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Do multiple community-based
interventions on health promotion tackle
health inequalities?
Stefan Nickel* and Olaf von dem Knesebeck

Abstract

Background: Previous systematic reviews of the impact of multi-component community-based health promotion
interventions on reducing health inequalities by socio-economic status (SES) were restricted to physical activity and
smoking behavior, and revealed limited and rather disillusioning evidence. Therefore, we conducted a
comprehensive review worldwide to close this gap, including a wide range of health outcomes.

Methods: The Pubmed and PsycINFO databases were screened for relevant articles published between January
1999 and August 2019, revealing 87 potentially eligible publications out of 2876 hits. In addition, three studies out
of a prior review on the effectiveness of community-based interventions were reanalyzed under the new research
question. After a systematic review process, 23 papers met the inclusion criteria and were included in the synthesis.

Results: More than half (56.5%) of the studies reported improvements of socially disadvantaged communities
overall (i.e. reduced inequalities at the area level) in at least one health behavior and/or health status outcome.
Amongst the remaining studies we found some beneficial effects in the most deprived sub-groups of residents
(8.2%) and studies with no differences between intervention and control areas (34.8%). There was no evidence that
any program under review resulted in an increase in health disparity.

Conclusions: Our results confirm that community-based interventions may be reducing absolute health inequalities
of deprived and disadvantaged populations, but their potential so far is not fully realized. For the future, greater
attention should be paid to inequalities between sub-groups within communities when analyzing changes in
health inequality over time.
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Introduction
Systematic reviews on the effects of interventions on
equity in the field of public health revealed disillusioning
and unclear results [1, 2]. Some interventions may re-
duce, or at least not increase health inequalities, if they
are of greater benefit to disadvantaged (higher risk)
groups. Such interventions often comprise regulatory
measures to improve housing and working conditions as

well as economic incentives (e.g. free fruit and veg
provision in schools, increase in tobacco tax) [1, 3]. Gen-
erally, rather structural, population-related (“upstream”)
interventions show these effects. Conversely, a number
of researchers have emphasized the danger that public
health interventions may increase health inequalities.
Where an intervention is of greater benefit to advan-
taged groups than to others, this can be the case. Typical
examples are media campaigns and interventions, which
aim at individual education and behavior (“downstream
interventions”) or selective risk groups [4, 5].
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However, reviews on the impact of these interventions
are mixed, raising some concerns about their effects on
health inequalities. The underlying socio-ecological
framework remains a general theory with no specifica-
tion of causal pathways, and thus neither identifies spe-
cific ways to intervene, nor provides supportive evidence
for interventions to reduce inequalities [6, 7]. There are
two implications of these findings on reducing health in-
equalities: For one thing, a ‘one-size-fits-all’ intervention
may not be enough, but a combination of multiple inter-
vention strategies is required, such as individual or
group education, including broader intervention strat-
egies as environmental changes and policies. Secondly,
interventions which are well-tailored for the needs of in-
dividuals or sub-groups within a target population may
result in better outcomes that are more equitable [8].
In the field of multi-component (“complex”)

community-based health promotion interventions there
are, to our knowledge, only two reviews from high-income
countries which explicitly address inequalities in terms of
socio-economic status (i.e. SES including income, occupa-
tional status, assets or education), rather than other equity
factors such as gender or ethnicity [9, 10]. These reviews
focussing on physical activity and smoking behavior have
revealed limited evidence for reducing health inequalities.
Either there were no differences by SES (education/in-
come; 2 primary studies), or no data was found [1]. Fur-
thermore, a fundamental methodological problem arises
in this context: It is possible that interventions improve
the health of a population (defined by place of residence
or other measures) overall, but do not reduce or widen in-
equalities in health between sub-groups within the popu-
lation due to preferential uptake by the comparatively
most advantaged [11, 12].
Thus, the effect on (in)equalities can be classified as

follows:

– Intervention likely to reduce inequalities: the
intervention preferentially improved health
outcomes in people of lower SES.

– Intervention likely to widen inequalities: the
intervention preferentially improved health
outcomes in people of higher SES.

– Intervention which had no preferential impact by
SES (this also includes interventions with an overall
benefit but without an effect on health equity
between SES sub-groups within a community).

The aim of this paper is to provide a systematic review
in order to explore, whether multiple community-based
health promotion interventions improve the health of a
socially deprived population overall (areal level) and/or
reduce inequalities between socio-economically defined
sub-groups. Attention will also be paid to the dynamics

underlying the observed intervention effects mentioned
above, i.e. the inequality within a community may in-
crease while at the same time population health remains
constant or even decreases [11].

Methods
Protocol
We conducted a systematic review according to the PRIS
MA-Equity 2012 extension guidelines for systematic re-
views with a focus on health equity [13]. An additional
checklist shows this in more detail [see Additional File 1].

Search strategy
The search was limited to articles published in English
and German during the period January 1, 1999, to Au-
gust 31, 2019. The reason for choosing this period of
time is that earlier reviews mentioned above [9, 10] are
focussed on specific topics and do not contain the more
recent studies and newer health promotion strategies; in
addition, the present review should complement our
prior review on the effectiveness of community-based
health promotion interventions in the last 20 years [14].
We searched PubMed and PsycINFO databases (ad-
vanced search: title/abstract) using the string “(health
promot* OR disease prevention OR intervention*) AND
(neighbo$rhood OR communit* OR area* OR district*
OR ward* OR urban OR rural) AND (social determin-
ant* OR occupation* OR education* OR socio* status
OR income OR SES OR SEP OR social status OR
equalit* OR inequalit* OR equit* OR inequit* OR dis-
parit*) AND (effect* OR benefit* OR health outcome*
OR impact* OR influence*) AND (randomi$ed OR trial
OR quasi-experiment* OR pretest OR posttest OR pre-
post OR time series OR controlled stud* OR before and
after OR trend OR longitudinal) NOT (clinical OR re-
view OR study protocol)”. PubMed search resulted in
2563 hits, while PsycINFO came to 554 entries; after du-
plicates were removed 2876 records remained (see Fig. 1).
In addition, all included primary studies from our previ-
ous review on the effectiveness of community-based in-
terventions were searched [14].

Selection criteria
We included primary studies which evaluated the effect-
iveness of complex community-based health promotion
interventions in high, middle and low income countries
on any health outcome, and which reported differences
in intervention effects between SES groups and/or so-
cially deprived populations overall. Table 1 shows all
inclusion and exclusion criteria to select eligible studies.
Studies included in the review should refer to the term

“community” as a geographically defined area (e.g.
neighbourhood, city, village), but not as a whole state or
country. Further inclusion criteria were: peer-reviewed
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articles, intervention studies, assessment of one or more
SES factors as well as multi-component strategies of
intervention. The latter means that at least two different
intervention types were provided, which also reflect
social-ecological approaches of health promotion and
prevention [7]. This includes changes based on the fol-
lowing six broad types of intervention: 1) social

marketing (e.g. campaigns using mass media), 2) individ-
ual and group education (e.g. classroom instruction), 3)
networking/partnership (e.g. advocacy groups), 4) envir-
onmental changes (e.g. greenspaces, availability of
healthy food), 5) regulatory interventions (e.g. smoking
policies), and 6) improving “sense of community” (e.g.
neighborhood parties) [9, 15]. In the literature, these

Fig. 1 PRISMA flow diagram

Table 1 Inclusion and exclusion criteria

Inclusion Exclusion

Community

‚community‘as geographic or political-administrative area
(e.g. neighborhood, residential area, district, city, village)

‚community‘as ethnical group (e.g. migration background, religion)
or subcultural identity (e.g. gay community) without geographical
reference

Article type

peer-reviewed original articles editorials, reviews, articles on theory or study design, thesis

Study type and research question

interventional studies (e.g. RCT, quasi-experimental study, pre-post-test) observational studies (e.g. cross-sectional or case-control study)

research question on one or more SES factor (e.g. occupation,
education, income)

no research question on health inequalities according to SES factors

Intervention

multiple interventions (two at least) single interventions

interventions outside the healthcare system offered to people
without diagnosed illness

clinical treatments, palliative or rehabilitative interventions
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interventions are understood to be interacting compo-
nents that address different dimensions of complexity
and mediating effects, e.g. regarding the outcome, target
groups or stakeholders [6].

Data extraction and synthesis
Screening followed a two-step process with articles fil-
tered by title/abstract, and full text. First author of this
review (SN) initially screened the potentially relevant
studies. The second author (OK) independently reviewed
articles retained for inclusion in the preliminary phase.
Full texts of the remaining 87 articles were read and
checked by both authors for eligibility, of which 67 were
excluded (see Fig. 1). If there were different views, a
third colleague was asked to review the article in ques-
tion (please see Acknowledgement), and a consensus
was reached between the authors. Main reasons for ex-
clusion were a missing consideration of SES, single inter-
vention strategies, non-interventional study, and the
focus on a non-community setting (e.g. school, work-
place). Finally, we extracted data on characteristics of 23
included studies: author and publication date, study de-
sign, risk of bias, intervention types, outcome types, and
the main findings on health inequalities.
Due to the heterogeneity of the included studies re-

garding methodological aspects (e.g. target populations,
measurement instruments, statistical methods) as well as
of the interventions and outcomes no meta-analysis was
conducted. However, to identify trends and provide
summary statements on intervention-generated inequal-
ities, simple assessments were made for three possible
findings by SES: increased inequalities, reduced inequal-
ities, and no difference by SES. Ambivalent results in-
clude studies where there was an overall benefit for a
disadvantaged population but no effect on health-related
outcomes for any SES sub-group within population [8].

Results
Description of the studies
The twenty-three studies included in this review were
conducted in high or upper-middle income countries
(using the World Bank classification). Of these, 14 were
set in Europe [16–29], five in North America [30–34],
three in Australia/Oceania [35–37], and one study took
place in a country in Central America [38] (see Table 2).
The studies used various designs, including RCTs (n = 1)
[38], cluster randomized trials (n = 3) [25, 30, 34], quasi-
experimental designs (n = 11) [16, 18, 22, 23, 27–29, 33,
35–37], pre-post-tests without control group (n = 3) [17,
19, 31], and secondary analyses (n = 5) [20, 21, 23, 26,
32]. The sample sizes at baseline varied from 200 to
nearly 250,000 in 60 intervention areas, with study popu-
lations having a variety of socio-demographic and socio-
economic backgrounds. Few studies took place in what

can be considered rural areas, while the majority of stud-
ies was located in urban neighborhoods, districts or
cities.
With regard to the six types of interventions men-

tioned above, we found notable differences in the num-
ber and combination of these strategies. Sixteen articles
explicitly emphasized the component of networking and
partnership with local organizations (e.g. sport clubs)
and volunteers. Other strategies were rather traditionally
shaped, including some types of individual or group edu-
cation (18 studies), social marketing (11 studies) and/or
strategies to promote the “sense of community” (10
studies). Many studies used environmental change or
regulatory strategies in specific settings (20 and 8 stud-
ies, respectively). Only one of the programs contained el-
ements of all six strategies [16]. Six programs comprised
five strategies [22, 23, 25–27, 32], five consisted of four
[21, 23, 25, 28, 37], six of three [17, 19, 29, 33, 34, 36]
and five of two strategies [18, 20, 28, 30, 36].
Twelve studies aimed at the improvement of health

behavior (e.g. physical activity, F&V intake, and smok-
ing), eleven studies examined self-reported mental and
physical health, and five studies additionally examined
anthropometric outcomes.

Risk of bias
Included studies were assessed for risk of bias using the
“Quality Assessment Tool for Quantitative Studies”, de-
veloped by the Effective Public Health Practice Project
(EPHPP) [39]. Studies were scored against six criteria
(selection bias, study design, confounders, blinding, data
collection method, withdrawals and drop-outs), and the
number of weak ratings was summed up to give a global
quality score. Of the 23 studies reviewed, ten studies
were found to be of strong quality (43.8%) [23, 25, 26,
27, 28, 30, 31, 34, 36 39]. Nine studies (39.1%) were
moderate in quality [16, 17, 19–21, 23, 32, 34, 37], and
four studies (17.4%) were weak in quality [18, 28, 31,
36]. 52.2% of all studies showed poor ratings or could
not be evaluated regarding withdrawals and drop-outs.
An additional file shows this in more detail [see
Additional File 2].

Impact on health inequality
In the data extraction, we explicitly aimed to identify
studies which were carried out in socially disadvantaged
communities and/or conducted analyses of outcome
measures by subgroups of SES such as income, educa-
tion, and/or occupation. Out of the 23 studies that met
our inclusion criteria, 13 (56.5%) reported reductions of
health inequalities in the entire (deprived) neighborhood
or community [16, 17, 19–21, 25, 28–30, 32, 34, 35, 38].
However, this included one study in which there was lit-
tle impact on health equity, but even more negative
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effects [16]. In two further studies (8.7%), despite the
lack of evidence at the level of the entire community,
beneficial effects could be found in persons who
belonged to the most disadvantaged subgroup within the
area [27] or who were particularly exposed to the inter-
vention [37].
Among the remaining eight (34.8%) studies, no differ-

ences were found between intervention and control
areas [18, 23–26, 32, 35]. Only in one differential sub-
analysis a small intervention effect was found among
those with a low educational level for energy intake and
walking/bicycling [40]. No other studies except the two
mentioned had analyzed the outcomes by socio-
economic subgroups within an area to search for a spe-
cific social gradient in health. These results seem to be
rather sobering and inconsistent, involving both large-
scale (e.g. [25]) or smaller (e.g. [23]) programs with a
very diverse mix of intervention strategies and outcome
parameters. An important point in this context, how-
ever, is that there was, with one exception [16], no evi-
dence that community-based programs included in our
review resulted in any widening of health disparities
(“intervention-generated inequalities” or IGIs) at
community-wide level.

Discussion
Our review shows that complex community-based inter-
ventions can contribute to reducing socio-economic in-
equalities in health behavior and health status outcomes,
or at least do not increase inequalities, respectively. The
findings suggest that multi-level, multi-component inter-
ventions can be effective due to synergistic effects be-
tween multiple intervention components; besides this,
complex interventions reside in the degree of flexibility
or tailoring of the intervention permitted [41, 42]. Our
results are also congruent with existing summaries of
what is known about the effect of different categories of
interventions on inequalities, particularly “upstream” in-
terventions in the wider social (policy level) determi-
nants: e.g. reducing price barriers, fiscal interventions,
and housing [1, 3]. Similarly, there is suggestive evidence
that large, long-lasting urban renewal programs may
positively affect physical and mental health, but the ac-
tual effects may be small [28, 29].
However, there was no consistent evidence to support

the impact of such interventions in reducing the social
health gap within an intervention population. To achieve
an equity impact, healthy lifestyle interventions as well
as activities to create a healthier environment need to be
delivered in an adequate “dose” to stimulate or support
health changes [9, 43]. Thus, it has to be kept in mind
that both the reach (significant proportion of the popu-
lation being affected) and the intensity (frequency and
duration of intervention components) of a neighborhood

program are important. In many community interven-
tion studies there is a high demand for process evalu-
ation in order to assess the degree to which the
intervention was implemented and met the dose as
planned [41]. For example, we found some evidence for
a dose-response association between length of residence
in a regeneration area and a `higher` level of investment
during the study period, and improvements in mental
and physical health respectively [19, 28, 44].
White et al. described additional factors in the imple-

mentation of an intervention which may impact upon
differential effectiveness by SES, including stages of the
provision of, and responses to a health intervention [8].
Compliance may be higher among more advantaged
groups due to better access to resources such as finance,
time and coping skills. According to Roger’s theory of
diffusion, interventions may therefore (at different times)
be more likely to be taken up by those persons who are
of higher SES and are more likely to widen the health
gap [8, 45]. Conversely, the less educated or affluent
groups are less able to access the intervention, under-
stand it or engage in it. For this reason, interventions
that are provided in the same way to all residents may
result in differential outcomes. This is likely another
characteristic of complex interventions that may widen
inequality. Tailoring interventions need new ways espe-
cially for low socio-economic groups [46, 47].
Many community-based programs reviewed here re-

lied on participation as a means of community involve-
ment in the program planning and implementation.
Thus, intervention-generated inequalities could have
taken place, for example, when a community survey is
used to assess the need for intervention. Socio-economic
variations in response rates may lead to underestimation
of need in the most socially disadvantaged groups [48].
Similarly, low SES groups are often less well represented
in follow-up studies, leading to an attrition bias in the
assessment of outcomes [49]. To address imbalances in
power between socio-economic groups, the interventions
need flexibility to ensure that they will be suited to the
needs and perceptions of specific sub-groups, thus in-
creasing participation and intervention effectiveness
[41]. More community involvement increases the
amount of time needed for intervention planning and
implementation, and may have implications for the cost
of such studies. In the long term, however, application
of these methods is likely to contribute to improved
intervention effectiveness and equity [41, 50].

Limitations of the review
There are a number of limitations concerning the
present review. Initial searches of databases identified
several thousand references, but the small number of eli-
gible studies suggests that few health outcome
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evaluations of complex community-based interventions
have been published in peer-reviewed journals in the last
20 years. Thus, the review described here is possibly not
exhaustive and does not cover studies from low income
countries. Our search strategy may not have revealed a
complete list of all studies describing intervention effects
by SES due to limitations of the Pubmed and PsycINFO
databases. Single interventions and/or sub-settings (e.g.
school, kindergarten) were excluded. Finally, the vast
majority of studies identified targeted on effects at a
low-SES population level, and did not explore differen-
tial effects on inequalities by SES sub-groups.

Conclusions
Despite the limitations described above, our review sug-
gests that multiple community-based interventions in
health promotion and prevention may contribute to re-
ducing inequalities at area level, but their potential is
not fully realized. Thus, based on this review, no final
recommendations can be made for national policies.
However, there are national and international initiatives
that support the notion that health inequalities can be
reduced by such interventions. For example, the German
cooperation-network “Equity in Health” [51] mentions
the community as an important setting for health pro-
motion and defines criteria for good practice of
community-based health promotion activities. There are
similar initiatives in Europe highlighting the importance
of complex health promotion interventions on the com-
munity level to reduce health inequalities [52]. Further
studies should examine in more detail whether there is a
change of health inequalities within an intervention area
which affects the overall change in population health.
Likewise, the results highlight the importance of includ-
ing at least some measures of process evaluation in order
to appropriately assess the benefits of these interventions
on equity in health.
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