through strengthening sefiteem, confidence and personal
responsibility Public Health England is tasked with integrating a focus on wellbeing across its
functions and work streams; the Public Health Outcomes Framework (that sets national and
local outcomes) includes sekported wellbeing as one of the key indicators in the health
improvement domain (Wellbeing Policy and Analysis, 2013).

4.2  Measurement of cotrol and wellbeing

Surveys of wellbeing, both at the personal and community levels, however, rarely, if ever,

Ay Of dzZRS WO2yGNREQ +ta |y AYRAOFG2NW ¢KS hb{ S
satisfaction, how worthwhile things are, and happiness

The first wellbeing survey in the north west of England (Deacon et al, 2009) aimed to identify

population groups with lower and higher levels of wellbeing, and better understand the
RATFSNBYG |aLlSoda 2F LIS2 LI SQag Theis@rées definkd: & t S| R
YSyilt ¢StftoSAy3a +ta KFE@AyYy3a v YIAYyThBhAWeSy Gay T
how we feel about ourselves, our future and the world around us and our ability to have

positive relationships, a sense of controlandggra S Ay €t ATFTSé @

The survey questionnaire did not specifically refer to the concept of control, but included
questions relating to satisfaction with life, the local area, and ability to influence decisions
affecting the local area. A shortened seven itemrildek Edinburgh mental wellbeing scale
was used, with the items:

wLQ@S 06S8SSy FSStAyYy3I 2LWGAYAAGAO lo2dzi GKS Fdzi dzNB
wLQ@S 6S8SSy FSStAy3 dzaS¥d

wLQ@S 6SSy FSStAy3a NBfIESR

wLQ@S 6SSy RSItAYy3 6AGK LINROfSYa 6S¢tf

wLQ@S 6SSy (KAYylAy3a Of SI NI &

wL Q@S 06SSy oS pesped Ot 288 0

wLQ@S 6SSy I6tS (G2 YIS dzlJ Y& 26y YAYR | o62dzi 0

The full 14item Warwick Edinburgh mental wellbeing scale (WEMWBS, 2006) also includes
statements relating to interest in other people, having energy to spare, feeling good about
2 vy S (I deeliadcodnfident, feeling loved, being interested in new things, and feeling cheerful
Control is not directly measured

The National Wellbeing programme was launched by the Prime Minister in 2010, and led to
the development of a wellbeing measurenteframework (ONS, 2013)Questions on
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subjective welbeing were added to ONS household surveys in 2011, and were assessed by
indicators of life satisfaction, how worthwhile things are, happiness rating and anxiety rating.

A New Economics Foundation rep@onsidering the issue of wellbeing measurement in
policy, refers to a sense of individual autonomy as a core aspect of positive wellbeing (p16),
and suggests a subjective measure of autonomy as a leading indicator (leading indicators are
considered as thse for which improving performance will lead to better health outcomes)
(Thompson and Marks, 2008).

The neighbourhood and community empowerment strand of the Local Wellbeing Project
aimed to increase understanding of ways in which local authoritiesncaease the wellbeing

or their residents through their community engagement and neighbourhood working
practices The report stemming from this work considered a body of research and several case
studies; these suggested that empowerment has the potentaintprove wellbeing. The
report concluded:

z

Gy AYLIE AOAGZ 2@0SNI NOKAYy3a GKSYS FTNRBY (KS SOAR

controk (Hothi, Bacon et al, 2008)

hyS AYGNRIdzZAYy3I | yaAsSN (G2 GKS | dzS gedvichiylentA y 2 dzNJ L.
AYLERNIFYG F2N KSHEGK FyR ¢StfoSAyaKéeE Aa GKFG O
or not it can be shown to have an impact on health. However, some ongoing surveys of

wellbeing in the UK do not currently include control directly an indicator. Many

measurement, as well as conceptual, challenges are raised by the prospect that control is a
component of both personal and collective wellbeing
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4.3  Pathways from control to social inequalities in health

Our critical review otheory paid special attention to theories about the generation and
maintenance of social inequalities in health, not just average population health. By definition,
these explanations needed to take into consideration the living environment and social
context, not just internal psychology to explain a relational, societal phenomenon, i.e. the
observed systematic differences in health outcomes between different smmoomic
groups

As our scoping of the theories progressed, we held a series of refleestons in which the
team started to map out the hypothesised pathways from control in the living environment
to health inequalities. During the sessions, we considered similarities and contrasts between
the theoretical discourses and discerned that exrglions were conceived as operating at
three main levels:

A Micro/personallevely | LISNBR2y Qa a20ALf LRaiAdAzy AyTfdz
control their destiny (in terms of money, power, information, prestige) and influence
critical decisions affging their lives

A Meso/community level Notions of community/collective control go beyond
individual circumstances to encompass the strength/power generated by joining
together to have greater influence over material and social conditions in immediate
neighbourhoods/living space.

A Macro/societal level:Cultural orientation towards different groups in the population
(for example son preference and gender bias) and spoiitical transitions (for
example, experiences of former USSR countries) operatéhatlavel of whole
societies, influencing the degree of control that members of a society have over their
lives

Our classification draws on the Dahlgren and Whitehead (1993) model, which conceptualises
the main determinants of health as interacting layakinfluence, one over the other,
operating at the individual, community, system and maenvironmental levels. In the
following sections, we outline the theoretical pathways at each level derived from Review 1,
followed by the empirical evidence from owlstematic review of observational studies
(Review 2) at each level.

Micro level: theory and evidence

Theory

There are two, interelated strands of theory connecting the experience of low social position
with poorer physical and mental health, as depictedrigue 1. The t@ strand corresponds
quite closely to the workplace Demai@bntrol model (Karasek and Theorell, 1990) as it
evokes demand overload coupled with lower control being more prevalent with declining
social position and interacting to ledol psychological/somat responses to chronic stressors
and on topoorer health in poorer groupsThe theoryproposes that people in low social
positions have fewer resources to cope with the excessive demands that their life entails
compared with people in highgrositions (Ladberg et al, 2007)This leads$o low veridical or
actual control over destiny, in terms of money, power, information, prestige (Syme, 1989 and
2004). With low control, demand overload goes up, causing a decline in ability to cope with
stressful home anavork environments, and a decline in ontological security, as the world is
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experienced as an insecure, unpredictable place. It also leads to a decline in the power that
an individual has to influence critical decisions affecting their liBesh demand oveoad,
powerlessness and insecurity induce chronic stresponseswhich leads to poorer health in
terms of both mental and physical conditions (Syme, 1989 and 2004; Marmot, 2004;
Bosma,2006; Phelan et al, 2010).

Charlton and White (1995) introducetye2 G A2y 2F RAFTFSNBYGALFE aYIl NHA
pathways to social inequalities in health. They hypothesise that access to resources, balanced

by needs, results in a margin of resources, the size of which predicts the level of inequality.

The size ofhis margin in turn influences the degree of autonomy/choice/control and time

preference that people in different social positions have, which together influence health

related behaviours, access to health care, avoidance of health risks and so on.

Figue 1. Theoretical pathways at the Micro/personal level leading from low control to social

inequalities in health
D
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In the second strand depicted Figue 1> (G KS2NARSa O2y OSNYyAy3a WLISNDS
beliefs are invoked. Here, children growing up in families with low social positions are
socialised into having lower control beliefs than their more privileged counterparts, and these
low control beliefs continue and are amplified in adulthood (Wheaton, 1980; Zimmerman,
1990) They have low expectations of what they can achieve in life, in large part because they
are subjected to the lovexpectations for them of significant others, suchamsilies, teachers,
prospective employers, because of their low position. Low control beliefs may lead to
contrasting psychological responsésrstly, there may be an aggressive response involving
anger and hostility, which can induce chronic stress ard Had to an increase in health
damaging behaviour, such as smoking and problem drinking. Secondly, low control beliefs may
evoke a passive response, such as ineffective coping or lowfBetfcy, which may go on to
induce depression and reduce succiesshanging behaviour for the betteryou have to have

some hope for the future to successfully quit smoking (Charlton and White, 1995). Thirdly
there may be a direct effect of low control beliefs on metabolic disturbanaeduced by
chronic exposure tatressors These may lead on to such responses as higher risks of CVD,
lower endocrine and immune function (Bosma, 2006; Marmot, 208ljhese pathways may
result in poorer physical and mental health with declining social positions

29



There is a tweway arrow connecting low control to low control beliefs, because one may
induce the other: people who have low actual control may quite realistically hold low control
beliefsq the beliefs reflect the reality of their dap-day livesConversely, low contrdieliefs

may lead children not to do as well as they could at school, going for lower paid jobs or failing
to get jobs, all of which may put them in a position of low actual control over resources.

Observational evidence

We identified 2 studies that metwS @A Sg wHQa Ay Of dzaAzy ONRGSNAI
evidence concerning some of the hypothesised links in the pathwdayigiire 1. The studies

covered varied populédns from around the world: from Europe (UK, Netherlands, Germany,

Sweden, Norway, Finland); Peabviet countries; North America (USA and Canada); Australia

and multilow and middleincome country studysee Table3). They used a wide range of

measures of control in the living environment (s&gpendix .

Of the 24 studies, 5 papers from three high quality prospective cohort studies in the UK and
The Netherlands, and one paper from a longitudinal study in Finland provide the most robust
empirical evidence and are presented in more detail in the following pafes British
Whitehall Il study was used to test whether low control at home predicts incidence of coronary
heart disease (CHD) events, whether there are gender differences in this association, and
whether low control at home explains part of the obsengatioeconomic inequalities in CHD

in both men and women (Chandola et al, 2004). The cohort was drawn from people who were
all employed in different grades in the civil service, and so the study took account of the work
environment as well as the home emwiment. The study found some evidence that low
control at home predictCHD among women but not among men. A larger proportion of
women who reported CHD reported low control at home compared with women without CHD.
Women from lower employment grades wereone likely to report low control at home
compared with those from higher grades, though even women with a relatively larger share
of household income did not necessarily have a greater sense of control at home. Low control
at home may explain part of thessociation between household social position and CHD
among womenln addition, there was an indication from this study that low control at home
among women may result from a lack of material and psychological resources to cope with
excessive household afidmily demands. The authors concluded that psychosocial domestic
conditions may have a greater effect on the health of women compared with men in the UK
(Chandola et al, 2004).

TheBritishWhitehall 1l study was also used to examine whether lack of obirirthe home

and work environments has an impact on depression and anxiety and whether there are
differential effects by occupational grade and gender (Griffin et al, 2002). Women and men
with low control at home were at significantly greater risk fopdession and anxiety, after
adjusting for age and other potential confounddtgwever, low control and low employment
grade did not operate in the same way in women and M&omen in the lowest grade with

low control at home had a significantly higherkrier depression than women in the higher
grades andhan men across all grades. The findings for anxiety were quite different: men in
the highest grade with low control at home were at highest risk of anxiety than men in the
lower grades, while women irhé lowest grade had a higher risk than women in the higher
grades.

The Dutch Globe prospective cohort study of men and women agéd 28ing in Eindhoven

was used to examine the extent to which differences in control beliefs contribute to observed
socbeconomic inequalities in mortality. Bosma and colleagues found that up to half the
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association between low educational status and mortality iry2&r followup was explained
statistically by low control beliefs (Bosma et al, 1999a)

The GLAS prospeati cohort study (Groningen Longitudinal Aging Study) of Dutch men and

women aged 57 and older examined whether it is through low control beliefs that low SES

groups are at greater risk of heart disease, and to examine if this mechanism is more
substantialthan, and independent of, the mechanism via classic coronary risk factors. They
estimated that &% increased rate of heart disease for low SES groups was explained by classic

risk factors, with an additional 29% of difference explained by control befiefs2 6 02 y (i NP f
beliefs may be a more important mechanism in the association between low SES and heart
RAaASIFaS GGKIFIy OflFaaAird Nmxnal FLFLOd2NRme o.2aYl Si |

¢tKSNBE Aa a2YS SPARSYyOS FTNRY (KS 5dziOK Df206S &f
FILGFEAAYQ LI GKgl & o6& SEFYAYyAYy3d GKS NertS 2F OK
beliefs. Individuals in the cohort who reported that their fathers had a low SES had lower

control beliefs in adulthood and were less likely to use active proffiterased coping than

their counterparts with fathers with high SES (Bosma et al, 199Bh¢ effects were
AYRSLISYRSYyld 2F (GKS | RdzAZ 6aQ 26y {9{ I yR adzJJ2 NI
be partially rooted in childhood social clagslongitudinal stdy on Finland also found that

I Rdzf G o0SKIF@A2dz2NE YR LJA@OK2a20ALl f 2NASYGFGA2Y
O2KSNBYyOSQU IINBX LI GGSNYySR G2 | OSNIFAY RS3INB
they see the observed patterning as arespoas2 Sy GANBYYSy il f O2yRAGA2
as such.

S
y a

The remaining 17 single cresectional studies provided weak, but consistent, evidence
across the varied country contexts regarding the first link in the pathm@y social position
was associated with lower control beliefand the overall pathwaylow control beliefs were
associated with a variety of poorer health outcomes.

Summary

At the micro level, theories suggest mechanisms by which people in lower social positions
experience lower control over their destiny, including a relative deficit sbueces needed

for health and wellbeing. This low control in turn causes chronic stesggnseswhich can

lead to higher prevalence of physical and mental health problems than their more advantaged
counterparts There is empirical evidence in Revievir@m prospective cohort studies in the

UK and The Netherlands, to support some links in the proposed causal pathways. These
studies find, for example, that lower social positions are associated with both a) lower control
beliefs about the home environmeiand b) poorer health outcomes, and that a substantial
proportion of the association between low social position and mortality may be explained
statistically by low control belief$n all the studies at this level, however, low control in the
living envirmment is assessed by sedfports of control beliefs. No epidemiological studies so

far have been able to distinguish between having low control beliefs and having actual low
control over essential resources, which may have very different implicatiop®fioy. In this
respect, the evidence base on control in the work environment is stronger, as objective scales
of job demands and levels of control have been developed for this conidwe task of
developing such scales for the living environment wouldnoeh more complex.
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Table3 :Non-gender observational studieg micro-level included in Review 2

Study Setting Design Outcome/s
Griffin et al| UK Prospective cohort study | Depression & anxiety
(2002)
Chandola et al | UK Prospective cohort study | Fatal Coronary heart
(2004) disease & nosatal
Ml
Power 2001 UK Prospective cohort study, | Low back pain
analysed crossectionally
Poortinga et al | UK Single crossectional study| Selfrated health
2008
Bosma et al Netherlands Prospective cohort study | Mortality
1999a
Bosma et al Netherlands Prospective cohort study | Childhood Adult
1999b
Bosma et al Netherlands Prospective cohort study | Congestive heart
2005 failure & acute Ml
Lynch et al, Finland Individuallevellongitudinal | Health behaviours
1997 study
Infurna et al Germany Individuatevel Disability & mortality
2011 Longitudinal study
Dalgard 2008 | Norway Single crossectional study| Psychological distress
Hakansson et | Sweden Single crossectional study| Selfrated health
al 2003
Ross & Wuy USA Prospective cohort study Selfrated health &
1995 (and crosssectional study) | physical functioning
Lincoln 2003 | USA Single crossectional study| Psychological distresy
Kiecolt 2009 USA Single crossectional study| Mental health
Lachman& USA Single crossectional study| Depressive
Weaver 1998 symptoms, seffated
health & functional
limitation
Umberson USA Single crossectional study| Psychological distres
1993
Mirowsky 1996/ USA Single crossectional study| Depression
Turner & Noh | Canada Single crossectional study| Psychological distresy
1983
Ing & Reutter | Canada Single crossectional study| Selfrated health
2003
Lee et al 2009 | Australia Single crossectional study | Physical health &

mental health

Lundberg et al
2007

Sweden & Russia

Single crossectional study

Selfrated health

Bobak et al Russia Single crossectional study| Selfrated health

1998

Gilmore et al | Ukraine Single crossectional study| Perceived health

2002

Martin 2012 51 nations medium to Single crossectional study| Individual life
low devdopment satisfaction

Note: studies are ordered by country context (UK, OECD thesOi®@D) and then within each
country the strength of study design (starting with the prospective cohort studies astrivegest
observational designs in the reviewed studies).
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Meso/community level

Theory

There is a distinct class of theories on mechanisms conceptualised as operating at ecological
level - the interaction of places with people, leading from some form of collective control to
health, illustrated irFigure2.

Figure2: Meso/community pathways from low control to social inequalities in health
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One line of thinking, depicted in the rightind colunm of Figure2, stems from sociological
studies of stres®rs at the neighbourhood level, leading to theories of neighbourhood
disorder: concerning both the sociologigabcesses that create neighbourhood disorder and
the multiple effects on health and wellbeing of that disord€he theories were developed
predominantly, though not exclusively, from sociological studies of developments in US cities
(Wallace and Wallac&993; Pearlin, 1989; Hill et al 2005; Latkin and Curry, 2003; Mirowsky
and Ross 2003)n environments of concentrated disadvantage/here both the places and

the people suffer multiple disadvantagesonditions may interact to produce neighbourhood
dis;NRSNE OKIF NI OGSNAASR 0@ YAYAYLFt alFSies 246 Ay
including health, social welfare, fire and police protection; segregation; and high

33



transience/turnover of residents (high churn) (Wallace, 1988)sidents experiece these
neighbourhoods as dangerous and threatening, and collective threat is alienating and
distressing even though few people get personally victimized (Ross, 2011).

In Figure2, there can also be a direct pathway leading from neighbourhood disorder to
powerlessness, as disorder may generate a widespread sense of powerlessness, which may
lead to anger and depressioA common narrative is that collective threat is alienating and
increases the sense of mistrust and powerlessness amongst residents, which in turn lead to
psychological distressanxiety, anger, depressioand other responseso chronic stressrs

¢ and onto poorer mental and physical health and wellbeing. Key interactions here are posited

to be between collective mistrust and perceived powerlessness. The sense of powerlessness
reinforced by a threatening environment may amplify the effect of that threatastrust,
whereas a sense of control would moderate it.

Ross describes how widespread or collective mistrust in a neighbourhood develops:

GAY LI OSa gKSNB NBaz2dz2NOSa IINBE aoOl NOS | yR GKNB
resources and who feelgpverless to avoid or manage the tred®erceived powerlessness

develops with exposure to uncontrollable, negative conditions such as crime, danger, and

GKNBI G Ay 2y SThas, néi§hbainka Hisddar2 dmmon in disadvantaged
neighbourhoods, inflances mistrust directly and indirectly by increasing perceptions of

L2 6 SNI SdaaySaa yz2y3a NBaARSyldas oKAOK | YL AFe F
needed to protect disadvantage residents from the negative effects of their environgent

senseof personal controk A & SNBRSR o6& GKIFd SYy@ANRYYSyl Ay
FYLE AFAOIGA2YyQdé O6w2aa3X HAMMO D

Collective control/empowerment pathway

The lefthand side ofFigure2 depicts pathways from collective control/empowerment to

health drawn from the health promotion, community development and poveeguction

literatures. These Mestevel pathways start with environments of concentrated
disadvantage oipoverty, as with neighbourhood disorder theories, but asks the positive

guestion about whether there are social protective factors in any given community which
AYOUSNI OG 6AOGK Ad&a OFLIOAGEe (G2 OKFffSyaS dzyKSt
conSYUNI SR RAAIRGIYy (Gl 3S 2 N thel3odi& Ndiegminants ofl £ £ S NE § ¢
health literature, powerlessnedsas begun tde seen as a core risk factor for disease and,

conversely, that empowerment can be an important strategy for improving afpdpui A 2 y Q &
health (Syme, 1989; Marmot, 200Ropay, 201D

t26SNI SaaySaazx 2NI 101 2F O2y(iNRf 2@0SNJ 2ySQa R
of the dayto-day experience of hargressed communities, living in hardship over a long

period of ime. The hypothesiga G KI &G af F O1 2F O2y iNRf 20SNJ RSai;
ill-health for people who live in high demand or chronically marginalized situations and who

lack adequate resources, supports, or abilites to exert control over thiek @S & ¢
(Wallerstein,1992).

The converse of powerlessness is seen as community empowerment, which is a strategy to
RSOSt 2L WL SSNI gAGK 20KSNEQ ONIY GKSNJ GKIYy WLR g
political change (Rifkin, 2003). Community empowertnenA & & S S ylevel chnstuét Y dzf G A
that involves people assuming control and mastery over their lives in the context of their social

and political environment; they gain a sense of control and purposefulness to exert political

power as they participaten the democratic life of their communities for social change. It is an

ecological construct that applies to interactive change on multiple levels: the individual,
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organization, and community. A study of empowerment, therefore, implies not just studying
iNRAPARdzZL f OKIy3ISs o6dzi Ffaz2 OKFy3aS Ay GKS a20Al

The notion is that community empowermentkigure2 is both an outcome and processl|t

is an outcome of the interaction of place with social protective factors operating in the
community such as social cohesion, community capacity, ontological security or sense of
continuity (Hiscock et al, 2001) , which help to create the camut for community
empowerment.But community empowerment could be considered a social protective factor

in its own right¢ forming part of the process that results in greater community control over
RSOAaA2ya GKI G | T Reedbify, héddtioh dR Dgfalipiioective fastdrhast A @S & @
0SSy StFo02NIGSR (2 AyOfdzRS WKSIftGK aasSiaQ GKLF
The positive health impacts achieved when community members act together for mutual

benefit are proposed to operate thragih both direct and indirect pathways. The potential

direct pathways include a reduction in exposure to environmental toxins as a result of

collective control, and the garnering of resources to prevent or mitigate risks to health (Popay,

et al, 2007; De Vost al, 2009). There may also be indirgathwaysg through improving

social supports and supportive networks which combat social isolation and foster a sense of
community and community competence. These in turn may help foster trust in the
neighbourhoodand neighbours, reducing alienation and distress.

One potentially negative pathway leading from community empowerment to greater
distress/ilthealth has been posited by some commentators ( Hunt, 1987, Popay, 2010) This

stems from the reality that therés only so much that communities can do, even if working

together highly effectively, to change the larger political, socioeconomic and cultural forces

that are shaping heir disadvantaged environmentt KSNBE Aa || 28K &1 22AF W6
disillusionment amongommunity activists when heightened awareness leads them to realize

the limits of their influenceln these circumstances, instead of heightening control over

destiny, the process may add to a sense of powerlessni@sa vicious circle that is harmful

for health

Observational evidence on meso level pathways

Elevenobservational studies were identified which provided empirical evidence concerned
with one or more of the hypothesised mesevel pathways irFigure2: one set in Scotland;
sevenin the USAtwo in Canada and one in &nka (see Table 4). Thevas a wide range

of study designs, including: two ecological longitudinal stu¢tit et al, 2005Chandler and
Lalonde, 2008)); two repeat cressctional surveys (Ross et al, 2001; Ross and Mirowsky,
2009); a singkpoint crosssectional studyBecker, 2000); a case study based on analysis of
routine data and area public policy (Wallace and Walla®80}; and one exploited a natural
experiment in the aftermath of the Tsunami in Sri Lanka to compare two sets of villages
(Wickrama, 2011)

In addition, we identified several case studies of the impact of empowered communities on
health-related outcomesdr those communities. These cases provided evidence related to the
community control/empowerment pathways ifrigure2. These latter case studies were
identified throudh books and other nojournal publications reviewed for the theory review,

as well as from descriptive accounts in review articles. As we cannot claim to have identified
all such case studies, we present two in the following section as exemplars only
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Table4: Nongender observational studieg mesolevel included in Review 2

Study Setting Design Outcome/s
Kearns et al UK Single crossectional study| Psychosocial benefits
2000 (haven & autonomy)
Hill et al 2005 | USA Longitudinal ecological Selfrated health
study
Ross et al 2001 USA Repeat crossectional Mistrust
study
Ross &| USA Repeat crossectional Anxiety, anger &
Mirowsky 2009 study depression
Wallace &| USA Ecological comparative TB,gonorrhoea,
Wallace 1990 study hepatitis,
salmanellosis,
homicide, life

expectancy, infant
mortality, LBW

Hill & Leighley USA Ecological comparative state spending on
1992 study welfare
Zimmerman &| USA Single crossectional study| Psychological
Rappaport, empowerment
1988
Becker 2000 USA Single crossectional study| Selfreported general
health & depressive
symptoms
Chandler &| Canada Ecological longitudinal Youth suicide
Lalonde 2008 study
Lalonde 2006 | Canada Ecological comparative Youth suicide
study
Wickrama Sri Lanka Single crossectional study| PTSD & depressive
2011 symptoms

Note: studies are ordered by country context (UK, OECD therOf®D) and then within each
country section, studies are ordered by strength of study design.

Studies of neighbourood disorder and powerlessness

The effect of powerlessness on community health and wellbeing, in the context of
neighbourhood disorder, has been investigated in several US studiisemal test of the
theory of structural amplification in the pathway on thigihit of Figure2 was conducted by
Ross and colleagues in follayp Community, Crime and Health cresectional Surveys in
lllinois in 1995 and 1998. Key aspects of the theory were supported by the empiitethee,
though causality could not be inferredNeighbourhood disorder was associated with
increased mistrust, and there was higher mistrust among those who felt powerless to control
their lives. That is, there was a significant interaction between desoashd powerlessness.
This worsened the detrimental effects of disorder on trust, thereby confirming a structural
amplification effect. Powerlessness and mistrust were in turn associated with increased
psychological distress (Ross et al, 2001 and 2009).

In a repeat crossectional study of 2,400 poor mothers in ldmcome households in Boston,
Chicago, and San Antonio in 1999 and followed up in 2001, perceived neighbourhood disorder
was taken as a measure of loss of collective control (Hill et al, 20B8)analysis suggested

that the impact of neighbourhood disorder on sedted health was mediated through
psychological (anxiety and depression) and physiological (physical symptoms) stress
responses.
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Wallace and Wallace (1990) investigated other aspetneighbourhood disorder figure2

COUKS 26 Ay@SadyYSyd 2N) RStAO0SNIGS WK2fft2gAy3
neighbourhoods in New York City in th870s and 1980s. They treat the policy of planned

withdrawal of municipal services as an externally imposed stressor and modelled its effect on
sociogeographic network structure in the communities. Their models predict a very rapid

onset of community fragmentation once a threshold of externally imposed stiassis

exceeded¢ a2 &aKIFNLJ GKIFIG Ad NBLINBaSyida || WiAYyR 27
community disempowered and unable to function collectively for the community good

Observational evidence ocommunity empowerment and health

Empirical evidence on the pathways from community empowerment to health comes from
poverty-reduction strategies in low and middiecome countries, as well as lemwcome
communities in industrialized countries of the Northlithough there is a growing body of
evidence surrounding the interaction of social protective factors and environment to promote
greater community control (near the beginning of the pathwayigure2), we found only a

few that had measured healtfelated outcomes.

In terms of the protective effects of ontological security, a West of Scotland study of the
psychaesocial benefits of home, identified home as a haven, as a locus of autonomy and as a
source of status for the occupants (Kearns et al, 2000).

The ontologial security/cultural continuity linkage to community empowerment and on to
health outcomes, outlined in the left side Bfgure2 has also been investigated in serigs
studies of suicidesf First Nation young people in British Columbia, Canada (Chandler and
Lalonde, 2008; Chandler et al, 2000; Lalonde, 2006). Overall, First Nation communities have
exceedingly high suicide rates among young people compared with otheral groups in
Canada, but the rate is not uniformly higlsome communities achieve much lower rates. A
longitudinal ecological study from 1987 to 2000, investigated why some communities were
doing better than others to protect their young people fra@uicide, with a hypothesis that
strong cultural continuity, marked out by community empowerment, was protective
Available records on the 197 Aboriginal communities in British Columbia were sifted at
baseline to locate communitevel variables that weréndicative of common efforts to
preserved links to a cultural past and to forge a common futMigrkers of cultural continuity
were identified, including indicators of whether communities had:

- achieved a measure of sgjbvernment;

- litigated for Aboriginal titleto traditional lands;

- accomplished a measure of local control over health education and policing
services;

- created community facilities for the preservation of culture;

- achieved local control over child welfare services;

- involved women irband governance (band councils composed of more than
50% women).

Followup of suicide rates, showed that Aboriginal communities that had all of these cultural
continuity factors had no youth suicides during 1987 while bands with none of these

WLINR DSQ@G FIF OG2NBE adzFFSNBR @&2dzi K &dziTkessanrte NI G S &
pattern was seen for the period 199900, for both youth and adult suicide levels (Chandler

and Lalonde, 2008)
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A crosssectional survey of AfricaAmerican women livingn a segregated community of

concentrated poverty in Detroit in 1996 looked at the strésdfering effects of perceived

control at the organizational and neighbourhood levels. High perceived control was associated

with a lower level of depressive symptsmat the neighbourhood level (but not beyond the
neighbourhood) and with satisfaction with control at the organizational and neighbourhood

level There was no association between perceived control and genergheeléived health

at any level (Becker, 200 This type ofcrosssectional study, which collected data by self

completion questionnaire on mental health (depressive symptoms) and control variables, may

0S adza2S0Oda Siliz NBLALI2AYWAISA B | & Q CKAA T2HX 2F O0Al
guestionnaires or interview schedules deployed in such studies are probably not able to fully

separate aspects of the dependent variables describing subjective mental health from aspects

2F LISNOSAGSR O2y (iNRBf 2 @SN 2 gdDhective indiEeS of il aS|l adz
health may patrtially counteract this probler8tansfeld et al, 1993).

US studies of protective factors have shown evidence of a mutually reinforcing process:
participation in decision making and community actions can enhansgchplogical
empowerment, with empowered individuals more likely to participate in community settings,
which in turn feeds back to boost empowerme(Zimmerman and Rappaport, 1988;
Zimmerman, 199D There may be an element of se#flection bias in theseomparisons of
participants versus neparticipants.

A crosssectional survey of women living in poor rural villages in Sri Lanka following a tsunami

AY HnnpX O2YLI NBR (K2aS 6K2 KIFIR 2NJ KIR y2i
2NBF yAT I (pivithyhé QunamiecokeBytprocess. Helping with the tsunaracovery

in a collective way was associated with significantly reduced levels of both depressive and
posttraumatic stress disorder symptoms. Such collective participation was also associated

with more positive family functioning, which in turn was associated with a reduced level of
Y2G0KSNEQ RSLINBaadAGS & &ompirigonsiof pgadichodnis MidYibnz H A MM O
participants in specific activities, such as in this tsur@odvery process, sudf from

particular weaknesses in design: that of sadfection among participants for many other

potential confounders of the activity under study, which have not been taken into account in

this evaluation, but should be.

Evidence on the direct pathwafrom community empowerment to health the ability of
communities to garner resources for themselves and to improve their level of wellgeing
comes mainly from case studies. There is evidence in such case studies for all the outcomes
listed in Figure 2: reducing heal-damaging environmental risksjealing with natural
disasters; attracting resources to the neighbourhood; strengthening public services in the
area, m&ing their area a better place to live. SBex 4 for examples of this case study
evidence In addition, there is some evidence from comparative analysesrdsitlents of

poor communities working together can attract more headthhancing resourcedill and
Leighley (1992), for example, examined the relationship between the voting turnout rate of
the poor (as a measure of exercising power conveyed in the \atd)the level of state
spending on welfare programmes. They found a clear positive relationship between higher
voting rates among poorer residents and greater level of resources attracted to their area,
resources that enhanced the operation of police dimd services that in turn would make
their neighbourhood safer and better places to live.

38



Box 4: Case studies of communities whose members act together to challenge unhealthy material

conditions

Case study dIndustrialized hogproduction (Farquhar and Wing, 2008)
Setting:Southeastern Halifax County, Eastern North Carolina, 22587

Issue: Expansion of industrialized hog production in North Carolina from -18RBDs has

disproportionately affected rural, African American communities. Community members became

concerned about the impact on air pollution, noxious odours and water contamina®iesidents alsg

felt they had been targeted for this industry because of the perception that they lacked political ppwer.

Community involvementA concerned group of residents, the Concerned Citizens of Tillery

CCT)

worked with county officials to imposstricter local environmental regulations than state controls

(influenced by hog producers); assisted other communities and sought assistance
environmentalists, social activists and researchers who could help them document economic,
environmentl and public health issues for communities living near industrialized hog produi€tian
led to a partnership between CCT, Halifax County Health Department and the University of
Carolina School of Public Health in 1996. The partnership, Commidaaith and Environmentg

from
social,

North
I

Reawakening (CHER), received funding from the National Institute of Environmental Health Sciences to

conduct research into the extent to which industrialised hog operations are located disproportion

ately

in areas of lonwincome andcommunities of colour (primarily African American). CHER worked-state

wide.

Action(s) takenCommunity members participated in all aspects of the research, which found that t

operations were far more common in leiwcome areas and communities of colpaspecially for those

hese

operations owned by large corporations. Research into the health effects of industrialized hog

operations found that residents near hog operations reported more headaches, runny noses an

d sore

throats and increased incidents of exse® coughing, diarrhoea and burning eyes than residents from

communities not close to hog operatians
Policy outcomes. Y @A G SR G2 LINBaSyid AGa FAYyRAy3Ia (2

committee and the study was considered ina ggv@& N & 2FFAOS LRt A0& L LISNI 2y

iKS

industry. The findings of the health effects study prompted a request for all research data and outputs

from the attorneys for the North Carolina Pork Courfedl of 2007 the Pork Council had not refutée t
findings in any way. Community members and researchers have used the findings to draw atten
the public health consequences of industrialized hog production and the study findings have
considered by health departments, funding for further easch has been supported and plaintiffs
civil suits against industrial hog operations have cited the study findings. There have been ng
changes in the operation of hog production.

Case study 2Disaster relief following Hurricane Floyd (FarquharcaWing, 2008)
Setting:North Carolina coast in 1999

Issue:16 September 1999, Hurricane Floyd hit rural eastern North Carolina; 7,000 homes
destroyed, 17,000 homes were left uninhabitable and more than 47,000 residents were in
shelters. The Aifcan American communities were affected disproportionately. Two years after
hurricane more than 1,000 people were still without permanent honmse survivors were largel
excluded from influencing local and state decisions about community recovimisefleaving them
feeling vulnerable, discriminated against and disempowered.

Community involvement:A coalition of community organisations formed to facilitate t
empowerment of flood survivors in their fight for environmental and social jusfibésorganisation,
The Workers and Community Relief and Aid Project (RAP) included flood survivors and represe
from its partner organisations. RAP held meetings at temporary housing sites and encourage
survivors to contribute to the developmegt¥ A G & | OGA2y LIX I yI T2 0dz
needs, such as health threats and housing quality, allowing swift action. Because of CHER, RAP
to quickly establish research partnerships.

Action(s) takenThe research collaboration dertook two research projects: one identified that a lar
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number of African American flood survivors had been housed on an industrial coal ash land
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without their knowledge; the second identified the experiences and needs of the flood survihers
second study emerged from concerns about discrimination by local and state agencies, unmet
and frustration at the slow recovery expressed by flood survivors at bimonthly RAP medtirey
NE&SIFNOKSNI YR w!t YSYo SN petieBddE rBoRilisé irvivdg fodadtié
and give the survivors a voiceThe survey highlighted dissatisfaction with the tempors
accommodation provided, difficulties in finding or affording permanent housing, deteriorating h
and feelings of loss ové¢he destruction of important community buildings.

Policy outcomefRAP members, including flood survivors, attended rallies and visited state legisl
to promote fair treatment of all flood survivors as they sought to rebuild their lives. Theydscaed
for the building of affordable lovincome housing. The survey findings were valuable in these mee
as supporting evidence and the flood survivors who had been active in the research had gain
O2yFARSYyOS 2
Floyd Survivors Summit. Press coverage of the summit led to the director of the state eme
management division granting survivors an additional six months to find permanent hoRgWrgdid
not survive as an organisation but individuals involved with it have been able to transfer the skill
gained to work with other community organisatiam$owever, there was one all black community th
never received adequate financadsistance.

Casestudy 3 The Camelford water poisoning incident, England (Kelleher et al, 2006)

Issue: In 1988, a lorry driver accidentally tipped 20 tonnes of aluminium sulphate solution int
treated water reservoir of the Lowermoor Water Treatment Works suppl@@@00 residents o
Camelford in north Cornwall. The solution broke down and produced sulphuric acid that st
chemicals and metals from water pipes which created additional contamination. Local res
attributed symptoms to the contamination inclidy vomiting, headaches, fatigue and rashes.

wSaARSy(iaQ NBaLRyaSYy 2KSy 20t | dziK2NAGAS
themselves into two groups: the Lowermoor Support Group and the Camelford Scientific Ag
Group (CSAP) lacal group that included a number of people with relevant expertise.

Actions taken: The residents monitored the incident and its effects. They carefully collated evide
their own experienceg evidence which would later contradict highly technicakitological reports
and experts.

Following pressure from residents and media coverage, two goverrHveked reports were
produced by an expert group (the Clayton Committee) within three years. Although their first r
attributed many of the symptomseported by CSAP to the contamination incident, the commit]
dismissed analysis of the evidence from CSAP because of potential data collection issseke(sielh
bias). A longunning dispute centred around arguments over the limitations and valufityoth the
OSELISNIO /fléd2y /2YYAGGSS NBLRNIA FYyR /{1

Following continued pressure from local people, through individual legal action and collective pr

the Government reconvened the Clayton Committee. It reachedaiminclusions to the initial report:

that the available evidence indicated that the effects were only stenrh, despite a range of evideng
to the contrary from the CSAP and the District Health Authority, and implied that some of the evi
collated by CSAP was the result of mass hysteria.

By 1994, 148 victims accepted damages totalling almost £400,000, but a decade on from the i
people were still complaining of chronic symptoms such as memory loss and joint pains.

The residents campaigned amd in 2001 the environment Minister initiated a new expert inquiry.
Minister did not initiate a full public inquiry on the grounds that the events of the initial incident w
not disputed and there had been major changes to the regulation and cgoin of the relevant
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bodies. The inquiry concluded there was no conclusive link between the incident and chronic symptoms

years later, but further research was needed. Investigations continued but reached similar concl
In 2013, after 25 years ohmpaigning, the people of Camelford received an unreserved apology
the UK government (BBC News, 2013).

t2tA08 YR NBflIGSR 2dzi02YSayY ¢KS NBaAaARSY(al
and national authorities and the water daostry through the initiation of inquiries and changes
regulations and practice. Victims also received some recognition of damage and compensation {
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the courts. The benefits of their collective action extended beyond the local victims/residettis o
wider public.

Summary

At the meso/community level, the theories centre on the processes by which people interact
with the places in which they live. The starting point in the explanation is therefore
disadvantaged places, and the interaction betwelsadvantaged people and places that may
produce a sense of collective threat and powerlessness. Together, these act as chronic
stressors, which over time are damaging to health. Contrasting theories, on the other hand,
maintain that the converse of powedsness, community empowerment may result from

the interaction between people and place, when community members act together for mutual
benefit and challenge unhealthy material conditions or attract resources to their
neighbourhood to make it a bettergce to live The empirical evidence for these melsvel
processes in Review 2 is sparser, not least because of the difficulty of capturing processes
operating at a collective level. Scales of neighbourhood disorder have been developed from
selfreports and used in econometric analyses of US cimssional surveys to show that
neighbourhood disorder was associated with increased mistrust, and there was higher
mistrust among those who felt powerless to control their lives. Powerlessness and mistrust
were h turn associated with increased psychological distress.

There are several potential limitations of the included studies. Single-sem$®nal surveys
provide only weak evidence, and of associations only. Ecological studies have two major
weaknesseg the welkknown ecological fallacy (where individual level causal inferences are
erroneously drawn from aggregate/group level data), and the potential for unidentified
confounding by major economic, cultural and historical differences in the territoriesrund
comparison.The potential for selbelection bias is also an inherent weakness of studies that
make comparisons between programme participants and-participants whose opportunity

or choice to participate may be, for example, constrained by factark as fear/oppression,
motivation or poor health.More robust longitudinal studies are needed to unpick the
processes further.

The empirical evidence on the pathways from community empowerment to health was
similarly sparse, and studies were identifiedteaf extensive enquiries among active
researchers in the field, rather than through the electronic database searches. One example
identified through this method wathe series of longitudinal ecological studies of First Nation
young people in British Colur@which investigated why some communities were doing
better than others to protect their young people from suicide, with a hypothesis that strong
cultural continuity, marked out by community empowerment, was protective. The findings
supported the hypothes. The findings of the theory review led us to reflect on what type of
evidence would demonstrate the impact of empowered communities on hypothesised health
related outcomes such as deflection of healthmaging threats to the local environment or
attraction of resources to create better places to livge found evidence in case studies of
specific communities who had faced and acted together on such challehges case studies
were identified through books and other ngournal publications, often assiated with the
theory literature and it was not possible to judge the comprehensiveness or quality of the
casesDevising ways of capturing this type of evidence remains a challenge for future research
syntheses
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Macro/societal level

Theory

Cultural orientation towards different groups in the population (for example son preference
and gender bias) and sogmlitical transitions (for example, during the maeroonomic
transitions experienced by former USSR countries) operate at the levehalé wsocieties,
influencing the degree of control that members of a society feel they have, and actually do
have, over their livesMechanisms concerning the position of women in society and the
effects of massive social transitions, in particular, cay cedlly be understood at the societal
level, as follows.

Gender discrimination and the low status of women

PYFNIGel {SyQa (KS2NASa 2F GaFNBSR2Yé FyR GO LI ¢
been influential in shaping thinking about the imparta of control in human development.

Ly LI NIAOdzZ FNE {SyQa ¢2N] KIFIa ¥F20dzaSR | GiGSy i
consequences for women in contexts where there is sex bias in relative care (Sen 1999a and
1999b).Figure3 illustrates the hypothesised pathways between the low status of women in

societies with overt gender discrimination and health and wellbeing outcomes. Low female

status in paticular societies may lead to reduced control for women over their access to food

and nutrition, health services, education and employment opportunities as well as reduced

access to household resources and fertility and reproductive rights. These prooessésad

to poorer population health outcomes through higher rates of domestic violence against

women and girls and of malnutrition; lower rates of access to essential health care, reduced

schooling and subsequent income, which leads on to poorer heattomes compared with

women in societies without such a degree of gender discrimination. In addition, in societies

with marked son preference, a further mechanism is posited as coming into play: lower female

survival rates through mechanisms such as intaah of girl babies, poorer nutrition/relative

neglect of girl children and, in recent decades when technologies have developed, the practice

of sex selective abortion (Banister, 2004).

Figure3:t I G Kgl 8a& TNRY ¢ YoSighQdpodre? iealth dutcamezsy
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Observational evidence on low status of women in society and health

Our systematic review (Review 2) identifie@ @bservational studies providing empirical

evidence relating to the theoretical mechanismg=igure3. Here we only discuss the higher

quality studies in any detail. Review 2 includédstudiess FNR2Y pn NBO2NRAaAO 2y 6
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status/low control and healthielated outcomes, listed iTable5, and 10 studies on the
population health impact of son preference, listedTiable6. All but 9 are from nofOECD
countries (low and middikencome countries), with the spread and density of studies
illustrated in Map 1. Nine of the 56 studies iTable5 are crosgurisdiction ecological
comparative studies, five of which are crassintry ard four of which compare jurisdictions
within single countries. Five have an individlealel longitudinal component, one is a case
control study, while the remainder (41) are single crssstional studies, providing the
weakest evidence on associatior@ountries with marked son preference include: China,
India, Pakistan, Bangladesh, Nepatl the countries of West Asia (Middle Eaat).10 studies
concerning son preference ifiable6 are demographic studies of trends in observed and
expected sex ratios.
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Indicators of control/status of women in society included:

Indicators of control

Level of female:

Political participation

Property ownership and economic autonomy
Household decision making

Reproductive decision making

Acceptance of wife beating

Sexual and reproductive decision making
Freedom of movement

Control over decisions teeek healthcare

To 3> Do T Do I Do I

The five crossountry comparative studies provide evidence that greater participation of

women in decisionmaking in society is associated with better population health overall

(Yodanis, 2004; Swiss et al, 2012; Young, 2001; Ahmed2ét8l, Scanlan, 2010). In a study

of 27 countries in Europe and North America, for instance, a Status of Women Index was used

to analyse associations with prevalence of sexual and physical violence. In countries where
62YSyQa aidl Gdza ¢ | fsextahvdlEnSa\ahainstINGndr wasSlgwvérSas ®as

fear among women relative to men. There was no association between status of women and

physcal violence (Yodanis, 2004)ON2 a4 MnH RS@St2LIAyYy3a O2dzy i NASaz
legislative representation as associated with improved child health, which remained

significant when adjusted for developmental and political factors, when a critical mass of
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women in parliament reached 20% and over: adjusted increased rates of measles
immunizations (10.4 percentagaoints), infant survival (0.7 percentage points) and child
survival (1.1 percentage points) (p<.05) (Swiss et al, 20418nd comparative study of 152
countries, the association between higher status of women and higher life expectancy applied
to men aswell as women (Young, 2001 he identified associations found in cresectional
studies do not prove causation, of course, and need to be treated with caution.

Three studies compared jurisdictions within countries (Kawachi, 1999: States in the US;
Gleason et al, 2001: rural districts in India; and Deb 2011: regions in Bangladesh). In the US, a
comparison between the 50 American states examined the status of women in relation to
020K 62YSYyQa YR YSyQad KSIfGKd 22YStgaha ail §dz
participation, economic autonomy, employment and earnings, and reproductive rights, and
showed statistically significant correlations with each of the health outcomes at state level.
Higher political participation by women was correlated with lonwenéle mortality rates (r =

-0.30) and lower activity limitationsq.47) A smaller wage gap between women and men was
associated with lower female mortality rate)(30) and lower activity limitations(.31).
LYRAOSa 27F ¢2YSy Qa carrélated oith mateSrdility rdted. Fhedndidé® y 3 £ &
2F 62YSyQa aidl ddza LISNBRAAGSR Ay LINBRAOGAY3I FSYL!
for state income inequality, poverty rates and median household income (Kawachi et al,
1999). The authors cohae that American women experience higher mortality and morbidity

in states where they have lower levels of political participation and economic autonomy, and

that living in such states has detrimental consequences for the health of men as well. In
contrast, Gleason et al (2001) found no statistically significant differences in childhood
mortality between rural electoral districts in India and an index of female political
participation and empowerment. The authors noted that female political participatias

low in all districts and none may have achieved the necessary threshold for change (Gleason

et al, 2001)As previously mentioned, cross jurisdictioralbdlogical comparative studies have

two major weaknessesthe ecological fallacy, and the potentfal unidentified confounding

by major economic, cultural and historical differences in the territories under comparison.
These contextual confounders need to be taken into account in the observational studies.

Table5: Gender obervational studies

Study Setting Design Outcome/s
Yodanis (2004) | 27 countries in Ecological comparative | Physical and sexual violence
Europe and fear
North America
Swiss et al (2012 102 developing | Ecological comparative | Measles & DPT
countries immunisations; infant
survival; undeifive survival
Young (2001) 152less Ecological comparative | Life expectancy
developed
countries
Ahmed et al 31 developing Ecological comparative | Maternal health care
(2010) countries utilization
Scanlan (2010) | 68less Ecological comparative | Childhood mortality
industrialized
countries
Pearson (2006) | USA Individuatevel Contraceptive risk (not using
Longitudinal study condoms)
Kawachi (1999) | USA Ecological comparative | Selfreported morbidity; all
and causespecific mortality
Yllo (1983) USA Ecological comparative | IPV
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Study Setting Design Outcomel/s
Coleman (1986) | USA Single crossectional Marital conflict; marital
violence
Jaeyop (1999) USA Single crossectional IPV
McLaughlin USA Single crossectional Mood andanxiety disorder
(2011)
Chen et al (2005] USA Single crossectional Depression
Sturke (2008) (a)| India Crosssectional and Attitudes towards the
longitudinal study of acceptability of Intimate
individuals Partner Violence (IPV)
Sturke (2008) (b)| India Crosssectional and Experience of IPV
longitudinal study of
individuals
Sturke (2008) (c)| India Crosssectional and Experience of IPV
longitudinal study of
individuals
Gleason (2001) | India Ecological comparative | Childhood mortality
Bloom et al India Single crossectional Maternal health care
(2001) utilization
Krishnan (2005) | India Single crossectional IPV
Maitra (2004) India Single crossectional Use of health care; childhood
mortality
Mogford (2011) | India Single crossectional IPV
Shroff (2011) India Single crossectional Infant growth
Shroff et al India Single crossectional Child (growth) stunting
(2009)
Sudha et al India Single crossectional Reproductive Tract Infections
(2007)
Hossain et al Bangladesh Crosssectional and Neonatal, posiheonatal and
(2007) longitudinal study of childhood mortality (1¢ 5
individuals years)
Deb (2011) Bangladesh Ecological comparative | Contraceptive use
Haque et al Bangladesh Single crossectional Antenatal careutilization
(2012)
Khandoker Bangladesh Single crossectional HIV/AIDS prevention
(2006)
Rahman (2011) | Bangladesh Single crossectional IPV
Sambisa (2011) | Bangladesh Single crossectional IPV
Story (2012) Bangladesh Single crossectional Antenatal and delivery care
utilization
Qadir et al Pakistan Single crossectional Psychological morbidity
(2011)
Fantahun etal | Ethiopia Casecontrol Childhood mortality;
(2007) childhood vaccination
Hogan (1999) Ethiopia Single crossectional Family planning
Mabsout (2011) | Ethiopia Single crossectional BMI; anaemia scores
Woldemicael & | Ethiopia Single crossectional Health seeking behaviour
Tenkorang
(2010)
Castro et al Mexico Single crossectional IPV
(2008)
Yuksel Turkey Single crossectional IPV
Kaptanoglu
(2012)
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Study

Setting

Design

Outcome/s

Do (2012)

Uganda, Zambia,
Ghana, Namibia

Single crossectional

Contraceptive use

Shannon (2012)

Botswana and

Single crossectional

Sexual decision making; rap€

Swaziland transactional sex; infidelity

Brunson et al Kenya Single crossectional Childhood nutritional status

(2009)

Fotso (2008) Kenya Single crossectional Place of delivery

Antai (2012) Nigeria Single crossectional Childhood vaccination

Doctor (2011) Nigeria Singlecrosssectional Childhood mortality

Crissman (2012)| Ghana Single crossectional Contraceptive use

Allendorf (2007) | Nepal Single crossectional Child malnutrition

Furuta & Salway| Nepal Single crossectional Antenatal and delivery care

(2006) utilization

Lau (2006) China Single crossectional Sexual Dysfunction

David (1999) Egypt Single crossectional Risk of dying in childhood

Riyami (2011) Oman Single crossectional Contraceptive use

Gage & Haiti Single crossectional IPV

Hutchinson

(2006)

Grabe (2010) Nicaragua Single crossectional IPV

Becker (2006) Guatemala Single crossectional Emergency planning during
pregnancy; delivering in a
health facility; postpartum
checkups

Kamiya (2011) | Tajikistan Single crossectional Antenataland delivery care
utilization

Hadley et al Uzbekistan Single crossectional Depressive symptoms;

(2010) systolic and diastolic blood
pressure

Xu (2011) Thailand Single crossectional IPV

Gomez (2011) Brazil Crosssectional + IPV

qualitative

Note: studies are ordered by country context (UK, OECD therOi®D) and then by strength of
study design within each country

The 41 single crossectional studies provide weak, but consistent, evidence of associations
between measures of low control ang women and more adverse health outcomes, as
summarized irBox5. At the population level, low control among women was associated with
increased anxiety and depression, increased childhood malnutrition, higher fertility, poorer
reproductive health and higher levels of mental, physical and sexual violence/abuse of

women, with the most harmful effects experienced by the poorest in thoseietiss.

Examples includdigher control of household decision making was associated with lower
postneonatal mortality in Bangladesh (RR=048805) (Hossain et al, 2007). Lower decision

making capacity of women was associated with higher wuifigermortdity in Ethiopia (OR=
3.2 95% CI 2.0, 5.0) (Fantahun et al, 2007).
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Box5: Associations between low control among women and healiblated outcomes
Higher rates of:

Infant, child & maternal mortality

Fertility

STls, HIV/AIDS

Depres®n and anxiety

Malnutrition (infants, children & women)

Sexselective abortion

Blood pressure*

Intimate partner violence (physical and sexual)*

Lower rates of:
Contraceptive use
Breastfeeding

Life expectancy (women)
Childhood immunization

To To T To o o Do T o Do o Do Do I

Note: * someconflicting evidence, showing both higher and lower rates associated with low cg
among women.

Table6: Son preference studies

Study Setting

Klasen (1994) China, India, Pakistan, Banglade
Nepal, West Asia, Egypt

China, Taiwan, South Korea,

India, Pakistan, Bangladesh, Nepal,
Lanka, Turkey, Syria, Afghanistan, Ir
Egypt, Algeria, Tunisia, S&aharan
Africa

Design
Sociedemographic analyses

Klasen and Win}
(2002)

Sociedemographic analyses

Klasen and Win}
(2003)

China, India, Pakistan, Banglade
West Asia, Egypt, Stiaharan Africa

Sociedemographic analyses

Sen (1992b)

China, India, Pakistan, Banglade

Sociedemographic analyses

Nepal, West Asia, Egypt

Sen (2003) Asia, North Africa Sociedemographianalyses
Sudha and Raja| India Sociedemographic analyses
(1999)

Gupta (2005) Asia Sociedemographic analyses
Banister (2004) | China Sociedemographic analyses
Coale and China Sociedemographic analyses
Banister (1994)

Heketh et al| China Sociedemographic analyses
(2005)

The 10 socimlemographic studies of countries with entrenched son prefereficable 6)
provide strong evidence of the lower survival of girls and women into adulthood in these
societies. The analyses are based on calculations of the difference between the observed sex
ratio inthe population and the expected sex ratio, using comparable countries without overt
son preferences as the standatd humans, the sex ratio, defined as the number of males per
100 females, is determined by the fact that more males than females are ivedcand more

males than females miscarry spontaneoudlyit 6 A NI KX (KSNBF2NBI |
within quite a narrow range of between 105 and 10/he sex ratio declines further in
childhood, as more boys than girls die in each age range, sdyhatulthood, the normal

range for the population sex ratio ietween 94 and 102. PopulatighS E NJ G A2 & T2 NJ Wy
regions, for example are 96 for Europe, 97 for North America; 100 for Africa and 100 for
Southeast Asia (Banister, 2004). For countrigh abnormal shortages of females, however,
GKS LRLzZ I GA2y &SE NIGA2 A& YdzOK K EsHHaeNY
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of women in the populatin) in son preference countries, based on observed and expected

sex ratios, have ranged from &0107 million missing women in 19881 (Sen 1989; Coale

1994; Klasen 1994); and an increase from 88.9 in 1994 to 92.8 in 2003 (Klasen and Wink 2003)
(seeTable?).

Table7: Estimates of the shortfall in women in son preference countries

Missing women (millions)

China 40.9

India 39.1

Pakistan 4.9

Bangladesh 2.7

Nepal 0.1

West Asia 3.8

SubSaharan Africa 55

Total 92.8

Total (world) 101.3

Source: Klaseand Wink, 2003

Even though there appears to have been a decline from the 1990s to the 2000s in rate of
missingwomerS ELINS 44 SR & | LISNOSydl3Is 2F | O2dzy i NE Q:
AYONBIFaSRI RdzS G2 (GKS 3Sy S Nhefeiskwdonwdd siggesth y G K S
that progress in brining female death rates down in some son preference countsdsclea

counterbalanced by a rise in the practice of sex selective abortion in some countries (Sen,

2003).

Summary

At the macro/societal level, theories recognised the importance of considering people in their
societal context. People live in societieshwarying degrees of exclusion and discrimination.
These theories posit that cultural, social or political processes that exclude or discriminate
against whole sections of society result in low status and hence low control of discriminated
groups over aass to the necessities for heal@bservation of the debilitating lack of control
over everyday life experienced by poor rural women in parts of South Asia was the inspiration

F2NJ ! YIFNLe&l {SyQa Ay@SadArardirzya Ay ofiKS ¢2NI
development as a form of freedom: freedom and capabilities to life a long and healthy life. In
WSOASS HEI ¢S F2dzy R I &adzmadlyidAiAlt o062Reé 2F SOARE

health-related outcomes, largely from low and middlecome countriesand largely cross
sectional in nature. The empirical evidence comes from diverse literatures, including cross
country comparative studies showing that greater participation of women in deeisging

in society is associated with better average populati@alth, better child health, and higher

life expectang for men as well as for womeBingle crossectional surveys provided weak,
though consistent, evidence of associations between low control among women and a range
of adverse health outcomes. Soaiemographic studies in countries with entrenched son
preference provided strong evidence of the lower survival of girls and women into adulthood
in these societies, attributed to sex bias in relative care and practices such as sex selective
abortion.

Theories about the loss of control and health during rapid socioeconomic transition

Distinct theories about mechanisms operating at the macro/societal level arise from
observations of the health impact of the collapse of the former Soviet Union in the 186s19
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This brought with it sharp social and economic crises in the countries concerned across the
whole population, coupled with declines in life expectancy on a scale unprecedented in
European peacetime history in modern times (Shkolnikov et al, 2@@Mhermore, the
impact on life expectancy was newvenly spread across thgopulation, but affected the
worst-off in society the most (Shkolnikov et al, 1998¢bates about the potential causes of

the decline in life expectancy as a result of this naturglegiment have featured the change

in material factors, such as an increase in poverty and unemployment, and psychosocial
factors including an increase in both stressful life events and the feeling that everyday life is
being turned upside down and spingimut of control (Cornia and Paniccia, 2000). A further
reaction to such stressors in some former Soviet Union countries, at least in Russia, has been
posited to be through behavioural pathways, such as people, particularly men, turning more
and more to atohol to cope with overwhelming stress, with resulting effects on mortality

and morbidity (Moskalewicz et al, 2000)). The hypothesised pathways are depidtaglie

4, starting with the rapid social, economic and political transition in the former Soviet Union
causing insecurity, and in some cases a breakdown, in the systems that people rely on in their
everyday life: insecurity in the labour market, unemploymeegline in social protection and
health care systems, breakdown in law and order, increases in poverty and family instability.
All these insecurities/loss of control contribute to an increase in health risks cross the
population, including rises in chranstress, violence, substance misuse as a form of coping,
and exposure the environmental hazards as safety standards decline. These in turn lead to
physical and mental health problems. The social fabric of the society also suffers in such
conditions, withlower levels of perceived control and agency causing a loss of optimism/hope
for the future, trust and perceptions of security, which in turn feed into increase health risks
and ultimately poor population health and wellbeing.

Figure4: Pathways from traumatic societal transitions to poorer population health.
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Observational evidence on loss of control in socioeconomic transitions

We identified 6 studies that explored the relationship between loss of control in the post
SovietRepublics in transition and health outcomes (Abbott, 2007; Abbott and Sapsford, 2006;
Bobak et al, 1998 and 2000; Gilmore et al, 2002; Lundberg et al, 2007), as well as a cross
country comparison of the East and West health divide (Carlson, 1998). Alsiwgle cross
sectional studies, from which causality cannot be inferred. They do, however, shed light on
some of the potential linkages Figure4, confirming somef the hypothesised associations.

In a comparison of 23 Ea®lest countries using 1992 survey data, Carlson (1998) found that
higher levels of life control was associated with better-saiéd health for people within each

of the 23 countries. In the former Soviet countries, however, ped not feel that they had

the same level of control over their lives as did people in the West. Differences in level of
control and economic resources explained, statistically, betweeBQB0 the observed East
West health divide.

In the Ukrainewhich was particularly hard hit, Gilmore and colleagues (2002) hypothesised
that given the poor economic conditions and recent disruption to society, material situation,
WOKI y3aISQ LISN) 4Sz IyR f2aa 2F LISNOSwdtdik | YR
influencing factors on both mortality and morbidity at the population level. They conducted a
crosssectional study in the Ukraine in 2000, to explore the extent to which control mediated
the impact of material and social status on health and akeetsocial networks buffered the
impact of psychosocial and economic stressors on heélh study found that the likelihood

of poor selfrated health was almost double among people reporting loss of perceived control
compared with those who did not, thiassociation remained after adjustment for other
relevant factors. The study also implies that control accounts entirely for the negative impact
of social position on health and mediates to a much smaller extent the impact of material
deprivation, employmat and deterioration in social position on health. They identified a link
between deprivation and control, with the proportion reporting low perceived control ranging
from 19% in the least deprived group to 44% in the most deprived group. Material stadus a
deterioration in social position had impacts on seifed health that were independent of
control, and there was an indication that change itself may be health damaging. The authors

L8 O0dA F i SR GKFG &4F RSONBIAS AnyertadaefiicABAD S | NR & A

economic environment, a reduction in wealth and the stress of change may all have

O2yiNAROGdziSR G2 GKS RSOtAYS Ay tAFTS SHMSOGIyOe

study may suffer from plaintiveet response bias inot being able to fully separate aspects
of the dependent variables describing subjective mental health from aspects of perceived

O2yGNRt 2@0SNJ 2ySQa fAFTSO CKA& A& SaLISOAlTtfe

symptoms of depression. Ehbias could be a threat to validity of some studies and would be
partially addressed by the measurement of objective as well as subjective variables.

Bobak and colleagues (1998), in a creastion survey of the Russian adult population in 1996,
found that both selfrated general health and physical functioning were strongly associated
with perceived control over life; material deprivation; attitude to economic changes and types
of social network capitalThe effects of low perceived control and deprieat were strong

and independent, and led the authors to conclude that these two factors may be important
mediators between the overarching social environment and health in populations undergoing
transition. Following up on from that study, in a cresxtonal study of seven post
communist countries in the early 1990Russia, Estonia, Lithuania, Latvia, Hungary, Poland,
Czech Republic Bobak and colleagues (2000) found declining education and increased
material deprivation were strongly related to poorlseted health. Perceived control
appeared statistically to mediate some of the effects of material deprivation and inequality
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A crosssectional comparison between Russia and Sweden in 2003/04 found that levels of
reported good health were much lowen iRussia than in Sweden (10.3% versus 32.4%
respectively)and that levels operceived control were also lower in Russia than in Sweden
(Lundberg et al, 200750cieeconomic gradients in perceived control were found in both
countries, with lower SES, wam and younger ages more likely to report low conttalgistic
regression analyses revealed that the odds ratios of poowratdfl heath were two to four

fold higher in men and women with low perceived control in both countfldé® conclusion

of the auhors was that perceived control influences health, and that it might mediate the link
between socioeconomic hardship and health.

Summary

Distinct theories about mechanisms operating at the macro/societal level arise from
observations of the health impaof the collapse of the former Soviet Union in the late 1980s
This brought with it sharp social and economic crises in the countries concerned across the
whole population, coupled with declines in life expectancy on a scale unprecedented in
European peadéne history in modern. Debates about the potential causes of the decline in
life expectancy as a result of this natural experiment have featured poor economic conditions,
sharp disruption to health and social protection systems in society, and lossasfiye and
actual control over daily lifeAll these insecurities/loss of controhay contribute to an
increase in health risks cross the population, including risgssychological and somatic
responses to chronic stressprgolence, substance misusea#orm of coping, and exposure

the environmental hazards as safety standards deckwdence comes from single cross
sectional studies only, showinggh prevalence of perceived low control over their lives
among the populations of the former Soviet Oni Differences in level of control and
economic resources explained, statistically, betweerBQ® the observed Ea¥test health
divide There is a suggestion from the studies that perceived control might mediate the link
between socioeconomic hardship@poor health in some of the former Soviet countries.
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5 MAIN FINDINGS: INTERVENTION STUDIES TO ENHANCE CONTROL
IN THE LIVING ENVIRONMENT

5.1 Review 3: Systematic review of the health impact of policies and
interventions to influence control in the living envtonment

We conducted a systematic review according to the methods described on pags The
two, interrelated review questions were:

RQ1 What is the evidence of the impact on heattated outcomes of policies and
interventions to improve the levadf control in the living environment?

RQ2 Is there a differential impact for different groups in the population, including by SES,
gender, or ethnicity?

From an initial 17,361 records identified after removal of duplicates (see Flowchart B on page
17),atotal of 13 studies met our inclusion and quality criteria and were included in the review,
listed inTable8. All the included studies are from LMBR\d study designsicludeone cluster
RCTfour controlled before and after studies; two uncontrolled before and after studies; and
six postintervention only studies, one of which constructed a statistical control using the
instrumental variable technique.

Table8: Intervention studies to improve control in the living environment
Microfinance

Study Setting Design Outcome/s
Kim et al South Africa Cluster randomized trial | Intimate Partner Violence
(2007)
Bhuiya et al| Bangladesh Controlled before and Childhood mortality rates
(2001) after study
Bhuiya & Bangladesh Controlled before and Infant and childhood
Chowdhury after study mortality rates
(2002)
Khatun et | Bangladesh Controlled before and Child nutritional
al (2004) after study status/stunting;

nutritional status gender
inequalities; childhood
nutritional status
inequalities between poor
and nonrpoor groups

Schule& Bangladesh Controlled before and Contraceptive use
Hashemi after study
(1994)
Ahmed et | Bangladesh Postintervention study Acute illness; healthcare
al (2000) seeking
Schuler et | Bangladesh Postintervention study Contraceptive use
al (1997)
Chin (®12) | Bangladesh Postintervention study Intimate partner violence
Nanda Bangladesh Postintervention studyg | Formal healthcare seekin
(1999) instrumental variable

technique
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Hamad & | Peru Postintervention study Nutritional status of

Fernald women:haemoglobin
(2012) levels; food insecurity;
BMI

Other community initiatives

Study Setting Design Outcome
Semenzat | USA Before and after study Mental health; sense of
al, 2007 community
Itzhaky and | Israel Before and after study Mastery;selfesteem;
York, 2002 family violence
Eng etal, | Indonesia & Togo Postintervention study Use of primary health car
(1990) (childhood DTP

immunisation)
Note: studies are ordered by country context and then by strength of study design within eacl
country

All 13 studies evaluated interventions that operated at the meso/community control level in
our study framework, 10 of whichthe microfinance studies also sought to influence the
macro/societal level. The microfinance intervention studies are therefesgewed as a
distinct block in the following.

The microfinance initiatives are of particular interest for our research questions because they

are clear examples of theofy SR 62YSy Qa SYLRSNX¥SYy(ld AyGaSNBSyi
mesalevel, while also admpting to confront the low status of women in these countries at

the macrolevel.

The schemes work at multiple entry points: as part of a povexthuction strategy; as
62YSYyQa SYLRGgSNY¥YSydG adNradS3ae | (Ngo ahdidWahtgh NI 2 F |
2010. They attempt to harness the collective power of mutual support, with members pooling

savings and making small loans to each other to set up small businesses.

¢CKS FAY 2F GKA&A (el 2F AYAGAIGAGS Aa (2 A YLN
opportunities in their immediate community, while at the same time confronting engrained
discriminatory attitudes to women in those countries, through, for example, facilitating the

attendance of girls at school and attitudes to paid employment of womgside the home.

Box 6 outlines an example from Bangladesh.
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Box6: An example of microfinance schemes in Bangladesh

Roughly 5 million poor rural women in Bangladesh are involved in microcredit programmes, prominent
among these are the Grameen Bank and BRAC (Rural Development Programme)

Thelogic2 ¥ GKSA&S LINPINIYYSa Aa GKIFIG GKS& NBRdzO§ ¢62YSyQa

their positions within their families, draw them into the public sphere and expbsentto new ideas
and educationin doing so, the theory is that the programmes may influence health in many different
ways, e.g. improve reproductive health (increase demand for family planning services and reduce the
social costs of fertility regulatioeading to fewer, healthier children and better maternal health);
improve the care of girl children, including nutrition, and thereby reduce child mortality, particularly
the high rates among girls.

¢KS . w!/ LINRPINIYYS Aa (ushg@eigibBitReriteria of pattiSipatits ovrying t S a &

less than 0.5 hectares of land and relying on wage labour income for 100+ days per year. It involves the

LJ2 2

FT2NXEFGA2Y 2F ¢2YSyQa INRdzZLIE TF2N al @Ay3 I y®| ONBRAG S

including legal and social awareness, and technical and marketing support.

Loan money is used for income generation activities. 5 most common are: agriculture, small business,
transport (rickshaws and hand carts), cottage industry, and goat/chickeingea

{2YSGAYSa O2Y0AYSR gAGK WwWo2fd 2yQ LWzofAO KS$IfGK

health and family planning. (Schuler et al, 1997)

As outlined in Box 6 the microfinance initiatives largely target poor rural women. Over 90% of
members are women, with some initiatives only permitting female membership. They all
involve the formation of groups for saving and credit combined and varying levels of training
and skill development which included literacy, legal, social and empowermeninigaiand
technical and marketing support. Loan money has typically been utilised for income
generating activities in agriculture, cattle rearing, transport and cottage industries.

Microfinance schemes have become very popular, particularly itdawiddle-income

settings as a means of promoting rural development (Sengupta 2008). Such was the
enthusiasm for these schemes that in 2006, the Nobel Peace Prize was awarded jointly to
Muhammed Yunus and Grameen Bamkmicrofinance scheme which Yunus foundied

1983. The potential of microfinance to improve heath was also recognised and programmes
¢ often with an additional health promotion componentvere designed to cover HIV,

malaria, TB, gender violence and child health (for example: Leatherman el 2j,Qéldas et

al, 2010; Dworkin and Blankenship, 2009).

Outcome of searches

Our initial searches identified 10 evaluations of the health impact of microfinance initiatives,
all in LMIC. Knowing that variants of such schenuesdit unions- have had a Ing history in
highrincome countries, notably the UK in which the notion originated, we conducted a
supplementary search for health impact evaluations of credit unions in OECD countries. The
LJdzN1J2 &S 2F ONBRAG dzyA2ya A yempdv&mentybutkadhery 2 (
on the reduction of poverty and debt through mutual support and community empowerment.
We identified 460 studies, but none evaluated heaithated impacts. This is a major
evidenced gap.

Findings on the health impact ahicrofinance schemes

Ten studies were identified that assessed the heattlated impact of microfinance initiatives
among poor rural women and were included in the review: one in rural South Africa (IMAGE
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intervention) and one in Peru (PRISMA microcrediight microfinance initiatives were set in
Bangladesh, involving th&rameen Bank, BRAC (formally known as Bangladesh Rural
Development Programme) arSHA microcredit (sekable §.

One cluster randomized trial and four controlled before and aiftégrvention studies were
included in the review (Kim et al, 2007; Bhuiya et al 2001; Bhuiya and @hopaD02, and
Khatun et al 2004;cBuler and Hasemi, 1994).

Cluster randomised trial

The study in rural South Africa (Kim et al 2007) has a more rategign, involving a

prospective, matched, clusteandomised trial with, in addition, a strong qualitative

component. The aim was to assess whether participation in microfinance contributes to a

reduction in interpersonal violence (IPV) against womelne fuantitative analysis compared

430 matched pairs of women (members versus -noembers of the IMAGE scheme) in 4

intervention and 4 comparison villages, followed up for two years. After two yeawmsls| of

IPV decreased in all 4 intervention villageslathey stayed the same or increased in the four
controlvillages2 2 YSY Q& YSYOSNBKALI Ay (G4KS La! D9 AyidSNBSy
than 50% reduced risk of physical or sexual violence by an intimate partner compared to non

members (adjusted RR=lOp T ppz> /L I ndHoZX ndpmOd LYLI Ola 2
empowerment were observed, from sekind financialconfidence; autonomy in decision

making and household communication to challenging gender norms. The qualitative
component explored whaplausible pathways could explain these positive impacts on IPV.

The women explained how reduction in IPV resulted from a range of developments, including

greater say over household decisioraking; enabling women to challenge the acceptability

of violence to expect and receive better treatment from partners, to leave abusive
relationships, and to raise public awareness of IPV in their village (Kim et al, 2007).

Controlled before and after intervention studies

Four controlled before and after interventiostudies were all based in Bangladesh and all
explored the health impact of the BRAC RDP, which combined microfinance with other
development initiatives, including in some cases maternal and child health programmes:

In the Matlab area of Bangladesh (ih has an unparalleled demographic surveillance
system), Bhuiya & Chowdhury (2002) carried octatrolled beforeafter study of infant and

child mortality rates using randomly sampled data on 9,853 women and 13, 549 children born
alive during 19882 ard 199397 ¢ following the introduction of the BRAC RDP in 1992. The
study compared the mortality outcomes for children of mothers who were poor members,
poor nontmembers, and noipoor (rich) noamembers. Posintervention, the decline in the

risk of infantdeath over a period of ten years was greatest (53%) for infants of mothers who
joined BRAC followed by infants of rich rmembers (41%), and poor nanembers (31%).

The authors attributed the difference between the gains among infants of BRAC member
mothers and that of poor nomembers (22 percentage points) to the beneficial effect of the
BRAC programme. A striking finding in this study was the reduction in socioeconomic
inequalities in infant mortality: the risk of infant death for poor BRAC memberéndecto

the level for rich normembers. There was a lack of impact on child survival, however, after
the first year of life, i.e. for the second to fifth year of life, which was investigated further in
Bhuiya et al (2001) below.

In the same Matlab areaf Banghdesh, Bhuiyat al (2001) conducted eontrolled before

after study of child mortality rates using data collected between 1982 and 1996 on randomly
sampled children (4 yrs) from 12,000 householdBRAC RDP membership (1992 onwards)

55



was associatwith a higher survival probability/lower mortality for children of members than
for the children of poor normembers (cumulative child survival probability by household:
BRAC RDP member = 92.5%, poor-member = 89%) (p = 0.0002). BRAC membership
combired with access to the maternal and child health and family planning programme was
associated with a greater survival improvement (94% cumulative child survival probability)
than BRAC membership without the extended intervention (91% cumulative child aurviv
probability). There wasalsomarked decline in socioeconomic inequalities in child mortality
between the poor BRAC members and the rich-mambers, but a widening of inequalities
between the poor BRAC members and poorinoembers for child mortality cieomes.The
differences in cumulative child survival probability rates (commonly used in these studies)
may appear to be small, for example the 3% difference between the 94% and 91% survival
probabilities above. However, when expressed as a relativeaigk RR = 1.5 for the BRAC
members without the extended intervention compared to those with it) it represents a
difference in relative risk of mortality of 50%.

Impact of BRAC membership on child growth and stunting was the focus of a third Matlab
study ty Khatun et al (2004). This study followed a coho& @ children aged-82 months
(random and purposively sampled) at 3 time points between 1D3%6 (i.e. after BRAC RDP
was introduced in 1992), conducting a threy comparison of BRAC RDP membersy po
non-members and rich nomembers. Stunting was much higher (84.6%) among the children
of poor nonmembers than among BRAC members (67.3%) and ricimeonbers (69.4%),

and higher among girls and among boys in all three groups. Stunting decreased dimong a
children except BRAC boys at the end of the third round, with the largest declines among BRAC
girls. At the end of the third round, the nutritional status of BRAC girls was almost equal to
that of BRAC boys, while stunting remained much higher amolsgtiggm among boys in the
non-member households, whether rich or poor. The interpretation is that the BRAC initiative
appeared to contribute to a significant equity gain in the health or girls, as well as decreased
differences in ithealth between the poband the norpoor.

A final comparative study in Bangladesh investigated impact of programmes on contraceptive
use. A repeat crossectional study of two time points in 1991 and 1993 of (n1l= 1045; n2=
1305) randomly sampled married women (<50 yrs) whoeveither members of BRAC RDP or
Grameen Bank in villages which had one or other programme running. At fofipa third
comparison group was added: nomembers who met the eligibility criteria for membership

of their respective schemes. Women in Gramegank villages were found to be more
empowered than women in nesrameen villages (p<0.01), and had an 11 percentage point
higher rate of contraceptive use (59% vs 43%, p<0.01). No significant association was found
between BRAC RDP membership and contracepise (Schuler and Hasni, 1994). The
associated ethnographic study suggested that credit programmes were affecting
O2y (NI OSLIIA DS dzaS LI NIfeée o6& adNByaaKSyAy3da g2YS
empowerment, and partly by promoting family goining directly and by influencing
community norms.

Postintervention only studies

Five studies employed poBitervention only measures. Three were studies in Bangladesh
(Schuler et al, 1997; Ahmed et al, 20@hin, 2012used single time point crosectional
designs (Ns 4,124 to 3817 randomly selected) to make post intervention comparisons
between members and eligible and/or nafigible nommembers. One study used an
instrumental variable technique to analyse a 1992 Bangladesh survey (Nanda,at2bone

study in Peru made a comparison between (n=1593 purposively sampled) long and short
duration membersflamad and Fernald, 2012).
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In BangladesiSchuler et al (1997), in an extension of Schuler antié#tais1994 above, found

that Grameen Banfembership was associated with increased odds of contraception use (OR

1.75, Cl 1.24 2.48; p < 0.05); whereas for BRAC RDP membership there was no significant
association. The study did find, however, that for both programmes, contraceptive use
increasedwith duration of involvement in the programmes. Three of the eight measures of
62YSYyQa SYLRSESNXYSyld o6SNB [aaz20AFdSR 6A0GK AyO
economic security and contribution to family support (OR1.53); freedom of mobility (OR 1.21);
andrelative freedom from domination by the family (OR 1.4, p< 0.05). These empowerment

variables, however, accounted for little of the effect of the micredit programmeson

contraceptive use.

Ahmed et al (2000) found that BRAC RDP membership was aedociath lower
morbidity(12.5% vs 20.4% illness episodes for males, and 13.3% vs 20.3% for females;
p<0.001).Chin (2012) made a pesitervention comparison of participation in one of three
microfinance schemes (Grameen Bank, BRAC RDP and the ASH&editpyogramme) and
non-participation, in Bangladesh in 2004. The study found no statistically significant
associations between microcredit programme participation and current violence experience.
However, membershipvas associated with a 0.iigher probalility of ever experiencing
violence during marriage compared to nparticipation (p < 0.01).

The final Bangladesh study usad Instrumental Variable technique to analysd 291/92
crosssectionalhousehold surveyo estimate the effecof participation in credit programmes

on the probability that women use formal health services ( as opposed to informal or no
health services) (Nanda, 1999}.is worth examining this analysis in some detail because of
the big assumptions built into it.hE authors hypothesise that as a result of participation in
the programme, women will control a greater proportion of the househmidget. They will
therefore invest more in their health and use formal health services to a greater eXteat.
main exposue was theinteraction between participation and household expenditufde

main outcome was the probability of using formal health services -(gptirted). The
Instrumental Variable technique was used, employing a two stage probit regression model.
The irstrument used to identify the effect gfarticipation on the outcomes waswhether a
household owned more of less than 0.5 acres of land'. Households which own more than 0.5
acreof land were not eligible for participation in a miecoedit programme. Té potentially
strong assumption is that this threshold of land ownership can only be associated with formal
health care as a result of its effect on participation in the programifiee study found that
women's participation in micraredit programmes incr@&sedthe positive effect of income on
their use of formal health cargThis was of borderline significance p>5% < 10%is is
interpreted to mean thafemale participants werenore likely to use formal health care than
non-participants as a resultof a higher control over household resources. Women's
participation in micrecredit programmes increased the proportion of all adults usorghal
health, not just women. In fact the effect on all adults was greater and significant (p<5%). The
authors estimatefrom their results that increasing participation of women anedit
programmes by 20% would result in a 3.7% increase in the proportion of adults consulting
formal health serviceS'he assumptions have to be questioned in this study when interpreting
any esults.

In one Peruvian study of the PRISMA programtamad and Fernald (2012) found that longer
PRISMA microcrediparticipation (compared to shorter) was associated with higher
KSIY23t20Ay tS@Sta oiTndnoX L¥F ndamendt for yR f 2
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Summary and commentary on microfinance studies

All the studies measured healtlelated outcomes. Nine of the ten studies provide evidence
of some paitive association between participation in midinance schemes and
improvement in healtkhrelated outcomes when compared with nguarticipation. The odd

one out (Chin, 2012) found a higher probability of ever experiencing interpersonal violence
among paticipants compared to nomarticipants. This fits with the hypothesis that
attempting to empower women may, at least initially, exacerbate the risk of violence by
challenging established gender norms and thereby provoking conflict in the household (Kim
et al, 2007).

The studies in Bangladesh are of particular importance because they provide rare evidence of
the impact of purposeful interventions on reducing inequalities in health, both gender and
socioeconomic inequalities. As such, the studies by Blatigh2001; Bhuiya and Chotuaty,

2002 and Khatun et al 2004 have been heralded as amongst the most striking examples
globally of reduction in inequalities in health through thetrgsed intervention.
Understanding how the interventions brought about charmgquires an examination of the
societal context in which they were introduced. The impacts on child survival and nutritional
status, with differential gains for poor girls in particular, suggests that these interventions may
work not only through improveents in economic status of the mothers (allowing them to
provide the necessities for their children etc), but also through cultural changes in the way
girls are valued and nurtured, in line with the theoretical pathwaySigure3.

Microfinance, however, is not without its critics. Some have argued that enthusiasm has
outstripped evidence of effectiveness (Adams and Raymond, 2008). Whilst schemieasvaay

originally been setip with the intention of poverty reduction and empowerment amongst

0KS Y2aid @dzZ ySNIrofS Ay a20AaASideéez GKSe& KI@S 0SS
whereby- as with normal credit systentsin order to secure financial stainability they end

up favouring those who are able to take out larger loans whilst excluding the-pdta

(SerraneCinca and Gutierrellieto, 2014, Ghalib 2013yawaz 2010Mersland and Strom,

2009, Hishigsuren 2007 Thus, rather than reducinmmequalities they actually end up
SEIFOSNbBFGAY3 GKSYDd hiGKSNB KIS | NBdzSR GKIF G AYL)
to debt, repayment stress, and the exploitation of the poor (Bateman 2012, Taylor 2012)

again, worsening inequalities ratherah alleviating them.

Van Rooyen, Stewart & de Wet (2012) conducted a systematic review exploring the impact of
microfinance among poor people in s@aharan Africa. Various social and economic

outcomes were considered, including: income, savings, expaedithe accumulation of

aaStazrz SRdzOFGA2ys OKAfR flF02dNE 62YSyQa SYLR
together, evidence from the 15 included studies suggests that microfinance schemes do harm

as well as good. For example, microfinance was foorfabth increase and decrease income

at the household level while having a consistently positive impact on savings levels,
expenditure and the accumulation of assets. Evidence for an impact on school
enrollment/spending on education is contradictory. Whitsime studies show a positive

effect, others show either no effect or even a negative effect (with microfinance actually

reducing schooling levels in some studies). A gender bias was also present, with boys
benefitting from increased enrollment morethaA NI a ® 9 GARSY OS FT2NJ ¢62YSyQ
is weak and inconsistent (largely due to difficulties in isolating impacts of microfinance within
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complex interventions). Further, it is complicated by differences in household structure
between settings.

The potental for self selection bias is a weakness of studies that make comparisons between
programme participants and neparticipants whose opportunity or choice to participate may
be, for example, constrained by factors such as fear/oppression, motivationasrhaalth.

All of the microfinance studies are subject to this potential limitation.

Most of the studies suffer from the limitation that it is very difficult to disentangle the effect

of the microfinance components from the effect of other componentwaloét are often multi
facetted development programmes. This is particularly the case for the BRAC interventions in
Bangladesh, which typically involve the provision of preventive health services and some form
of skills training to the intervention villagespngside the microfinance initiative. Some of the
observed impacts on reproductive and child health, for example, could be the direct result of
improving access to maternal and child health services, rather than an indirect result of
62YSyQa S O2ofid ¥mp@wvermghRas such. The study by Bhuiya et al 2001, did
attempt to disaggregate the effects on child survival of BRAC and greater access to preventive
health services, and found a separate effect of BRAC membership, which was enhanced by the
extended maternal and child health and family planning programme.

Even without the complication of added health services, it is still not clear from the evidence
which strands of the microfinance schemes themselves contributed to observed impacts. The
IMAGE ncrofinance intervention in South Africa, for example, combined a financial
dimension with participatory training on understanding HIV infection, gender norms,
domestic violence and sexuality (Kim et al, 2007). The quantitative RCT identified a reduction
in intimate partner violence for the programme as a whole, but could not differentiate the
impact of the financial from the participatory training component. This is where the value of
having a qualitative component to the evaluation was demonstrated. Hoetb-face
interviews with participants revealed how reductions in violence resulted from a range of
responses, some linked to increasing confidence and empowerment of the women in handling
potential flash points for domestic violence. The studies in Balegh by Schuler and
Hashemi (1994) and Schuler et al (1997) also incorporated an ethnographic component which
was able to describe how the credit programmes empowered women to influence
contraceptive use and also generated theories about other pathaititravhich participation

in the programmes may have had an effect.

LG ¢l a y2adA0StroetS (KFG 2yteée | @OSNE TSg addzRAS:
directly and investigating whether increased empowerment due to the programme resulted

in improved hedh-related outcomes. There was an assumption that the programmes did lead

to greater empowerment for participants and that it was the empowerment that was the
WEOGAGPS AYINBRASYHIQ® 2KSYy {OKdzg NI Sd It omdpdT
picture.! f 1 K2dzAK (GKNBS 2F GKS SAIKG YSIadinNBa 2F 42
significant effects on contraceptive use, these variables accounted for little of the effect of

microcredit on contraceptive use. Others have also cautioned that providing tmeglomen

does not guarantee their control over its use, and may also lead to ercegstyfrom the

pressure to pay back loans, diminishing, rather than increasing control over destiny (Kim et al,

2007). It is essential to incorporate actual measuremehtcontrol/empowerment into

intervention studies, not just assume that the interventions will automatically lead to a

positive enhancement, and to assess potential negative as well as positive impacts.
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There are two further methodological limitationsatneed to be borne in mind in interpreting
these studies. First, all the intervention studies struggle with potential bias in the selection of
both intervention and comparison groupk addition to the potential for seBelection bias,

in some (possiblgll) of the microfinance schemes, poor women who are-nembers may

be poorer than the poor members of the schemes, simply because they have been excluded
due to their extreme povertg i KS& | NB (22 -aPBINKER SBSYWONSRR G
modest sins involved. Some of the studies attempted to take account of this form of bias,
and explored alternative interpretations of results. Second, very few studies have employed
robust study designs. Too few have comparison groups and before and after meastsgeme

for example. There is a need for future studies that employ appropriate comparisons, that
understand and take account of country context, that assess if the programmes have brought
about the desired increase in empowerment, and that examine diffeathgalth impact by
gender and socioeconomic status.

As the renewed focus on introducing microfinance schemes in the UK grows, (and
reinvigorating traditional credit union schemes) there is a need to learn from these
evaluations in LMIC, as well as frggast UK efforts that have been evaluated for other
economic and social outcomes, if not for health.

Studies to increase community empowerment through participation in urban
renewal programmes

Three studies Table 8) were identified that explored whether increased community
empowerment through participation in urban renewal programmes had an effect on health
outcomes. Two before and after studies (Serreet al, 2007; Itzhakyand York 2002) and
one postintervention study (Engt al, 1990) were included in the review.

Before and after studies

Semenzeet al (2007) conducted a longitudinal before and after study of the health and
wellbeing effects of a community development programme that was based around
participation, empowerment, and collective action. The programme involved community
members in decisionsna activities which restored public squares in Portland, USA. They
found post intervention reductions in (CE$D depression (p = 0.03), increased sense of
community (p=0.01), and an overall expansion of social capital (p = 0.04). No effect sizes were
stated.

Itzhakyand York(2002) conducted a series of cresesctional surveys during and after an

intervention to improve community services arampower a deprived and stigmatised

community in IsraelPk NI A OA LI yiQa 6YSIyo f Sdidmas2soB) YI aid SNEe
between 1990 and 199&nd selfesteem increased by nearly 18% from 2.04 in 1990 to 2.40

in 1993 (p<0.01). Mean levels of family empowerment increased by nearly 27% (from 2.24 in

1992 to 2.84 in 1997, p<0.01), service delivery empowernrareased by 8% (from 3.49 in

1992 to 3.78 in 1997, p<0.01) and community empowerment increased by nearly 5% (from

3.73in 1992 to 3.91 in 1997)

Postintervention only studies

Enget al(1990) conducted a crosectional study in intervention and cant villages in Togo

and Indonesia to explore the effect of community action for the resolution of local health
problems. The intervention consisted of community participation in decision making during a
water supply project. This was compared with comntiesiin which similar water projects
had been implemented with no participation in decision making, or where there were no
water projects. Between 25 and 30% more children were immunized in villages with
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communitybased water projects than in villages witbn-participatory or no water projects
In Indonesia, 60% of the children aged8 months in the villagegarticipating in decision
making had completed the DPT series, compared to 49% in project villags no
participation in decisiofmaking, around9% villages with no water projects Togo, 55% of
the children aged 1:36 months in the villagewith participation in decisiommaking had
completed the DTP series, comparadth 40% in thevillageswith no participation in
decisions

Substantial limiations

The three uncontrolled studies on urban renewal above have an inherently very weak study

design for assessing causation/effectiveness of interventions because of the absence of
comparator groups. The absence of comparators also leaves such styukes to

considerable nofl LISOA FTAO W GUiSyGA2y 0AlFaQr Ay 6KAOK (K
triggers behaviour change among the research participants.

61



6 MAIN FINDINGS: Intervention types and health impacts

6.1 The nature of the existing evidenekase on impacts of interventions

An immediate question raised by the results of systematic Review 3 is why there was so few
intervention studies identified for inclusion in the review? One reason is that although there
may be a great deal of activity repodén the literature, the evaluations stopped short of
assessingiealth and health inequalities impactSixteen percent of the full text articles
assessed for eligibility had no healttlated outcome and were therefore excluded. This is in
line with an ealier systematic review fothe NICEreview of community engagement
interventions in the UK addressing the wider social determinants of health, which found no
studies reporting health outcomes as such, though it did find impacts on social determinants
(Popay et al, 2007).

Another substantive reason is that we excluded interventions that did not address the lack of
power/control in the theoretical pathways from control to health inequalities. To be included,
the interventions had to be centrally concernedth increasing control for those groups in
society with relativelydw power. Just undera half of the full text articles assessed for
eligibility were excluded because the interventions were not primarily concerned with
influencing control or empowerment

In contrast, there is a substantial literature on the effectiveness of health promotion
interventions that employ some form of community engagement as a strategy for improving
effectiveness. This is essentially an instrumental or utilitarian approagichwemploys
community engagement as a means to an enthe end being success in bringing about
health-related behaviour change. A recent systematic review and raatdysis of community
engagement to reduce heath inequalities, for instance, includede¥Buations from OECD

countries of interventions involving community engagement (widely defined) with
disadvantaged groups that also measuhs@lthNB £ | 1 SR 2 dzii-Bvet8132018)h Qa | NI
Of the 319 studies identified in the mapping exercis&l were entered into a metanalysis

Almost all the included studies, however, were lifestyle/single risk factor health promotion
initiatives targeted atlisadvantagedjroupsthat empbyedcommunity engagement to some

degree to enhance effectiveness (i.e. a utilitafiastrumental approach)The study found

that there was solid evidence that this type of health promotion/disease prevention
programme, which incorporated a community eggaent component, has a positive impact

2y F NI¥y3aS 2F KSIfGK 2dzi 02 Y-Bvasstall2@BRwasdnotd | NA 2 dza
able to distinguish whether the level of community engagement (from consultation through

to full involvement) made a défence to effectiveness

6.2  Pointers from the results of Review &f effectiveness of interventions

¢ KS NBa&dz (&-Eveskt ali(2083) stutyaskrilto reinforce our conclusion from
Review 3 about the extent and nature of the evidence base. There is a relative scarcity of
evaluations of the health and health inequalities impact of interventions that have a primary
aim of improving the level of control in the living environment

Our Review 3, however, did find an emerging body of evidence on one patrticular type of
community empowerment intervention that addressed the theoretical pathways at the meso

and macro levels. This ise microfinance programme. The aim of this type of initiative is to

AYLINR DS 62YSyQa SO02y2YAO LIR6SNI YR SYLX 28YSyi
community, while at the same time confronting engrained discriminatory attitudes to women

in those societiesthrough, for example, facilitating the attendance of girls at school and

attitudes to paid employment of women outside the home. Nine of the ten studies provide
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evidence of some positive association between participation in rfioance schemes and
improvement in healthrelated outcomes when compared with nguarticipation.

A number of pointers for future intervention studies emerged from the review of microfinance
schemes First, much of the literature reviewed had inherently weak study designs, as
discussed in Section 5. This must be remedied in future studies if progress is to be made in this
important field.

Second it is essential to incorporate actual measurement of control/empowerment into
intervention studies, not just assume that the intentiems will automatically lead to a
positive enhancement, and to assess potential negative as well as positive impacts.

Third, there is a need for future studies to employ appropriate comparisons, to understand
and take account of country context, to assef the programmes have brought about the
desired increase in empowerment, and to examine differential health impact by gender and
socioeconomic status.

Fourth as the renewed focus on introducing microfinance schemes in the UK grows, (and
reinvigoratng traditional credit union schemes) there is a need to learn from these
evaluations in LMIC, as well as from past UK efforts that have been evaluated for other
economic and social outcomes, if not for health.

6.3  What types of actions could influence contran the living environment?

Despite the dearth of relevant evaluations, it is still instructive for future planning to identify
types of intervention that have or could be made in this field, even if evaluations have yet to
be made of their health impact§able9 summarises potential entry points and different
types of intervention, drawing on our reviews and analysis of theories of change underpinning
proposed actions.

Note: section 6.3 is largely conceptual in nature, identifying possible entry points and different

types of intervention that could address the theoretical pathways mapped out in our logical
models of the micro, miso and macro leveépicted in Figures 1, 2 and 3.
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Table9: Intervention entry points and types
Entry Point and type Example

Micro/ personal

Intervening on low control beliefsand selfefficacy Youth empowerment
Interveningon thelow expectations of others schemes, e.g. YES!

= =

. . . . - . Good quality early year
1 Opening ugdife chanceg increasing provision with education and childcare,

increasing deprivation Lifelong learning
Opportunities,

Welfare rights advice
schemes

Mesd community
| Facilitating collective action Microfinance;
1 Increasing community control through asset transfe Regeneration schemes;

. h Is for d . L Tenant Management;
1 Creating new channels for democratic participation Participatory budgeting:

Localism Act powers

Macra/ society

f Legislation/sanctions on discrimination Anti-discrimination laws
Improving the rights of powerless members of Increasing representation
population of underserved groupsi
national decisiormaking
fora;
9 Improving access to universal educatemd Extending coverage of
healthcare education and healthcare
systems;
1 Equitableresource allocatiomndsocial protection Boosting social protection

rights, e.g. Living Wage,
Minimum Income for
Healthy Living.

Intervening in the micro/pesonal level pathways
There are several potential entry points for intervention in the pathways to health inequalities
at the micro level depicted iRigue 1.

Influencing low control beliefs/hope for the future

One entry point is working on low control beliefs, low sdffcacy and low expectations of
more disadvantaged young peopléhere are some educational programmes that have as
there central rationale the ainof empowering disadvantaged young people with low-self
esteem and low expectations to greater expectations and hope for the fuBor.7gives an
AffdAGNI GA2y 2F 2yS &adzOK AYyOiSNBSylAzys G(KS
young peofe living in hard pressed circumstances (Syme, 2004; Wilson et al,. 2067)
contacted the developers of this programme for evaluation results, but they reported that
there had been no evaluation of the empowerment impacts, due to lack of funding (Leonard
Syme, personal communication, March 203 missed opportunity. Nevertreless, we
include the YES! Project in box 7 as a promising example of the type of -theseg
empowerment intervention that operates at the micro/personal leg@i this case attempting

64

9



to influence low control beliefs/lack of hope for the future amongrendisadvantaged young
people.

A Campbell Collaboration systematic review of youth empowerment programmes to improve
seltefficacy and selésteem in adolescents identified 68 studies of this type of programme,
only 3 of which met their quality criterid’he review concluded that there was insufficient
evidence to substantiate the expectation that such programmes would raisestelém and
selfefficacy (Morton and Montgomery, 2011). The authors recommended not only more
rigorous impact study designs, toalso the further development aihethods and measures

for highquality, mixedmethods process studies to complement impact studies, and to
provide more useful evidence for practitioners and pacliecgkers (Morton and Montgomery,
2011).

Box7: The YES! Youth empowerment project in California, 2@03

An example of a youth empowerment intervention on hope that is theoretically sound, but
was not evaluated for health impact includes tHES! Project in Califorrdahools in 20084.
Thestatedaimwasto 3 A @S RA &l R yiG.NVEBSR LIS2LIX S WK2LISQ
It consisted of an afteschool empowerment programme and research projdwt used
empowerment education and participatory acti@pproaches. Theprovided underserved
early adolescents with opptumnities for civic engagement with other youth around issues of
shared concern in their schools and neighbourhoods. Goals were to work collaboratively on
topics important to the youth groups, and to exercjwer and controhsindividuak andas
a groupwithin the community.The g@rticipants lived and attended school in lamcome
areas.

Thegroupsmet weeklyfor 90 minutes after school, for approximately 25 sessions during the
20032004 school year. EagifES!group typically worked with a pair of dacilitators who
5SNBE NBONHZA GSR FTNRY f20Fqf KAIK aoKz22ft3d |FyR
graduate student population. A graduate student and a high school student were pairg¢d for
each group. The facilitators received a sequential cunriaub cover the first 25 YES! sessions.

This included use of Photovoice and designing and implementing a social action project|(Syme,
2004; Wilson et al, 2007).

A related entry point is intervening on the low expectations of others. Low control beliefs/lo
expectations of children living in disadvantaged circumstances may be compounded by the
attitudes and low expectations of influential people around them, who stereotype the
children from disadvantaged backgrounds as without hoParents, teachers, anché
education and social welfare system as a whole may be imposing their own low expectations
on children, in which case interventions to influence those adult expectations of children may
be considered.

This type of intervention, aimed at influencing lamntrol beliefs and attitudes through
educational programmes of one kind or another, is concerned primarily with the role of
learning in bringing about improvements in sense of control among disadvantaged groups in
the population. There is a wider rolerflearning through access to education more broadly,

in opening up life chances as explained below.

Opening up life chances

One criticism of interventions aimed at influencing low control beliefs and loweffethcy is

that they may not help if th@roblem is low actual control in deg-day life and little chance

of improving the situation by individual action. The may even be damagmgntervention

entry point for low control in the long run is at the point of improving life chances, through
acess to education, for example. The logic is that access to high quality education has many
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benefits throughout life, including improving chances of having a higher income and job
prospects, contributing to greater control in d&y-day life in the longerm. Examples are
ensuring access to early years education, improving school readiness, and Sudyp8tart
provision, with extra provision in areas of greatest need, for which there is evidence ef long
term social and health benefit (Marmot et al, 201@3pening up life chances could also include
improvingaccess tdinancial resourceghrough, for example, welfare rights schemes to help
people claim all the welfare benefits that they are entitled to. One of théngestigators on

this project (Martin Whi¢) is leading an RCT of welfare advice in primary care, that will
measure health wellbeing outcomes and will report in 2015 (Moffatt et al 2006; Haighton et
al, 2012)

Intervening at the Meso/community level

At the Meso/collective level iRigure2, there ae at least two distinct entry points: facilitating
collective action within communities and creating channels for the transfer of centralized
power to local comunities

Facilitating collective action

In terms of the first entry point, community empowerment activities work on the premise that

GKSNBE A& |RRSR WLR GOSN gA0KQ 20KSNE GKIFG OFy ¢
everyday conditions in which commily members live. Interventions can range from

improving access to amenities where community members can meet and socialize, to helping

to create the sort of infrastructure and pum@iming that may be required fohe successful

start-up ofthe type of nicrofinance schemes or social enterprises described in sebtibn

21 ff SNEGSAY QA a8y (IKSAARYRGFAIOBNFIH AB2NISYILER 6 SAY S
effectiveness of empowerment to improe S I f (ipkekefits dvidence of impacts on self

and communityefficacy; improvements in community cohesion and some improvements in

mental and physical health outcomes (Wadkein, 2006) What is clear from the WHO

synthesis and our review, however, is that a much greater understanding is needed of what

the active ingredients are for conducting effective community empowerment aimed at

reducing health inequalities

Increasirg community control through transfer of assets and power

Asset transfer schemes have an entry point directly into the community control Heigumne

2. These schengeaim to transfer ownership or management of public resources (often local

authority resources in the UK setting) directly to the community in which they are located. It

Ad OfFAYSR GKFG GKS@ INB aF 3ASydzayS aMdglya 27F |
and empowering citizens by enabling them to positively influence the development of
NBaz2dz2NOSa |yR aSNIBAOSA Ay. ThekSdetdlah Ml Ffomo t NI G OK
communal facilities, such as community or leisure facilities to the managenfesocial

housing by tenant organizations (Cairncross et al, 2002; Tunstall (2001).

A systematic review of these and other local government initiatives (Prachett et al, 2009),

together with our searches, did not find any evaluations of heedtated outcomes, and so

were not included in our review of effectiveness of community empowerment interventions.

The systematic review by Pratchett et al 2009, did, however, find that asset transfer could

have other positive outcomes, including making a contiiftuto community empowerment

through increased political efficacy and skills; enhanced activity on the part of the community

anchor organization; providing a resource for increased activity by other community, social

and/or private sector enterprises. Treeare, however, downsides, including the risk that the
WFaaSiQ OFly 06S02YS | fAFoAfAGeE F2N GKS O2YYdzy
benefit equally. In particular, it is not clear from the evidence base to what extent marginalised
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social groupgarticipate in or benefit from transfer activities and, therefore, what effect this
type of initiative has on inequalities within and between communities

In the UK context, there are currently many initiatives to transfer decisiaking powers,
and these are set to increase under the Localism agenda. These include:

A Citizen governancegiving citizen or community representatives a seat at the table in
decisionmaking boards and forums concerning public services and policy;

A Participatory budgeting: creating ways in which communities can participate in
deliberations about how to spend devolved budgets;

A E-participation and petitions for citizens to raise concerns and participate in decisions
about public policies that affect them.

A systematic review ofhe evidence for the then Department of Communities and Local
Government flagged up both benefits and risks of initiatives to transfer deeisading
powers, identifying components which improved or hindered success. The authors identified
an evidence gapthe question of whether there were differential impacts and benefits, and,

if so, how could hardo-reach groups be included? (Pratchett et al, 2009 would add a
further evidence gap to that list: what is the impact of these types of community
empoweament initiatives on health and health inequalities?

Many of the area generation projects that have been introduced over the past 15 years in the
UK by national government have operated at this mkse@l. These have incorporated
strategies to provideextra financial resources to the most disadvantaged areas with varying
degrees of community engagement. A prominent experiment of this kind has been the New
Deal for Communities, a 3ear regeneration programme in 39 areas in England with the
worst healthand socioeconomic disadvantagks it was set up with matched comparator
areas, and the community engagement approaches vary, there is scope for evaluation of
health inequalities impacts of different community engagement approaches with the
initiative. This evaluation is currently underway, led by Jennie Popay, but results will not be
available until later in 2014n addition, an evaluation has just begun of the Big Localra 10
year initiative in 150 disadvantaged areas in England, funded by the Ladkery,natural
experiment in asset transfer. The Big Local is set up to provide each community with £1 million
over which they have direct control to use it for whatever they decide is best to make their
neighbourhood an even better place to liven evaluaibn of impacts on social determinants

and health inequalities has just started, again led by Popay on behalf of the NIHR School of
Public Health Research, and involving several authors of this report: MMW, Martin W, MP,
LO.

Intervening at the macro/socital level

There are a range of potential intervention points at the madevel in Figure 3, from
increasing human and democratic rights of powerless groups to ldgislaagainst
discrimination and promoting cultural shifts in society

Increasingepresentation

This includes giving more people a seat at the table where national decisions are¢gmade
improving voting rights and opportunities for representation at thghtest level Review 2
identified, for instance, evidence thgreater participation of women in decisianaking in
society is associated with better population health overall (Yodanis, 2004; Swiss et al, 2012;
Young, 2001; Ahmed et al, 2010; Scanlan, 2010

67



There is also the strategy of increasing rights to education and to effective health care across

(KS LRLMAFGA2yS 620GK 2F gKAOK I NB ySSRSR (2 NB

Legislating against discrimination

Legislation against discrimination, andgutation of discriminatory practices, such as sex
aStSOGADS 02NIiA2Y Ay (KS OlFasS 2F WYAaaAy3d g2V
would potentially improve the social status of powerless groups in society.

Equitable resource allocation asdcial protection

Improving rights to social protection, for example introducing national standards such the
Minimum Income for Healthy Living, or the Living Wage, would potentially make a
contribution at societal level to improving control over resourf@speople on the lowest
income.
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7 CONTRIBUTION TO CONSORTIUM THEMES

7.1  Health inequalities and Living conditions

¢CKA&d LINRP2SOG O2Yo0AySa || F20dza 2y G¢2 2F GKS 0
YR Wi AGAY3I | yR. Itgpodded ¢ Inthedid 6Revidehe yoa Eheory,

observational and intervention studies on the relationship between control in the living
environment and the generation of health inequalitiesxd then draws out implications for

future policy, practice and research to takhe policyrelevant questions forward. It extends

investigations of the impact of control on health, that hdaegely been carriedut in the

work environment, to the living environment.

7.2  Capacity Building

Like the previous Consortium project on retetmwork interventions led by Liverpool, this
current project provided the opportunity for a research attachment for a clinical trainee on

the North West NHS Postgraduate Specialist in Public Health Training Scheme. Dr Shilpa Nayak
has spent part of hericlical lectureship while on the scheme contributing to the Consortium
research team. The arrangement, as before, has been mutually beneficial.
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8 CONCLUSIONS

8.1  Adopting a social determinants of health perspective

This project adds new insights by bringagocial determinants of health (SDH) perspective
to bear on the question of the links between control in the living environment and health and
wellbeing In particular, the project questions whether control in the living environment (as
opposed to the wdk environment) plays a role in bringing about the observed social
patterning of health in the population which results in marked inequalities in health.

Using thisSDH perspectivehis project synthesises for the first tintleeories and empirical
eviderce concerning the pathways from control in the living environment and social
inequalities in health encompassing three distinct levels. These levels are interrelated but
rarely considered together in the disparate literatures in which they are located.

Our first review reveals welleveloped theories about the potential pathways between
control in the living environment and the generation of health inequalities which we
categorised into three distinct explanatory levels. There are explanations thatstahrsocial
position of individuals (micro/personal level); those that start with the place in which people
live and its interaction with people (meso/community level); and those that start with the
whole societal context (macro/societal levethe levelshould not be considered in isolation,
but as part of a comprehensive whoteclearly there are mechanisms at each level that
interact with other levelsOur classification draws on the Dahlgren and Whitehead (1993)
model, which conceptualises the maintdaminants of health as interacting layers of
influence, one over the other, operating at the individual, community, system and macro
environmental levels.

8.2  Pathways between control in the living environment and health inequalities

At the micro level, th¢heories suggest mechanisms by which people in lower social positions
experience lower control over their destiny, including a relative deficit of resources needed
for health and wellbeing. This low control in turn causes chronic stress, which can lead to
higher prevalence of physical and mental health problems than their more advantaged
counterparts There is empirical evidence in Review 2, from prospective cohort studies in the
UK and The Netherlands, to support some links in the proposed causal pathiese
studies find, for example, that lower social positions are associated with both a) lower control
beliefs about the home environment and b) poorer health outcomes, and that a substantial
proportion of the association between low social position andrtality may be explained
statistically by low control belief$n all the studies at this level, however, low control in the
living environment is assessed by selborts of control beliefs. No epidemiological studies so
far have been able to distinglisbetween having low control beliefs and having actual low
control over essential resources, which may have very different implications for policy. In this
respect, the evidence base on control in the work environment is stronger, as objective scales
of job demands and levels of control have been developed for this cantdw task of
developing such scales for the living environment would be much more complex.

At the meso/community level, the theories centre on the processes by which people interact
with the places in which they live. The starting point in the explanation is therefore
disadvantaged places, and the interaction between disadvantaged people and places that may
produce a sense of collective threat and powerlessness. Together, these actoascch
stressors, which over time are damaging to health. Contrasting theories, on the other hand,
maintain that the converse of powerlessnessommunityempowerment- may result from
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the interaction between people and place, when community members aethey for mutual
benefit and challenge unhealthy material conditions or attract resources to their
neighbourhood to make it a better place to livehe empirical evidence for these melsvel
processes in Review 2 is sparser, not least because of theultyffof capturing processes
operating at a collective level. More robust longitudinal studies are needed to unpick the
processes further. The empirical evidence on the pathways from community empowerment
to health was similarly sparse, and studies wemntified after extensive enquiries among
active researchers in the field, rather than through the electronic database searches. The
findings of the theory review led us to reflect on what type of evidence would demonstrate
the impact of empowered communés on hypothesised healtelated outcomes such as
deflection of healthdamaging threats to the local environment or attraction of resources to
create better places to livaVe found evidence in case studies of specific communities who
had faced and actetbgether on such challengeSuch case studies were identified through
books and other nofjournal publications, often associated with the theory literature and it
was not possible to judge the comprehensiveness or quality of the cBss$sing ways of
capturing this type of evidence remains a challenge for future research syntheses

At the macro/societal level, theories recognised the importance of considering people in their
societal context. People live in societies with varying degreesaéision and discrimination
These theories posit that cultural, social or political processes that exclude or discriminate
against whole sections of society result in low status and hence low control of discriminated
groups over access to the necessifi@shealth. Observation of the debilitating lack of control
over everyday life experienced by poor rural women in parts of South Asia was the inspiration

F2NJ ! YENIer {SyQa Ay@Sadriaridizya Ay GKS g2NI
development as a fon of freedom: freedom and capabilities to life a long and healthyllife A .
WSOASS HX 6S F2dzyR | adzoadlydAlt o02Re 2F SOARS

health-related outcomes, largely from low and middlecome countries, and largely cress
sedional in nature The empirical evidence comes from diverse literatures, including cross
country comparative studies showing that greater participation of women in deeimgking

in society is associated with better average population health, better bleiddth,and higher

life expectang for men as well as for womeBingle crossectional surveys provided weak,
though consistent, evidence of associations between low control among women and a range
of adverse health outcomesociedemographic studies igountries with entrenched son
preference provided strong evidence of the lower survival of girls and women into adulthood
in these societies, attributed to sex bias in relative care and practices such as sex selective
abortion.

Distinct theories about mchanisms operating at the macro/societal level arise from
observations of natural experiment the health impact of the collapse of the former Soviet
Union in the late 19809 his brought with it sharp social and economic crises in the countries
concerred across the whole population, coupled with declines in life expectancy on a scale
unprecedented in European peacetime history in modern. Debates about the potential causes
of the decline in life expectancy as a result of this natural experiment havarézhpoor
economic conditions, sharp disruption to health and social protection systems in society, and
loss of perceived and actual control over daily l&#.these insecurities/loss of controlay
contribute to an increase in health risks cross theuydapon, including rises ipsychological

and somatic responses to exposure to stress@islence, substance misuse as a form of
coping, and exposure the environmental hazards as safety standards déslidence comes
from single crossectional studieonly, showinghigh prevalence of perceived low control
over their lives among the populations of the former Soviet UnDifferences in level of
control and economic resources explained, statistically, betweeBQP6 the observed East
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West health divide There is a suggestion from the studies that perceived control might
mediate the link between socioeconomic hardship and poor health in some of the former
Soviet countries.

8.3 Intervening in the pathways

Both the theory and the empirical evidence providggort for investigating furthemactions

on low control in the living environment as part of as strategy to tackle inequalities in health.
Review 3, on the effectiveness of interventions, however, found few studies that aimed to
increase control in disadwsaged groups and communities that also went on to assess the
impact on health and wellbeing

There is a body of evidence, however, on one highly relevant intervergiahat of
microfinance schemes in low and middle income countries, which cover &mmyllior rural
women in Bangladesh alone.

The microfinance initiatives are of particular interest for our research questions because they

are clear examples of theofy SR 62YSy Qa SYLRGSNX¥SYyild AyGaSNBSy
mesaclevel, while also attemptingp confront the low status of women in these countries at

themacrof SPSt & ¢KSNBE Aad SPUARSYOS FNRY (GKS adNRy3Ssa
scheme increased empowerment on nine indicators of status, economic power and autonomy

in making decisionsand was associated with more than a 50% reduced risk ofjpersonal

violence against women. Other controlled studies found gains in infant and child survival and

reductions in stunting for the children of members compared with -nembers. Most

strikingly, in some interlinked studies in Bangladesh there was evidence of a faster
improvement in child health among the children of poor members, than among the rich non

members, resulting in a reduction in social inequalities in child survival. Gendeeddés

between poor girls and poor boys were also reduced.

Evaluations of such schemes hold lessons for the UK, where interest is spreading in tackling
poverty and unemployment at the community level through a combination of the credit union
concept linled to pumppriming for small employment enterprises.

Implications for future action in the UK context

We drew on all three reviews and analysis of theories of change for potential actions to
influence control in the living environment to consider imations for the UK context
Potential intervention points and different types of intervention were identified at each of the
three pathway levels: micro, meso, and madtds clear that there is, or has been in the recent
past, a great deal of activity the UK at most of these entry points, employing a variety of
types of intervention Examples are given in table 9. A number of implications for future
research and strategy development emerge from the project findings:

1 There needs to be a theotgd ovewriew of the disparate interventions that have been
tried or are being proposed under the banner of improving the control that people in
hard-pressed circumstances have in their dayday lives.

1 Any proposed action on the control agenda needs to be daned in the context of
a comprehensive health inequalities strategy, rather than being seen in isolation.

1 There is a need for robust evaluations of the interventions that have a primary aim of

improving the level of control that people in hapdessed ommunities have over
decisionghat affect their daily lives. There are so many natural experiments going on,
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particularly in relation to local control, that may yield valuable insights if robust,
policy-relevant evaluations were initiated.

There is a ral tension between policies that are introduced with the stated aim of

increasing local control and others that appear to be taking away local control. It may

0S GKFG a2YS GKS2NBOAOFft& LINBPYAAAYT AYAGAL
may produceno net gain, or even look as though they are generating lower levels of

control in the communities in which they are introduced if their effects are
overwhelmed by contrary policies. Evaluations need to be able to assess potential

negative effects and défentiate them from the effects of other policies.

Evaluations need to incorporate measurement of changes in control/empowerment,
rather than take for granted that the intervention will have an empowering effect
The health and wellbeing impacts shoulelincorporated into assessments.

More generally, further investigation could be undertaken on whether and how

measures of control over decisioshiould be incorporatednto measurement of
wellbeingat the individual, community and societal levels.
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9 DISSEMINATION/OUTPUTS

Focussed workshop with policymakers

Our project includes the provision for a focussed workshop with policy advisers, which will be
held inSpring 2015To be organised in consultation with the DH Policy Research Programme,
the aimof this workshop is to present and test out our interpretation of the project findings
with UK policy advisors/analysts and gain their insights into how our interpretation can be
developed further to better inform efforts to tackle inequalities in health.

Papers presented

Is control in the living environment important for health and wellbeing, and what does that
mean for public health interventions? Start of project presentation: PHRC Project
Management Group Meeting 11 May 2012, York, UK.

How are healt inequalities affected by control in the living environment? A critical review of
theory [moderated poster presentation]. Orton LC, Pennington AJ, Nayak S, Petticrew M,
White M, Sowden A, Whitehead M. EUPHA European Public Health Conferend® 7
NovembeNJ HamMHX { G WdzZ AlyQasz alfidl o

Is control in the living environment important for health and wellbeing, and what does that
mean for public health interventions? Project update: PHRC Project Management Group
Meeting 29 November 2012, London, UK.

Is control i the living environment important for health and wellbeing, and what does that
mean for public health interventions? Project update: PHRC Project Management Group
Meeting 3 May 2013, Newcastle, UK.

| 2¢ O2dzZ R aO2y GNRBf 2 @S NiesRrbh&dlth WiappingfthSdrids andl2 & 2 OA |
mechanisms [poster presentation]. Orton LC, Pennington AJ, Nayak S, Petticrew M, White M,

Sowden A, Whitehead M. Annual Scientific Meeting of the Society for Social Medigrig11

September 2013, Brighton. UK.

Missing women? The health inequalities impact of low control and gender discrimination: a
theory-led systematic review of observational studies [oral presentati®@nnington AJ,
Orton LC, Ring A, Petticrew M, White M, Sowden A, Fox D, WhiteheAdrJal Scientific
Meeting of the Society for Social Medicine{13 September 2013, Brighton. UK.

Missing women? The health inequalities impact of low control and gender discrimination: a
theory-led systematic review of observational studies [oral presentati®@nanington AJ,
Orton LC, Ring A, Petticrew M, White M, Sowden A, Fox D, WhiteheBWRHAZuropean
Public Health Conference £316 November 2013, Brussels, Belgium.

Is control in the living environment important for health and wellbeing, and what does that
mean for public health interventions? End of project presentation: PHRC Project Magrigem
Group Meeting 8 November 2013, London, UK.

52 YAONBTFAYLIYOS AYAGAIFIGAGSEa AYLNROGS 62YSyQa K
empowerment interventions [poster presentation]. Orton LC, Pennington AJ, Nayak S,

Petticrew M, White M, Sowden A, Whiteheltl Society for Social Medicine Annual Scientific

Meeting 1012 September 2014, Oxford, UK.
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The health inequalities impact of low control in the living environment. A thésmy
systematic review of observational studies [moderated poster presentati@Gmjon LC,
Pennington AJ, Nayak S, Petticrew M, White M, Sowden A, Whitehead M. EUPHA European
Public Health Conference 22 November 2014, Glasgow, UK.

Full manuscripts in preparation

| 26 O2dzZ R aO02yGNRf 2@SNJ RSAG2RMapping thedlieRand 2 &2 OA |
mechanisms. Target jouralThe Milbank Quarterly/Social Science & Medicine/Health &

Place.

Does control in the living environment contribute to the social gradient in health and
wellbeing? A theordriven systematic review of obsational evidence. Target journal: The
Milbank Quarterly.

Missing women? The health inequalities impact of low control and gender discrimination: a
theory-led systematic review of observational studies. Target journal: Social Science &
Medicine.

Actionsto influence control in the living environment: systematic review of evidence for
impacts in reducing health inequalities [working title]. Target jousnAmerican Journal of
Public Health/Preventive Medicine.

The healthNBf I § SR A Y LI O & erthént thradigh Snjc@fhancs Yitiddives
[working title]. Target journal: The Lancet

¢KS 02y OSLIidzZ f ATl GA2Y YR YSFadaNBYSyid 2F aO2yi
wellbeing [working title]. Target journal: Preventive Medicine.
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