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Abstract 

Background: Reducing health inequalities in the UK has been a policy priority for over 20 years, yet, despite efforts 
to create a more equal society, progress has been limited. Furthermore, some inequalities have widened and become 
more apparent, particularly during the Covid‑19 pandemic. With growing recognition of the uneven distribution of 
life expectancy and of mental and physical health, the current research was commissioned to identify future research 
priorities to address UK societal and structural health inequalities.

Methods: An expert opinion consultancy process comprising an anonymous online survey and a consultation 
workshop were conducted to investigate priority areas for future research into UK inequalities. The seven‑question 
survey asked respondents (n = 170) to indicate their current role, identify and prioritise areas of inequality, approaches 
and evaluation methods, and comment on future research priorities. The workshop was held to determine areas of 
research priority and attended by a closed list of delegates (n = 30) representing a range of academic disciplines and 
end‑users of research from policy and practice. Delegates self‑selected one of four breakout groups to determine 
research priority areas in four categories of inequality (health, social, economic, and other) and to allocate hypotheti‑
cal sums of funding (half, one, five, and ten million pounds) to chosen priorities. Responses were analysed using 
mixed methods.

Results: Survey respondents were mainly ‘academics’ (33%), ‘voluntary/third sector professionals’ (17%), and ‘crea‑
tive/cultural professionals’(16%). Survey questions identified the main areas of inequality as ‘health’ (58%), ‘social care’ 
(54%), and ‘living standards’ (47%). The first research priority was ‘access to creative and cultural opportunities’ (37%), 
second, ‘sense of place’ (23%), and third, ‘community’ (17%). Approaches seen to benefit from more research in relation 
to addressing inequalities were ‘health/social care’ (55%), ‘advice services’ (34%), and ‘adult education/training’ (26%). 
Preferred evaluation methods were ‘community/participatory’ (76%), ‘action research’ (62%), and ‘questionnaires/focus 
groups’ (53%). Survey respondents (25%) commented on interactions between inequalities and issues such as politi‑
cal and economic decisions, and climate. The key workshop finding from determining research priorities in areas of 
inequality was that health equity could only be achieved by tackling societal and structural inequalities, environmen‑
tal conditions and housing, and having an active prevention programme.
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Background
Reducing health inequalities in the UK has been a policy 
priority for over 20 years [1], yet, despite efforts to cre-
ate a more equal society, progress has been limited [2]. 
Some areas of inequality have widened [3], particularly 
during the Covid-19 pandemic [4]. Considerable research 
on the existence and prevalence of UK societal and struc-
tural inequalities, and their effects on mental and physi-
cal health outcomes has been reported. A survey of over 
2000 working-age adults found that 75% within the low-
est household income bracket experienced a mental 
health issue compared with 60% in the highest [5].Socio-
economic disadvantage and the chronic distress it causes 
for adults and children has negative effects on the body’s 
physiology [6–8]. Analysis of data from the English Lon-
gitudinal Study of Ageing showed that older people liv-
ing in deprived neighbourhoods were significantly more 
likely to experience mobility difficulties than those in 
less-deprived neighbourhoods [9].

Research has recognised that health is a product of the 
interdependence between humans and environmental 
determinants ranging from ‘provision of the ecosystem 
services of food, water, and air, to more nuanced stress-
reducing and social capital services, to the role of forests 
in mitigating the health threats posed by climate change’ 
([10]:1006). From an ecological viewpoint, researchers 
theorised that public health should address four dimen-
sions consisting of ‘material’ referring to physical build-
ing blocks on which life depends; ‘biological’ involving 
bio-physiological processes including animal and plant 
species; ‘cultural’ concerning interpersonal relationships, 
community and family traditions; and ‘social’ related 
to institutions between people in terms of laws, social 
arrangements, conventions, and frameworks ([11]:3). To 
explore underlying mechanisms linking urban environ-
ments to public health and social equity, four principles 
for an ecological public health model were proposed 
comprising ‘conviviality’, ‘equity’, ‘global responsibility’ 
and ‘sustainability’ ([12]:528).

The Commission on the Social Determinants of Health 
conjectured that health inequalities were caused by 
‘unequal distribution of power, income, goods, and ser-
vices, globally and nationally’ which resulted in ‘unfair-
ness in the immediate, visible circumstances of people’s 
lives’ ([13]:1). The chair of the Commission, Professor 

Sir Michael Marmot, examined the relationship between 
socioeconomic position and health in England and deter-
mined that two of the six principles for tackling health 
inequalities should be to ‘create and develop healthy and 
sustainable places and communities’ and to ‘strengthen 
the role and impact of ill health prevention’ with a focus 
on an asset-based approach ([14]:1). A key report advo-
cated a move towards transdisciplinary ‘health of the 
public research’ involving disciplines ‘that would not usu-
ally be considered to be within the public health field; 
an approach integrating aspects of natural, social and 
health sciences, alongside the arts and humanities, which 
directly or indirectly influence the health of the public’ 
([15]:5).

As indicated above, it is feasible that cultural assets 
involving arts and humanities, social engagement and 
sense of place within communities, and environmen-
tal determinants such as natural assets could be used to 
improve public health and tackle societal and structural 
health inequalities. As these inequalities have widened 
in the UK due to Covid-19, there is a current gap in the 
knowledge base regarding which areas of inequality to 
prioritise, particularly where value for money is impor-
tant given limited financial resources. The aim of the 
current study was to use an expert opinion consultancy 
process to determine the most pressing inequalities in 
the UK, and to consider future research priorities. Poten-
tial areas of inequality for the survey questions and work-
shop discussions within the consultancy process were 
based upon existing research considering the efficacy of 
non-medical interventions to health and wellbeing, par-
ticularly in terms of engagement with culture, commu-
nity and natural assets.

Data gathered from over 15,000 UK respondents found 
that cultural engagement made the highest contribu-
tion to wellbeing in later life followed closely by physi-
cal activities and thinking skills [16]. A review of 900 
publications linking evidence from the arts to improved 
health and wellbeing identified two themes: ‘prevention 
and promotion’, in which the arts could ‘affect the social 
determinants of health’ and ‘encourage health-promoting 
behaviours’; and ‘management and treatment’, in which 
the arts could ‘help people experiencing mental illness’ 
and ‘help to support people with neurodevelopmental 
and neurological disorders’ ([17]:7–8). A study conducted 

Conclusions: Research demonstrates a clear need to assess the impact of cultural and natural assets in reducing 
inequality. Collaborations between community groups, service providers, local authorities, health commissioners, GPs, 
and researchers using longitudinal methods are needed within a multi‑disciplinary approach to address societal and 
structural health inequalities.
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within deprived London communities found that, out of 
those engaged with the arts, 82% enjoyed greater well-
being, 79% ate more healthily, and 77% engaged in more 
physical activity [18]. Arts engagement can also be effec-
tive in compensating for work-related stress [19]; a USA 
study of activity outside of work determined that organi-
sations might ‘benefit from encouraging employees to 
consider creative activities in their efforts to recover from 
work’ ([20]:1). A study exploring cultural interventions 
beyond the UK determined that ‘artists need to critically 
engage with the big issues of the day – ageing popula-
tions, social isolation, addictive behaviours, substance 
abuse, obesity and mental ill health – all of which are 
underpinned by inequality’, while questioning whether 
access to the arts could be increased ‘without resorting to 
models that perpetuate inequalities’ ([21]:186).

Depression and isolation follow the social gradient, 
where those of lower socioeconomic status are more 
severely affected than those from higher socio-economic 
groups [14] and, in addition to affecting adults, can 
impact negatively upon the lives of children [14]. Sev-
eral researchers have shown, however, that childhood 
engagement with the arts and literature can foster early 
physical, cognitive, linguistic, social and emotional devel-
opment [22–25]. Arts engagement ‘helps to mitigate the 
effects of an adverse environment… enabling self-expres-
sion and empowerment and overcoming social isolation’ 
([26]:10). A ten-week study of mothers singing with their 
babies showed faster recovery from postnatal depression, 
greater decrease in stress hormones, and more improve-
ment in mother-infant bonding compared with controls 
using other forms of social interaction [27]. An inde-
pendent study for the Welsh Government acknowledged 
that arts engagement aided literacy and numeracy and 
helped to bridge the attainment gap, but that access to 
these benefits was unevenly distributed [28]. An Austral-
ian study found that ‘arts education not only has intrinsic 
value, but when implemented with a structured, innova-
tive and long-term approach, it can also provide essential 
extrinsic benefits, such as improved school attendance, 
academic achievement across the curriculum as well as 
social and emotional wellbeing’ ([29]:3).

Unequal access to resources as a source of social strati-
fication has long been recognised by sociologists [30], 
and the possibility that social inequalities are magnified 
and reinforced through differences in communities has 
become an important theme [31]. A qualitative review 
of place and space across the life course highlighted that 
‘development and perception of community has a role to 
play in individual and group wellbeing’ ([32]:24). It was 
further recognised that the poorer health of economically 
deprived communities could be explained by low social 
status but ‘offset by a sense of community, by a sense of 

identity’ ([33]:78). The boosting of social relations was 
described as a ‘key ingredient of both individual and 
community wellbeing’ ([34]:5). The finding aligned with 
an asset-based rather than deficit-based model in which 
assets are regarded more broadly than at the level of an 
individual by local government [35]. The importance 
of maintaining meaningful participation in later life 
‘through social, creative or physical activity, work, or 
belonging to some form of community group’ was found 
to contribute more than 20% of wellbeing ([36]:12). Con-
sequently, improving a sense of community, defined 
as the ‘measure of a person’s integration and meaning-
ful communication with their community, family and 
friends’ was seen to help to ameliorate social isolation 
[37].

With a view to addressing inequalities and improving 
communities, the Marmot Review acknowledged the 
importance of the green infrastructure, proposing that 
‘Access to good quality air, water, food, sporting, recrea-
tional and cultural facilities and green space all contribute 
to reducing inequalities as well as helping to create sus-
tainable communities’ ([14]:26). Areas of research exam-
ining the relationship between nature and health have 
included air quality, social cohesion, stress reduction 
and physical activity [38]. A study of more than 345,000 
people found that, after controlling for socioeconomic 
status, the prevalence of 11 disease categories was at 
least 20% greater for those living in less green residential 
spaces [39]. Green spaces have the potential to address 
long-term health conditions linked to chronic stress and 
lifestyle [40], with ‘greenness’ seen as protective against 
adverse mental health outcomes, cardiovascular disease, 
and mortality’ ([41]:131). Even short physical engage-
ments with nature appear to boost mood and self-esteem, 
additionally enhanced by the presence of water [42]. A 
review of seven UK studies [42–49] observed a statisti-
cal association between greater access to green space and 
improvements in mental health outcomes [50]. Regu-
lar weekly use of a natural environment was associated 
with a 43% lower risk of poor general health [46]. People 
who moved from less green to greener areas had signifi-
cantly better mental health scores in the three years fol-
lowing the move than previously [43]. People with a high 
amount of local green space appeared less affected by 
stressful life events than those with a low amount within 
the same 3Km radius [51]. Gardening was found to pro-
mote relief from acute stress, as assessed by salivary cor-
tisol [52]. Although a number of explanations have been 
offered for the association of nature with health improve-
ments, it seems plausible that being in green and natural 
environments enhances immune functioning [53].

As trees and other vegetation mitigate air pollution 
generated by road traffic and industry through carbon 
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capture [54], it is interesting to note that the ‘most afflu-
ent 20 per cent of wards have five times the amount of 
parks or general green space (excluding gardens) per per-
son than the most deprived ten per cent of wards’ ([55]:7). 
Conversely, the most deprived urban communities tend 
to experience the poorest air quality [56], with increas-
ing risk of cancer, asthma, heart disease, dementias, mor-
tality, and hospital admissions [57]. In addition to air 
pollution from traffic, noise pollution can also threaten 
human health [58], although well-designed urban green 
spaces can buffer noise and negative perceptions of it 
[59]. Despite the perceived benefits of green space, peo-
ple from deprived urban backgrounds appear to engage 
less with nature than those in more affluent areas 
[60]. Furthermore, people from higher socioeconomic 
groups tend to be more physically active in their leisure 
time than lower socioeconomic groups [61]. However, 
research shows a disproportionately positive association 
of engagement with natural resources and wellbeing for 
communities at the lower end of the socioeconomic gra-
dient [62]. A study of over 165,000 adults across England 
found a relationship between access to green space and 
walking in all socio-economic areas, whereas the rela-
tionship between green space and reduced mortality was 
only apparent in the most deprived areas [63]. Income 
deprivation in England has a weaker association with 
all-cause and circulatory disease mortality among peo-
ple living in areas with relatively large amounts of green 
space than for those in less green areas [47]. Additionally, 
researchers found that ‘inner urban areas, which tend to 
have a lower quantity of green space, also tend to have 
a higher proportion of black and minority ethnic com-
munities’, and recognised that ‘the results are intimately 
related to the circularity of disadvantage – black and 
minority ethnic communities are more likely to be living 
in areas of deprivation which have markedly less green 
space than average’ ([64]:14).

Inequalities across the UK have been amplified by the 
impacts of Covid-19 on health and wellbeing and have 
‘not been felt uniformly across society’ ([65]:7). Further-
more, ‘many already deprived communities have faced 
even greater hardship and loss of assets and resources’ 
([4]:1). Covid-19 has exacerbated existing structural and 
social inequalities, with ‘particularly negative health out-
comes for those already disadvantaged in society’ ([65]:7). 
The pandemic has heightened awareness of chronic con-
ditions associated with poverty and the greater likeli-
hood of mortality; ‘fallout from the pandemic threatens 
to expose – and widen – inequality in brutal fashion’ 
([66]:4). Analysis of Covid-19 data (Apr–Jul 2020) showed 
that ‘age-standardised mortality rate of deaths involv-
ing Covid-19 was 3.1 deaths per 100,000 population for 
the most deprived areas in England in July; statistically 

significantly higher than the 1.4 deaths per 100,000 popu-
lation in the least deprived areas’ ([67]:16). Risk of dying 
among those diagnosed with Covid-19 was also ‘higher 
in males than females; higher in those living in the more 
deprived areas… and higher in those in Black, Asian and 
Minority Ethnic groups…’ ([68]:4).

In the nationwide effort to reduce contact and to con-
trol the spread of Covid-19, the number of people expe-
riencing loneliness as the ‘state of being without any 
company or in isolation from the community or society’ 
has inevitably increased ([69]:526). Even in the absence of 
a pandemic, documented evidence shows that that long 
periods of isolation have a detrimental effect on mental 
wellbeing [70]. Additionally, loneliness can be an inde-
pendent risk factor for sensory loss, connective tissue 
and autoimmune disorders, cardio-vascular disorders, 
and obesity [69]. A UK survey in early lockdown (April 
2020) found that 24% of adults experienced feelings of 
loneliness compared with 10% before lockdown, with 
44% of younger adults (aged 18–24) feeling lonely dur-
ing lockdown, compared with 16% before lockdown [71]. 
Nationally representative survey data from more than 
15,000 UK respondents documented a high prevalence 
of general psychiatric disorders (29.20%) and loneliness 
(35.86%) during the pandemic, and found that people 
with current or past Covid-related symptoms or disad-
vantaged socioeconomic backgrounds were at higher risk 
of general psychiatric disorders and loneliness [72].

There is growing pressure for research to tackle the 
wider social determinants of health across developed 
countries through the implementation of appropri-
ate interventions [73], but the problem is that there is 
an apparent lack of consensus among researchers as to 
which interventions are most likely to address health 
inequalities [74]. A report outlining nine proposals from 
research experts, each recommending one intervention 
to reduce health inequalities at a local level, targeted the 
living wage; life chances in childhood; lower speed limits; 
health-related unemployment; participatory budgeting; 
further and adult education; health inequalities and eth-
nicity; conditions for public sector workers; age-friendly 
urban environments; and cost-effectiveness [75]. The 
authors, however, did not consider consensus among the 
broader research community for these proposals. Other 
authors used a two-stage survey, involving the extent 
which respondents believed proposals taken from mul-
tiple sources would be effective and assessing shortlisted 
proposals, to determine policies to reduce UK health 
inequalities [76]. Recommendation through expert opin-
ion showed some consensus, including: taxation support-
ing those lower down the social gradient and reducing 
wealth inequalities; a minimum income for healthy liv-
ing; greater investment for vulnerable populations, and 



Page 5 of 15Thomson et al. International Journal for Equity in Health          (2021) 20:249  

tackling long-term unemployment. There were, however, 
differences between expert opinion and recommenda-
tions based on available evidence for interventions such 
as smoking cessation, alcohol pricing and speed limits.

Potential interventions have been categorised into four 
areas, from ‘strengthening individuals, to strengthening 
communities, to improving living and working conditions 
and associated access to essential services, to promoting 
healthy macro-policies’ ([77]:474). It is clear that ‘turn-
ing these demands for better evidence about interven-
tions around the social determinants of health into action 
requires identifying what we already know and highlight-
ing areas for further development’ ([73]:284). The current 
study used expert opinion to investigate priority areas for 
future research into UK inequalities and to ascertain suit-
able methods for addressing these inequalities.

Methods
Design
The design used mixed methods to analyse quantitative 
and qualitative data from an online survey and a consul-
tation workshop.

Participants
Participants (n = 200) comprised a convenience sample 
of adult survey respondents (n = 170) and a purposive 
sample of consultation workshop delegates (n = 30). The 
survey was targeted at academics and researchers; vol-
untary, third sector, health and social care, and creative 
and cultural professionals; parliamentarians, policy mak-
ers, and local authority employees, who were contacted 

through mailing lists of research partners, comprising 
universities, health and social care, arts, heritage, nature, 
and third-sector community organisations.. Workshop 
delegates represented a range of academic disciplines and 
end-users of research from policy and practice.

Materials
The anonymous seven-question survey ‘Inequalities 
in the UK: Future Research Priorities’ comprised six 
structured questions, with additional free-text boxes 
for comments, followed by an open, unstructured ques-
tion (Table 1). For the ‘Inequalities in the UK’ workshop, 
flipchart pages were pre-printed with the categories for 
the activities and participants made their contributions 
anonymously. An online or printed privacy statement 
was made available to all participants for the survey and 
workshop.

Procedure
The survey was conducted over 10 weeks (Jan–Mar 
2020). Prior to beginning the survey, respondents were 
required to confirm that they had read the privacy 
statement. Following the first question about their 
current role, the five questions that followed asked 
respondents to identify and rank key areas of inequal-
ity, approaches and evaluation methods. The seventh 
question asked respondents to suggest other research 
priorities to address inequalities. Respondents took an 
average of 15 min to complete the survey. The consul-
tation workshop was held at University College Lon-
don over one day (Feb 2020) and attended by a closed 

Table 1 ‘Inequalities in the UK: Future Research Priorities’ survey questions

1. Which of the below best describes your current role?
[Options: Academic; Clinical Commissioner; Creative and cultural professional; Economist; Funder; Healthcare professional; Local authority employee; Parlia-
mentarian; Policymaker; Researcher; Social care professional; Voluntary / third sector professional; and Other]

2. Please identify which of these key areas of inequality would benefit from more research (select all that apply).
[Options: Age; Economic factors; Education; Employment; Environment; Ethnicity; Gender; Health; Living standards; Regional; Social care; and Other]

3. Please rank the below areas in order of your top 3 research priorities (please indicate other areas you consider are also important).
[Options: Access to creative and cultural activities; Access to nature / outdoor spaces; Alcohol / drug / substance abuse; Child abuse; Childcare; Community; 
Crime; Education / training; Foodbanks; Gambling; Gentrification; Healthcare; Homelessness; Loneliness and isolation; Policing; Pollution; Public transport; 
Sense of place; Smoking cessation; Social care; Urban regeneration]

4. Please rank which of the approaches below would benefit from more research in relation to addressing inequalities (please indicate other areas you 
consider are also important).
[Options: Advice services; Adult education / training; Art galleries / museums / archives / historic / heritage sites; Arts (incl. performing and digital arts); Clubs / 
societies; Community spaces: Creative arts therapies; Early years’ provision; Green / blue outdoor spaces; Health / social care including mental health; Horticul-
ture; Libraries; Social prescribing; Third sector / charities; Urban regeneration; Volunteering]

5. Please identify which geographic areas below are a priority for research (select all that apply).
[Options: East of England; East Midlands; London; North East; North West; Northern Ireland; Scotland; South East; South West; Wales, West Midlands; Yorkshire 
& the Humber]

6. Please indicate which research or evaluation methods are most appropriate for conducting research into inequalities (select all that apply).
[Options: Action research; Arts-based methods; Brain scanning techniques; Community / participatory methods; Ethnographic studies; Longitudinal studies; 
Meta-analysis; Physiological / biological research; Randomised controlled trials; Translational research; Quasi-experimental research; Questionnaires / focus 
groups and Other]

7. Please use this space to make any other comments about future research priorities in relation to addressing inequalities.
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list of delegates who gave consent to participate in 
the research on acceptance of the invitation. In the 
workshop, delegates self-selected one of four break-
out groups on the understanding that they did not 
sit with anyone they knew, to take part in two activi-
ties. For Activity 1, ideas were brainstormed around 
research priority areas with all groups working on four 
categories of inequality: ‘health’, ‘social’, ‘economic’, and 
‘other’, reflecting commonly occurring themes deter-
mined by analysis of free-text comments from survey 
questions two to seven. For Activity 2, each group was 
given a hypothetical sum of funding (half, one, five or 
ten million pounds) and asked how they would allocate 
it to their chosen priorities. For both activities, ideas 
were captured by group members appointed as scribes 
who noted responses on the flipchart pages and fed 
back outcomes for wider discussion.

Analysis
Responses were analysed using mixed, quantitative 
and qualitative methods. Quantitative survey data 
were analysed using descriptive statistics, and data 
from key survey questions (2–4) were analysed in IBM 
SPSS v.25 using inferential statistics. Qualitative data 
comprising survey free-text comments and consulta-
tion workshop responses were analysed using deduc-
tive thematic analysis.

Results
Survey findings
Question 1: A third of respondents described their cur-
rent role as ‘academics’ (33%) and a third as ‘voluntary/
third sector professionals’ (17%) and ‘creative/cultural 
professionals’ (16%). The remaining third consisted of 
healthcare professionals’ (8%), with other roles (poli-
cymaker, researcher, local authority employee, funder, 
social care professional, and parliamentarian) less than 
5% each.

Question 2: Respondents identified the highest key 
area of inequality that would benefit from more research 
as ‘health’ (57.93%), followed by ‘social care’ (54.27%), 
‘living standards’ and ‘economic factors’ (both 46.95%), 
and ‘education’ (45.12%) (Fig. 1). A Chi Square goodness-
of-fit test using IBM SPSS v.25 found that the observed 
frequency of responses was highly significantly different 
from that expected by chance alone,  Chi2(11) = 33.71, 
p < .001 (two-tailed). Respondents’ comments covered 
three main themes: i) the integrated nature of these 
areas: “Inequalities are multifaceted and interconnected 
and cannot be divided into neat segments” and “None 
of these things is in isolation, each one has a knock-on 
effect on the others”; ii) health inequality as compounded 
by racial inequality: “Black, Asian and Minority Eth-
nic health, especially mental health is a top priority and 
the effects of poverty and education are determinants 
of these inequalities”; and iii) unequal access to public 
services: “In terms of inequalities, ten years of austerity 

Fig. 1 Key areas of inequality that would benefit from more research
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have brought havoc to basic services and inequalities of 
access and provision have deepened and we do not know 
enough about impacts”.

Question 3: Respondents were asked to rank priorities 
for research and indicate which areas they thought were 
also important, though not a current research priority. 
For each area, respondents had the option of selecting 
one of four boxes or making no selection; boxes were 
labelled ‘first priority’, ‘second priority’, ‘third prior-
ity’ and ‘also important’. For research, the first prior-
ity was ‘access to creative and cultural opportunities’ 
(36.70%) followed by ‘healthcare’ (31.25%) and access 
to nature/outdoor spaces’ (28.80%); second priority 
was ‘sense of place’ (23.26%) followed by ‘education/
training’ (21.95%) and ‘alcohol/drug/substance abuse’ 
(21.31%); and third priority was ‘community’ (16.83%), 
followed by ‘pollution’ (16.39%) and ‘loneliness and iso-
lation’ (16.36%) (Fig.  2). Areas considered ‘also impor-
tant’ were ‘smoking cessation’ (82.05%) followed by 
‘policing’ (69.05%), ‘gentrification’ (66.67%) and ‘home-
lessness’ (66.27%). Although these four areas received 
a higher frequency of response than the research 

priorities, this finding was expected as respondents’ 
selections were split over fist, second and third pri-
orities, consequently ‘also important’ areas received 
approximately three times as many selections as each 
priority area. A Chi Square test of association found 
that if all areas of potential inequality were included, 
the observed frequency of responses was not signifi-
cant,  Chi2(50) = 78.16, p < .007 (two-tailed), whereas if 
the 50% of responses with the highest frequency were 
analysed, findings were significant,  Chi2(24) = 38.85, 
p < .028 (two-tailed) suggesting that responses signifi-
cantly different from chance were only evident for areas 
with higher frequencies of response. Respondents saw 
that culture has “a crucial role to play in contribut-
ing a sense of place, belonging and social connections 
for local people”, pointing out that opportunities to 
engage in cultural activities were limited by sociode-
mographic and environmental factors: “Whilst there 
is much work on green spaces and cultural venues like 
museums, there is less on taking an holistic approach 
to the local neighbourhood and environment… where 
the air and outdoor quality of space and the character 

Fig. 2 Top three research priorities and areas that are also important
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of neighbourhoods (dereliction of buildings, lack of ser-
vices and cultural opportunities) all affect perceptions 
and vibrancy and promote inequality”.

Question 4: Similarly to Question 3, respondents had 
the option of selecting one of four boxes for ‘first’, ‘sec-
ond’ or ‘third’ priorities and ‘also important’. Respond-
ents ranked approaches that would benefit from more 
research in relation to addressing inequalities; first pri-
ority was ‘health/social care including mental health’ 
(54.70%), second priority was ‘advice services’ (33.96), 
and third priority was ‘adult education/training’ (25.61%). 
Also important were ‘horticulture’ (63.04%), ‘clubs/socie-
ties’ (59.57%), and ‘volunteering’ (59.32%). A Chi Square 
test of association found that the observed frequency 
of responses was highly significantly different from that 
expected by chance alone,  Chi2(32) = 87.25, p < .001 (two-
tailed). Respondent comments endorsed the first choice: 
“Healthcare is a top priority, coupled with an ageing 
population this impacts social care and this cannot be 
achieved without the third sector being involved in the 
design and delivery of social prescribing”. Comments 
implied that structural and economic changes were 
needed to alleviate negative impacts on health and social 
inequality: “Why are there not more options focused at a 
structural level? For instance, we need more research on 
how communities can influence local and national poli-
cies. We need more research on how consumerism drives 
inequalities”.

Question 5: Respondents identified the North East 
(61.01%) as highest priority for research followed by the 
North West (46.54%), Wales (41.51%), and Yorkshire and 
the Humber (36.36%). The South East was lowest prior-
ity for research (17.61%), followed by London (22.64%). 
Comments showed that other priorities were “Coastal 
places and regions… as these areas are often both 
deprived and threatened by climate change”; and specific 
suburban areas for example: “Scotland, in particular the 
areas outside of Glasgow (e.g. Dundee); Northern Ire-
land, in particular areas outside of Belfast”.

Question 6: Respondents selected ‘community/par-
ticipatory’ methods (76.07%) as most appropriate 
for conducting research into inequalities followed by 
‘action research’ (61.96%), ‘questionnaires/focus groups’ 
(53.37%) and ‘ethnographic studies’ (50.31%) (Fig.  3). 
Methods deemed less appropriate were ‘meta-analysis’ 
(12.88%), ‘physiological/biological research’ (11.66%), 
‘randomised controlled trials’ (11.66%) and ‘brain scan-
ning techniques’ (6.75%). Comments emphasised mixed 
methods: “big broad data fleshed out with narrower 
qualitative methods”, stressing individual experience and 
translational research: “methodologies that delve into 
people’s experience to better understand the mechanisms 
of change. We also need to think about narrative research 

that enables us to understand complexity and also trans-
late it to wider audiences”.

Question 7: A quarter of respondents (25.40%) made 
comments on future research priorities that concerned 
interactions between inequalities and key issues: “Link-
ing inequalities to political and economic decisions” and 
“inequalities that might be exacerbated by climate”. It 
was pointed out that health, particularly mental health, 
interacted with economic inequality: “stark inequal-
ity around the fact that any form of psychotherapy 
is very hard to access unless you can afford to pay pri-
vately”. Respondents focused on diversified research 
that observed individual experiences and population 
norms: “Interdisciplinary multi-method approaches are 
needed with wide geographical remits” and “explore the 
complexity of multiple inequalities – because inequal-
ity is multifactorial and aggregative.” Co-participatory 
and co-production research was highlighted as impor-
tant alongside citizen researchers and making research 
methods more transparent: “the participant experience 
and whether the process can be beneficial to the commu-
nities in which it takes place” and “effective approaches 
draw on co-production, working directly with commu-
nities most affected by these issues. Action research… 
is a key priority”. These responses, plus those made in 
additional comments to Questions 2–5 were analysed to 
explore structural and systemic inequality under themes 
of health, social, economic, environmental, and intersect-
ing inequalities (Table 2).

Workshop findings
Activity 1 Delegates chose not to separate research pri-
ority areas but instead discussed how inequality in one 
area could affect another. The key finding was that health 
equalities could only be achieved by tackling societal 
and structural inequalities, chiefly environmental condi-
tions and housing, and having an active prevention pro-
gramme (Table 3). Delegates felt that improved access to 
services, culture, and engagement would lead to a fairer 
society with shared public benefits, and that mixed meth-
ods research was vital for addressing these.

Activity 2 The half a million pound group aimed to 
invite young people from areas of known health ine-
quality to take part in prevention programmes over 
two years. Participants would be supported by local 
voluntary agencies, general practices, and libraries, and 
trained in mixed methods skills to co-research sense of 
community, social isolation and wellbeing using crea-
tive approaches such as video documentation. The one 
million pound group planned to understand the com-
munity ecosystem and create a toolkit to describe ine-
quality in relation to this by consulting those affected 
by inequalities. They wanted to chart community 
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demographics in terms of health and social care and 
then co-design interventions to map community assets 
and how they should be used. The five million pound 
group decided to identify local authorities with non-
widening or reducing inequality gaps to discover what 
they were doing differently. In a five-year study they 
planned to compare locations using a mixed-methods 
participatory approach to identify transferable strate-
gies as to how conditions might enable reduction in 
the health gap. The ten million pound group wanted 
to optimise analysis of inequalities by establishing 
data linkage across primary care networks concerning 
social determinants of health. They intended to engage 
communities in understanding assets through joint 
strategic needs assessment across deprived areas, spe-
cifically identifying health, transport and place-making 
issues. They would offer funding to five communities 
and empower them to improve health outcomes. Deci-
sions would be based on an expert facilitation process 
to enhance social connectedness through subsidised 

social activities and to provide spaces for intergenera-
tional and interethnic community assets, such as mul-
ticultural centres

Discussion
The expert opinion consultancy process employed in 
the current study identified a clear need for research to 
assess the impact of community interventions on reduc-
ing inequality. Participants advocated access to creative 
and cultural, and nature and outdoor activities, plus adult 
education and volunteering to strengthen individuals, 
with communities improved through a sense of place, 
urban regeneration and tackling issues such as homeless-
ness and substance abuse. The survey showed that access 
to health and social care was of overriding importance in 
terms of essential services, and the consultation work-
shop findings indicated that other services, such as access 
to public transport, were important as lack of infrastruc-
ture could precipitate other conditions such as isola-
tion. These findings align with identified priority areas 

Fig. 3 Research/evaluation methods appropriate for conducting research into inequalities
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for intervention with aims ranging from ‘strengthening 
individuals, to strengthening communities, to improv-
ing living and working conditions and associated access 
to essential services , and finally to promoting healthy 
macro-policies’ ([77]:474).

The current study showed consensus in that all four 
workshop groups determined that health, social and eco-
nomic inequalities were interlinked, and the survey found 
that health and social care were key priorities. Similar to 
previous findings [1], there was less consensus in other 
parts of the survey, with most areas seen as important. 
Two of the nine proposals for tackling inequalities [75] 
were addressed by participants in the current study in 
terms of health inequalities and ethnicity, and adult 
education and training. Finding were in keeping with 
previous recommendations by expert opinion [76], par-
ticularly for the workshop discussion, in that investment 
for vulnerable populations, long-term unemployment, 
primary care, and home-building was debated in the 
groups. Workshop recommendations advocated a multi-
disciplinary ecosystem approach akin to an ecological 

public health model integrating biological, social, and 
cultural aspects of public health [11]. Studies might 
involve the co-production of new interventions with 
local residents, or draw on the work undertaken by local 
authorities in providing individualised solutions through 
site visits and discussions with residents, wardens, man-
agement companies and developers, such as Wigan’s five-
year plan to get residents in shape, or Halton’s Citizens’ 
Advice Bureau providing fast-track support to parents 
with young children [35].

The aims of the current study were to determine pri-
ority areas for future research into UK inequalities, and 
to ascertain suitable methodologies for addressing these 
inequalities. Key areas of inequality were identified as 
‘health’, particularly racial inequalities in health, ‘social 
care’, ‘living standards’ and ‘economic factors’. A key 
contribution of the current study was that it addressed 
the need to ‘assemble evidence on the mechanisms by 
which policies may affect health’ and will help to ‘pro-
vide a framework for the development of new research’ 
([73]:290). Uniquely in the current study, participants saw 

Table 2 Thematic analysis of structural and systemic inequality from survey comments

Theme Codes Examples of quotes

Health inequalities Barriers
Employment
Mental health
Physical health
Access to services

“Access to services causes a huge disparity e.g. low‑level mental health service often closed 
to those with co‑morbidities; work status often causes disparity e.g. adults of working age 
have difficulties getting healthcare appointments or being involved in research as usually 
scheduled during the day.”

Social inequalities Community
Education
Gentrification
Isolation/loneliness
Race and ethnicity
Access to services
Access to social prescribing

“…inequalities in relation to cultural provision and education, lack of cultural democracy.”
“The reduction in community services reduces local support, isolates people.”
“I have included gentrification and loneliness and isolation, as they are key aspects that affect 
community.”
“A key issue for social prescribing research is whether it increases social inequalities. Wealthier 
areas have more community organisations that patients can be referred to.”

Economic inequalities Community
Childhood/parenting
Employment
Infrastructure
Isolation/loneliness
Economic opportunities
Access to services
Volunteering

“Social and economic inequalities, lack of investment in early years to support young families 
on low incomes. Closing libraries, post offices, reducing public services (including police, 
health care and transport), isolating people and dismantling communities.”
“I think volunteering offers a potential route into employment for those who face barriers 
to employment and also has potential to reduce inequalities by bringing together different 
parts of the community.”

Environmental inequalities Access to nature
Eco‑literacy
Green space
Infrastructure
Living standards

“I can’t prioritise these issues. Suffice to say that I think the whole of our culture needs serious 
re‑examination. I believe that we need to reconnect with nature, stop prioritising money as a 
solution to everything; develop a kinder and more compassionate society. I also believe that 
we need to decentralise power as much as possible.”

Intersecting inequalities Barriers
Community
Employment
Industry
Infrastructure
Living standards
Mental health
Physical health
Transport
Access to services

“All are important, and also they intersect.”
“… it is so hard to separate out specific disparities as each has an impact on others and can 
being excluded for one thing can lead to exclusion from others. For example, working a low‑
paid job may lead to financial issues, which may mean no access to personal transport and 
so being reliant on public transport, which in turn may cost more and be more disruptive of 
normal life, impacting on physical and mental health.”
“We need more research that looks at the social determinants of health and how these are 
driven by policy and industry”
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areas of inequality as interconnected and needing to be 
addressed together. They pointed out that key areas could 
only be addressed through tackling societal and struc-
tural inequalities, chiefly environmental conditions and 
housing, and having an active prevention programme 
particularly for young people. Similarly, the Academy of 
Medical Sciences has argued for a new research para-
digm as ‘biomedical research as currently conducted does 
not have the capacity to address the increasingly diverse 
and complex issues that transcend disciplinary, sectoral 
and geographical boundaries’ and recommends taking a 
‘much broader view of the drivers of health and the types 
of evidence we need to intervene’ ([15]:4).

Among the highest and statistically significant priori-
ties for research established by the current study were 
‘access to creative and cultural opportunities’, ‘access to 
nature/outdoor spaces’, ‘sense of place’ and ‘community’. 
Geographically, the highest priority regions for research 

determined by the current study were the North East, 
North West, Wales, and Yorkshire and the Humber. Spe-
cific suburban areas, such as those around Glasgow and 
Belfast, and, more generally, coastal areas in connection 
with climate change, were also considered likely to ben-
efit from more research. Authors recommend the use of 
existing high-quality research to support public policy 
and practice, to ensure local opportunities for people are 
met, to achieve integration and social cohesion, and to 
counter place inequality in terms of access and inclusion 
[50]. Such approaches will require collaboration between 
community groups, service providers, local authori-
ties, health commissioners, general practitioners and 
researchers with appropriate longitudinal approaches 
into the relationship between arts engagement, health 
and wellbeing [26], required to generate persuasive data. 
Preventing and tackling loneliness is an important part of 
these approaches, and will be taken forward by Age UK 

Table 3 Thematic analysis of responses from the consultation workshop

Research priority areas Response themes

Social Access to services, especially youth services
Asset mapping
Fundamental shift in ideology and approach of society to address structural inequalities
Homelessness
Instability of community and reducing social networks
Isolation/loneliness
Migrants
Offenders
Older population
Orchestration of social connectivity opportunities
Psychosocial crisis points: precarious work and working poor
Sustainable social prescribing
Social infrastructure

Economic Accessibility: transport, disability
Affordability: enabling individuals to participate.
Challenging funding culture
Economy of wellbeing
Facilities, amenities and digital tools
Fairness and shared public benefit through improved access to services
Participatory budgeting
Regeneration via arts spaces: theatres, dance, art, choirs

Health Activity/physically healthy lifestyle
Address structural inequalities that cause health inequalities
Complex needs
Co‑morbidities
Dementia
Holistic community care
Integrative healthcare
Mental health
Preventative medicine
Social prescribing
Substance misuse

Other Cultural value and engagement
Education (neurodiversity and reducing exclusion)
Environment (green space/safety)
Housing/homelessness
Inequality in one category effects another
Research methods: longitudinal research, longer‑term follow‑ups and mixed methods 
as routine policy with subsequent funding
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in the ‘No one should have no one’ campaign, which rec-
ognises the importance of improving support for carers, 
and the crucial need to sustain public services, such as 
local buses so that older people are not forced to stay at 
home and risk isolation ([36]:14).

In terms of effects of natural environments on health 
and wellbeing, it is advocated that ‘widening access to 
green spaces has to occur in all communities, across 
the social gradient’ ([14]:126). To ascertain the effects 
of greater access, ‘future research should follow subjects 
prospectively, differentiate between greenness quantity 
and quality, and identify mediators and effect modifiers of 
greenness-health associations’ ([41]:131) within popula-
tion level studies [38]. Research investigating income and 
race inequalities in access to urban green space appears 
particularly under-developed, with most research on eth-
nicity and landscape in the UK focusing on rural contexts 
[55]. Given that a relationship between access to green 
space and walking was observed for all socio-economic 
areas, but reduced mortality was only found in the most 
deprived areas [63], the hypothesised association could 
be explained by mediators other than walking, such as 
psychosocial factors, indicating that future research 
needs to concentrate on understanding causal rather 
than correlational mechanisms. With the warning that 
‘despite the overarching influence of the natural environ-
ment on human health, it is the other constructs in these 
models which continue to receive the greatest amount 
of attention and study’ ([10]:1016), ecological models of 
health need to regard the natural environment as fun-
damental to other constructs. Additionally, it has been 
pointed out that ‘relationships between sustainable urban 
environments, public health and social equity can come 
into a new perspective when viewed through an ecologi-
cal public health lens’ ([12]: 533).

In terms of suitable methodologies, the current study 
found a strong emphasis on the use of interdisciplinary 
mixed methods, including those taken from ethno-
graphic and ecological approaches, and diversification of 
research to take the views of individual experience into 
account. The majority of survey respondents selected 
‘community/participatory’, ‘action research’, ‘question-
naires/focus groups’ and ‘ethnographic studies’ as suit-
able methods to research inequalities. Co-participatory 
and co-production research was highlighted as impor-
tant, alongside citizen science projects and increased 
transparency of research procedures. These findings tie 
in with a key recommendation from the consultation 
workshop of understanding the community as an eco-
system. Another suggestion was to identify local authori-
ties with stable or narrowing inequality gaps to discover 
what they did differently, assuming the existence of such 
authorities. Taking this suggestion further was the idea 

that joint strategic needs assessments across deprived 
areas could be carried out specifically to identify issues 
of health, transport and place-making. These assessments 
could be used as a basis for offering funding and empow-
erment to a limited number of UK communities to help 
them improve health outcomes through an expert facili-
tation process to enhance social connectedness. Evidence 
and case studies from these communities could act as a 
basis for future interventions. The new ‘health of the pub-
lic’ research advocated six key developments including: 
developing transdisciplinary research to foster a holistic 
understanding of the range of determinants of health, 
and skills and approaches needed to address them, train-
ing pathways and professional development; establishing 
regional hubs to achieve effective connections between 
practitioners and researchers, ensuring that health and 
social care services were based upon best evidence; and 
developing meaningful engagement with all sectors of 
society ([15]:4). Corresponding with the current study, 
areas seen to benefit from more research were ‘health/
social care including mental health’, ‘advice services’, and 
‘adult education/training’.

Responses to Covid-19 restrictions evidenced the 
importance of ‘community-led responses that draw upon 
local knowledge and resources, and build capacity and 
channels of interconnectedness between government, 
community organisations and the public… those commu-
nities that entered the pandemic with such infrastructure 
have been best placed to respond’ ([65]:7). Coming out of 
the pandemic, it will be important to address deprivation 
persisting within communities that has been highlighted 
and further widened by the Covid-19 crisis; ‘The aim 
should not be simply to find a way to restore growth of 
GDP, but to create better societies, characterised by bet-
ter health and narrower health inequities’ ([4]:141).

Limitations of the study
A possible limitation is that the research was directly 
commissioned from the authors to address priorities in 
health inequalities and how they might be addressed. 
As such, the scope, budget and time limitations were 
pre-determined by the commissioners. Consequently, 
the study used a relatively rapid consultancy process to 
achieve its aims. Another limitation was that respond-
ent numbers were moderately low, though a similar 
survey eliciting expert opinion, used fewer respond-
ents over two stages [76]. A further possible limitation 
was, that although the study attempted to encompass 
a full range of viewpoints by disseminating the survey 
link through arts, cultural and natural health networks, 
there may have been a bias in that a greater propor-
tion of respondents described themselves as ‘academ-
ics’. Similarly, there was a relatively low number of 



Page 13 of 15Thomson et al. International Journal for Equity in Health          (2021) 20:249  

workshop delegates invited via a closed list, however 
the list was compiled to represent a full range of views 
in the health inequalities field.

Conclusions
Research demonstrates a clear need to assess the 
impact of engagement with cultural, community and 
natural assets on reducing inequality. Research linking 
the arts, nature and other forms of community engage-
ment with the creation of better societies and the alle-
viation of inequalities has been centred on small-group 
studies of extrinsic interventions over a short period of 
time or large cohort studies of objective factors. Conse-
quently, the evidence base remains patchy, inadequate 
for decision-making and lacking robustness. There is an 
urgent need to understand the efficacy of community 
interventions and how infrastructure and ecosystems 
research can be applied to all aspects of society, includ-
ing health, education, employment, and housing, with a 
view to reshaping it to reduce inequalities in the future. 
The research carried out here has drawn attention to 
the proposal that addressing inequalities calls for a new 
research paradigm that seeks to understand commu-
nities from within, by involving local people in action 
research and by mobilising creative co-productive 
approaches based upon an ecosystem model. Collabo-
rations between community groups, service providers, 
local authorities, health commissioners, general practi-
tioners and researchers using longitudinal methods are 
needed within a multi-disciplinary approach to address 
societal and structural health inequalities.

Abbreviations
APPGAHW: All‑Party Parliamentary Group on Arts; : Health and Wellbeing; 
CABE: Commission for Architecture and the Built Environment; GDP: Gross 
domestic product; GP: General Practitioner; ONS: Office for National Statistics; 
UK: United Kingdom; WHO: World Health Organisation.

Acknowledgements
The authors would like to thank the UKRI (AHRC) for funding the research 
and the survey respondents and workshop delegates who participated in the 
project.

Authors’ contributions
HC was commissioned to conduct the research as Principal Investigator 
on the project. HC, RG‑N, and LT designed the survey and all four authors 
implemented the consultancy workshop. LT analysed the quantitative data 
and EE analysed the qualitative data. All four authors prepared and approved 
the manuscript.

Authors’ information
Not applicable.

Funding
The research was funded by the UKRI (AHRC): AH/T007184/1. The research 
was directly commissioned to address priorities in health inequalities and how 
they might be addressed.

Availability of data and materials
The datasets used and analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The survey was completed anonymously by respondents; ethics approval and 
consent to participate were not required as the survey was anonymous and 
no personal data was collected. Workshop delegates gave consent to partici‑
pate on confirmation of their attendance; ethics approval was not required 
as delegates contributed anonymously and no personal data was collected. 
An online and printed privacy statement was made available to all survey and 
workshop participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Genetics, Evolution and Environment, UCL Division of Biosciences, University 
College London, London, UK. 2 Kings Culture, Kings College London, London, 
UK. 3 UCL Epidemiology and Public Health, University College London, London, 
UK. 

Received: 2 June 2021   Accepted: 5 November 2021

References
 1. Smith KE, Hellowell M. Beyond rhetorical differences: a cohesive account 

of post‑devolution developments in UK health policy. Soc Pol Admin. 
2012;46:178–98. https:// doi. org/ 10. 1093/ pubmed/ fdu057.

 2. Mackenbach JP. Can we reduce health inequalities? An analysis of the 
English strategy (1997–2010). J Epidemiol Commun Health. 2011;65:568–
75. https:// doi. org/ 10. 1136/ jech. 2010. 128280.

 3. Mackenbach JP. Has the English strategy to address health inequalities 
failed? Soc Sci Med. 2010;71:1249–53. https:// doi. org/ 10. 1016/j. socsc 
imed. 2010. 07. 014.

 4. Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J. Health Equity in 
England: The Marmot Review ten years on. London: Institute of health 
Equity; 2020. https:// www. healt horguk/ publi catio ns/ repor ts/ the‑ mar‑
mot‑ review‑ 10‑ years‑ on. Accessed 20 April 2021

 5. Mental Health Foundation. Surviving or thriving? The state of the UK’s 
mental health. London: Mental Health Foundation; 2017. https:// www. 
menta lheal th. org. uk/ publi catio ns/ survi ving‑ or‑ thriv ing‑ state‑ uks‑ mental‑ 
health. Accessed 20 April 2021.

 6. Borghol N, Suderman M, McArdle W, et al. Associations with early‑life 
socio‑economic position in adult DNA methylation. Int J Epidemiol. 
2012;41:62–74. https:// doi. org/ 10. 1093/ ije/ dyr147.

 7. Hertzman C, Boyce T. How experience gets under the skin to create gradi‑
ents in developmental health. Annu Rev Publ Health. 2010;31:329–47. 
https:// doi. org/ 10. 1146/ annur ev. publh ealth. 012809. 103538.

 8. Shonkoff JP, Garner S. The lifelong effects of early childhood adversity and 
toxic stress. Pediatrics. 2012;129(1):e232–46. https:// doi. org/ 10. 1542/ peds. 
2011‑ 2663.

 9. Lang IA, Llewellyn DJ, Langa KM, Wallace RB, Melzer D. Neighbourhood 
deprivation and incident mobility disability in older adults. Age Ageing. 
2008;37(4):403–10. https:// doi. org/ 10. 1093/ ageing/ afn092.

 10. Coutts C, Forkink A, Weiner J. The portrayal of natural environment in 
the evolution of the ecological public health paradigm Int. J Environ 
Res Public Health 2014;11:1005–1019. https://doi.org/https:// doi. org/ 10. 
3390/ ijerp h1101 01005

 11. Lang T, Raynor G. Ecological public health: The 21st century’s big idea? 
BMJ. 2012;345(e5466):1–5. https:// doi. org/ 10. 1093/ ageing/ afn092.

 12. Bentley M. An ecological public health approach to understanding the 
relationships between sustainable urban environments, public health 

https://doi.org/10.1093/pubmed/fdu057
https://doi.org/10.1136/jech.2010.128280
https://doi.org/10.1016/j.socscimed.2010.07.014
https://doi.org/10.1016/j.socscimed.2010.07.014
https://www.healthorguk/publications/reports/the-marmot-review-10-years-on
https://www.healthorguk/publications/reports/the-marmot-review-10-years-on
https://www.mentalhealth.org.uk/publications/surviving-or-thriving-state-uks-mental-health
https://www.mentalhealth.org.uk/publications/surviving-or-thriving-state-uks-mental-health
https://www.mentalhealth.org.uk/publications/surviving-or-thriving-state-uks-mental-health
https://doi.org/10.1093/ije/dyr147
https://doi.org/10.1146/annurev.publhealth.012809.103538
https://doi.org/10.1542/peds.2011-2663
https://doi.org/10.1542/peds.2011-2663
https://doi.org/10.1093/ageing/afn092
https://doi.org/10.3390/ijerph110101005
https://doi.org/10.3390/ijerph110101005
https://doi.org/10.1093/ageing/afn092


Page 14 of 15Thomson et al. International Journal for Equity in Health          (2021) 20:249 

and social equity. Health Promot Int. 2013;29(3):1005–19. https:// doi. org/ 
10. 1093/ heapro/ dat028.

 13. Commission on the social determinants of health. Closing the gap in a 
generation: health equity through action on the social determinants of 
health – final report of the commission on social determinants of health. 
2008. Geneva: World Health Organization. https:// www. who. int/ publi 
catio ns/i/ item/ WHO‑ IER‑ CSDH‑ 08.1. Accessed 20 April 2021.

 14. Marmot M. Fair Society, Healthy lives: The Marmot Review – strategic 
review of health inequalities in England post‑2010. London: The Marmot 
Review; 2010. http:// www. insti tuteo fheal thequ ity. org/ resou rces‑ repor ts/ 
fair‑ socie ty‑ healt hy‑ lives‑ the‑ marmot‑ review Accessed 20 April 2021.

 15. Academy of Medical Sciences. Improving the Health of the Public by 
2040: Optimising the research environment for a healthier, fairer future 
2016 London: Acad Medic Sci https:// acmed sciac uk/ file‑ downl oad/ 
41399‑ 58075 81429 f81pdf Accessed 20 April 2021.

 16. Green M, Iparraguirre J, Davidson S, Rossall P, Zaidi A. A summary of age 
UK’s index of wellbeing in later life. London: Age UK; 2017. https:// www. 
ageuk. org. uk/ our‑ impact/ policy‑ resea rch/ wellb eing‑ resea rch/ index‑ of‑ 
wellb eing/ Accessed 20 April 2021

 17. Fancourt D, Finn S. What is the evidence on the role of the arts in 
improving health and well‑being? A scoping review. Copenhagen: WHO 
Regional Office for Europe; 2019. https:// www. euro. who. int/ en/ publi catio 
ns/ abstr acts/ what‑ is‑ the‑ evide nce‑ on‑ the‑ role‑ of‑ the‑ arts‑ in‑ impro ving‑ 
health‑ and‑ well‑ being‑a‑ scopi ng‑ review‑ 2019 Accessed 20 April 2021

 18. Renton A, Phillips G, Daykin N, Yu G, Taylor K, et al. Think of your art‑eries: 
arts participation, behavioural cardiovascular risk factors and mental well‑
being in deprived communities in London. Pub Health. 2012;126(1):S57–
64. https:// doi. org/ 10. 1016/j. puhe. 2012. 05. 025.

 19. Gordon‑Nesbitt R, Howarth A. The arts and the social determinants of 
health: findings from an inquiry conducted by the United Kingdom all‑
party parliamentary group on arts, Health and Wellbeing, Arts & Health; 
2019. https:// doi. org/ 10. 1080/ 17533 015. 2019. 15675 63.

 20. Eschleman KJ, Madsen J, Alarcon G, Barelka A. Benefiting from creative 
activity: The positive relationships between creative activity, recovery 
experiences, and performance‑related outcomes. J Occup Organ Psych. 
2014;87:579–98. https:// doi. org/ 10. 1111/ joop. 12064.

 21. Parkinson C, White M. Inequalities, the arts and public health: towards an 
international conversation. Arts Health. 2013;5(3):177–89. https:// doi. org/ 
10. 1080/ 17533 015. 2013. 826260.

 22. Barnes J, Vella‑Burrows T. Music for Change early years music project: an 
evaluation: health and education outcomes through music in early years 
settings. Folkestone, Kent: Sidney De Haan Research Centre for Arts and 
Health, Canterbury Christ Church University; 2015. https:// www. cante 
rbury. ac. uk/ medic ine‑ health‑ and‑ social‑ care/ sidney‑ de‑ haan‑ resea rch‑ 
centre/ resea rch/ music‑ for‑ change‑ early‑ years‑ proje ct. aspx. Accessed 20 
April 2021.

 23. Brown ED, Benedett B, Armistead M. Arts enrichment and school readi‑
ness for children at risk. Early Child Res Q. 2010;25(1):112–24. https:// doi. 
org/ 10. 1016/j. ecresq. 2009. 07. 008.

 24. Hallam S. The Power of Music: A research synthesis of the impact of 
actively making music on the intellectual, social and personal develop‑
ment of children and young people. London: UCL Institute of Education, 
University College London; 2015. https:// www. resea rchga te. net/ publi 
cation/ 27312 6443_ The_ power_ of_ music_a_ resea rch_ synth esis_ of_ the_ 
impact_ of_ activ ely_ making_ music_ on_ the_ intel lectu al_ social_ and_ 
perso nal_ devel opment_ of_ child ren_ and_ young_ people Accessed 20 
April 2021.

 25. Kelly Y, Sacker A, Del Bono E, Francesconi M, Marmot M. What role for the 
home learning environment and parenting in reducing the socioeco‑
nomic gradient in child development? Findings from the millennium 
cohort study. Arch Dis Child. 2011;2011(96):832–7. https:// doi. org/ 10. 
1136/ adc. 2010. 195917.

 26. All‑party parliamentary group on arts, health and wellbeing. Creative 
health: The arts for health and wellbeing. London: APPGAHW; 2017. 
https:// www. cultu rehea lthan dwell being. org. uk/ appg‑ inqui ry/ Accessed 
20 April 2021.

 27. Royal College of Music. Music and Motherhood; 2018. https:// www. 
rcm. ac. uk/ resea rch/ proje cts/ music andmo therh ood/ http:// perfo rmanc 
escie nce. ac. uk/ wp‑ conte nt/ uploa ds/ 2018/ 01/ Music‑ and‑ Mothe rhood‑ 
Summa ry. pdf Accessed 20 April 2021.

 28. Smith KE. Beyond evidence based policy in public health: The interplay of 
ideas. Basingstoke: Palgrave Macmillan; 2013.

 29. Vaughan T, Harris J, Caldwell BJ. Bridging the gap in school achievement 
through the arts. Victoria: The Song Room; 2011.

 30. Wilson WJ. The truly disadvantaged: The Inner City, the underclass, and 
public policy. Chicago, IL: University of Chicago Press; 1987.

 31. Giddens A. The class structure of the advanced societies. New York: 
Harper and Row; 1973.

 32. Mansfield L, Daykin N, Meads C, et al. A qualitative evidence review of 
place and space, intangible assets and volunteering and participatory 
arts and sport or physical activity for enhancing wellbeing or alleviating 
loneliness across the adult lifecourse (16+ years): Synthesis of qualitative 
studies: place and space. 2020. London: What Works Centre for Wellbeing 
and Brunel University. https:// whatw orksw ellbe ing. org/ wp‑ conte nt/ 
uploa ds/ 2020/ 05/ Space‑ place‑ lonel iness‑ art‑ sport‑ cultu re‑ MAY20 20‑ 
FULL‑ REPORT. pdf. Accessed 20 April 2021.

 33. Wilkinson RG. The impact of inequality: how to make sick societies 
healthier. Abingdon: Routledge; 2005.

 34. Bagnall A, South J, Di Martino S, et al. Places, spaces, people and wellbe‑
ing: a systematic review of interventions to boost social relations through 
improvements in community infrastructure (places and spaces). Leeds: 
Leeds Beckett Repository and WWCW; 2018. http:// eprin ts. leeds becke tt. 
ac. uk/ id/ eprint/ 4998/

 35. Campbell F. The social determinants of health and the role of local 
government. Chapter 8, 2010. London: improvement and develop‑
ment Agency’s health communities Programme. https:// www. local. 
gov. uk/ sites/ defau lt/ files/ docum ents/ social‑ deter minan ts‑ healt‑ 25f. pdf. 
Accessed 20 April 2021.

 36. Green, M., Iparraguirre, J., Davidson, S., & Rossall, P. (2017). A summary of 
age UK’s index of wellbeing in later life. London: Age UK. https:// www. 
ageuk. org. uk/ globa lasse ts/ age‑ uk/ docum ents/ repor ts‑ and‑ publi catio ns/ 
repor ts‑ and‑ briefi ngs/ health% 2D% 2Dwel lbeing/ ageuk‑ wellb eing‑ index‑ 
summa ry‑ web. pdf. Accessed 20 April 2021.

 37. Victor C, Scambler S, Bond J, Bowling A. Being alone in later life: loneli‑
ness, social isolation and living alone. Rev Clin Geront. 2000;10(4):407–17. 
https:// doi. org/ 10. 1017/ S0959 25980 01041 01.

 38. Hartig T, Mitchell R, De Vries S, Frumkin H. Nature and health. Ann Rev 
Publ Health. 2014;35:207–28. https:// doi. org/ 10. 1146/ annur ev‑ publh 
ealth‑ 032013‑ 182443.

 39. Maas J, Verheij RA, de Vries S, Spreeuwenberg P, Schellevis FG, Groenewe‑
gen PP. Morbidity is related to a green living environment. J Epidemiol 
Commu Health. 2009;63(967–973). https:// doi. org/ 10. 1136/ jech. 2008. 
079038.

 40. WHO. Urban Green spaces and health ‑ a Review of the evidence. Copen‑
hagen: World Health Organization; 2016.

 41. James P, Banay RF, Hart JE, Laden F. A Review of the health benefits of 
greenness. Curr Epidemiol Rep. 2015;2:131–42. https:// doi. org/ 10. 1007/ 
s40471‑ 015‑ 0043‑7.

 42. Barton J, Pretty J. What is the best dose of nature and green exercise for 
improving mental health? A Multi‑Study Analysis. Environ Sci Technol. 
2010;44:3947–55. https:// doi. org/ 10. 1021/ es903 183r.

 43. Alcock I, White M, Wheeler B, Fleming L, Depledge M. Longitudinal effects 
on mental health of moving to greener and less green urban areas. Envir 
Sci Tech. 2013;48(2):1247–55. https:// doi. org/ 10. 1021/ es403 688w.

 44. Dunstan F, Fone DL, Glickman M, Palmer S. Objectively measured resi‑
dential environment and self‑reported health: a multilevel analysis of UK 
census data. PLoS One. 2013;8(7):e69045. https:// doi. org/ 10. 1371/ journ al. 
pone. 00690 45.

 45. Gascon M, Triguero‑Mas M, Martinez D, Dadvand P, Rojas‑Rueda D, 
Plasencia A, et al. Residential green spaces and mortality: a systematic 
review. Environ Int. 2016;86:60–7. https:// doi. org/ 10. 1016/j. envint. 2015. 
10. 013.

 46. Mitchell R. Is physical activity in natural environments better for mental 
health than physical activity in other environments? Soc Sci Med. 
2013;91:130–4. https:// doi. org/ 10. 1016/j. socsc imed. 2012. 04. 012.

 47. Mitchell R, Popham F. Effect of exposure to natural environment on 
health inequalities. J Epidemiol Commun Health. 2008;61:681–3. https:// 
doi. org/ 10. 1016/ S0140‑ 6736(08) 61689‑X.

 48. Richardson E, Mitchell R. Gender differences in relationships between 
urban green space and health in the United Kingdom. Soc Sci Med. 
2010;71(3):568–75. https:// doi. org/ 10. 1016/j. socsc imed. 2010. 04. 015.

https://doi.org/10.1093/heapro/dat028
https://doi.org/10.1093/heapro/dat028
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
https://acmedsci.ac.uk/file-download/41399-5807581429f81.pdf
https://acmedsci.ac.uk/file-download/41399-5807581429f81.pdf
https://www.ageuk.org.uk/our-impact/policy-research/wellbeing-research/index-of-wellbeing/
https://www.ageuk.org.uk/our-impact/policy-research/wellbeing-research/index-of-wellbeing/
https://www.ageuk.org.uk/our-impact/policy-research/wellbeing-research/index-of-wellbeing/
https://www.euro.who.int/en/publications/abstracts/what-is-the-evidence-on-the-role-of-the-arts-in-improving-health-and-well-being-a-scoping-review-2019
https://www.euro.who.int/en/publications/abstracts/what-is-the-evidence-on-the-role-of-the-arts-in-improving-health-and-well-being-a-scoping-review-2019
https://www.euro.who.int/en/publications/abstracts/what-is-the-evidence-on-the-role-of-the-arts-in-improving-health-and-well-being-a-scoping-review-2019
https://doi.org/10.1016/j.puhe.2012.05.025
https://doi.org/10.1080/17533015.2019.1567563
https://doi.org/10.1111/joop.12064
https://doi.org/10.1080/17533015.2013.826260
https://doi.org/10.1080/17533015.2013.826260
https://www.canterbury.ac.uk/medicine-health-and-social-care/sidney-de-haan-research-centre/research/music-for-change-early-years-project.aspx
https://www.canterbury.ac.uk/medicine-health-and-social-care/sidney-de-haan-research-centre/research/music-for-change-early-years-project.aspx
https://www.canterbury.ac.uk/medicine-health-and-social-care/sidney-de-haan-research-centre/research/music-for-change-early-years-project.aspx
https://doi.org/10.1016/j.ecresq.2009.07.008
https://doi.org/10.1016/j.ecresq.2009.07.008
https://www.researchgate.net/publication/273126443_The_power_of_music_a_research_synthesis_of_the_impact_of_actively_making_music_on_the_intellectual_social_and_personal_development_of_children_and_young_people
https://www.researchgate.net/publication/273126443_The_power_of_music_a_research_synthesis_of_the_impact_of_actively_making_music_on_the_intellectual_social_and_personal_development_of_children_and_young_people
https://www.researchgate.net/publication/273126443_The_power_of_music_a_research_synthesis_of_the_impact_of_actively_making_music_on_the_intellectual_social_and_personal_development_of_children_and_young_people
https://www.researchgate.net/publication/273126443_The_power_of_music_a_research_synthesis_of_the_impact_of_actively_making_music_on_the_intellectual_social_and_personal_development_of_children_and_young_people
https://doi.org/10.1136/adc.2010.195917
https://doi.org/10.1136/adc.2010.195917
https://www.culturehealthandwellbeing.org.uk/appg-inquiry/
https://www.rcm.ac.uk/research/projects/musicandmotherhood/
https://www.rcm.ac.uk/research/projects/musicandmotherhood/
http://performancescience.ac.uk/wp-content/uploads/2018/01/Music-and-Motherhood-Summary.pdf
http://performancescience.ac.uk/wp-content/uploads/2018/01/Music-and-Motherhood-Summary.pdf
http://performancescience.ac.uk/wp-content/uploads/2018/01/Music-and-Motherhood-Summary.pdf
https://whatworkswellbeing.org/wp-content/uploads/2020/05/Space-place-loneliness-art-sport-culture-MAY2020-FULL-REPORT.pdf
https://whatworkswellbeing.org/wp-content/uploads/2020/05/Space-place-loneliness-art-sport-culture-MAY2020-FULL-REPORT.pdf
https://whatworkswellbeing.org/wp-content/uploads/2020/05/Space-place-loneliness-art-sport-culture-MAY2020-FULL-REPORT.pdf
http://eprints.leedsbeckett.ac.uk/id/eprint/4998/
http://eprints.leedsbeckett.ac.uk/id/eprint/4998/
https://www.local.gov.uk/sites/default/files/documents/social-determinants-healt-25f.pdf
https://www.local.gov.uk/sites/default/files/documents/social-determinants-healt-25f.pdf
https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-briefings/health%2D%2Dwellbeing/ageuk-wellbeing-index-summary-web.pdf
https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-briefings/health%2D%2Dwellbeing/ageuk-wellbeing-index-summary-web.pdf
https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-briefings/health%2D%2Dwellbeing/ageuk-wellbeing-index-summary-web.pdf
https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-briefings/health%2D%2Dwellbeing/ageuk-wellbeing-index-summary-web.pdf
https://doi.org/10.1017/S0959259800104101
https://doi.org/10.1146/annurev-publhealth-032013-182443
https://doi.org/10.1146/annurev-publhealth-032013-182443
https://doi.org/10.1136/jech.2008.079038
https://doi.org/10.1136/jech.2008.079038
https://doi.org/10.1007/s40471-015-0043-7
https://doi.org/10.1007/s40471-015-0043-7
https://doi.org/10.1021/es903183r
https://doi.org/10.1021/es403688w
https://doi.org/10.1371/journal.pone.0069045
https://doi.org/10.1371/journal.pone.0069045
https://doi.org/10.1016/j.envint.2015.10.013
https://doi.org/10.1016/j.envint.2015.10.013
https://doi.org/10.1016/j.socscimed.2012.04.012
https://doi.org/10.1016/S0140-6736(08)61689-X
https://doi.org/10.1016/S0140-6736(08)61689-X
https://doi.org/10.1016/j.socscimed.2010.04.015


Page 15 of 15Thomson et al. International Journal for Equity in Health          (2021) 20:249  

 49. White MP, Alcock I, Wheeler BW, Depledge MH. Would you be happier liv‑
ing in a greener urban area? A fixed‑effects analysis of panel data. Psychol 
Sci. 2013;24(6):920–8. https:// doi. org/ 10. 1177/ 09567 97612 464659.

 50. Vivid economics. Natural capital accounts for public Green space in Lon‑
don: methodology document. London: Vivid Economics; 2017. https:// 
www. vivid econo mics. com/ cases tudy/ natur al‑ capit al‑ accou nts‑ for‑ pub‑
lic‑ green‑ space‑ in‑ london/. Accessed 20 April 2021.

 51. Van den Berg AE, Maas J, Verheij RA, Groenewegen PP. Green space 
as a buffer between stressful life events and health. Soc Sci Med. 
2010;70:1203–10. https:// doi. org/ 10. 1016/j. socsc imed. 2010. 01. 002.

 52. Van den Berg AE, Custers MHG. Gardening promotes neuroendocrine 
and affective restoration from stress. J Health Psychol. 2011;16:3–11. 
https:// doi. org/ 10. 1177/ 13591 05310 365577.

 53. Kuo M. How might contact with nature promote human health? Promis‑
ing mechanisms and a possible central pathway. Front Psychol. 2015. 
https:// doi. org/ 10. 3389/ fpsyg. 2015. 01093.

 54. Calfapietra C, Morani A, Sgrigna G, Digiovanni S, Muzzini V, Pallozzi E, et al. 
Removal of ozone by urban and peri‑urban forests: evidence from labora‑
tory, field, and modelling approaches. J Environ Qual. 2016;45:224–33.

 55. CABE Space. Urban green nation: Building the evidence base. 2010. 
London: Commission for Architecture and the built environment. https:// 
www. desig ncoun cilor guk/ sites/ defau lt/ files/ asset/ docum ent/ urban‑ 
green‑ nation‑ summa ry1_0. pdf. Accessed 20 April 2021.

 56. Grant M, Bird C, Marno P. Health inequalities and determinants in the 
physical urban environment: Evidence briefing. 2012. Bristol: WHO 
Collaborating Centre for Healthy Urban Environments, University of the 
West of England. https:// www. resea rchga te. net/ publi cation/ 30891 7772_ 
Health_ inequ aliti es_ and_ deter minan ts_ in_ the_ physi cal_ urban_ envir 
onment_ Evide nce_ briefi ng Accessed 20 April 2021.

 57. Marmot M. Society and the slow burn of inequity. Lancet. 2020;395:1413–
4. https:// doi. org/ 10. 1016/ S0140‑ 6736(20) 30940‑5.

 58. WHO. Burden of disease from environmental noise. Quantification of 
healthy life years lost in Europe. Copenhagen: WHO Regional Office for 
Europe; 2011.

 59. Gonzalez‑Oreja JA, Bonache‑Regidor C, De La Fuente‑Díaz‑Ordaz AA. Far 
from the noisy world? Modelling the relationships between park size, 
tree cover and noise levels in urban green spaces of the city of Puebla, 
Mexico. Interciencia. 2010;35(7):486–92 https:// www. redal yc. org/ artic ulo. 
oa? id= 33914 381003 Accessed 20 April 2021.

 60. Birch, J. (2017) Connecting with nature in the city is more than visiting 
‘green space’, Society Matters, Nov 1, 2017. https:// sheff socsc ience. 
medium. com/ conne cting‑ with‑ nature‑ in‑ the‑ city‑ is‑ more‑ than‑ visit ing‑ 
green‑ space‑ 94578 77693 e0 Accessed 20 April 2021.

 61. Beenackers MA, Kamphuis CB, Giskes K, et al. Socioeconomic inequali‑
ties in occupational, leisure‑time, and transport related physical activity 
among European adults: a systematic review. Int J Behav Nutr Phys Act. 
2012;9(116):1–23. https:// doi. org/ 10. 1186/ 1479‑ 5868‑9‑ 116.

 62. Fisher JA, Patenaude G, Meir P, Rounsevell NAJ, MDA, Williams M, Wood‑
house IH. Strengthening conceptual foundations: Analysing frameworks 
for ecosystem services and poverty alleviation research. Global Environ 
Chang. 2013;23:1098–111. https:// doi. org/ 10. 1016/j. gloen vcha. 2013. 04. 
002.

 63. Lachowycz K, Jones AP. Does walking explain associations between 
access to green space and lower mortality? Soc Sci Medic. 2014;107:9–17. 
https:// doi. org/ 10. 1016/j. socsc imed. 2014. 02. 023.

 64. Brown C, Bramley G, Watkins D. Urban green nation: building the 
evidence base. Commission for Architecture and the Built Environment; 
2010. http:// webar chive. natio nalar chives. gov. uk/ 20110 11809 5356/ http:// 

www. cabe. org. uk/ publi catio ns/ urban‑ green‑ nation. Accessed 20 April 
2021.

 65. British Academy. The COVID Decade: Understanding the long‑term 
societal impacts of COVID‑19; 2021. https:// www. thebr itish acade my. ac. 
uk/ docum ents/ 3238/ COVID‑ decade‑ under stand ing‑ long‑ term‑ socie tal‑ 
impac ts‑ COVID‑ 19. pdf Accessed 20 April 2021.

 66. Economist. How covid‑19 exacerbates inequality. De Economist, 26 
March 2020. https:// www. econo mist. com/ brita in/ 2020/ 03/ 26/ how‑ 
covid‑ 19‑ exace rbates‑ inequ ality. Accessed 20 April 2021.

 67. Office for National Statistics. Deaths involving COVID‑19 by local area and 
socio‑economic deprivation: Deaths occurring between 1 March and 31 
July 2020; 2020. https:// www. ons. gov. uk/ peopl epopu latio nandc ommun 
ity/ birth sdeat hsand marri ages/ deaths/ bulle tins/ death sinvo lving covid 
19byl ocala reasa nddep rivat ion/ death soccu rring betwe en1ma rchan d31ju 
ly2020 Accessed 20 April 2021.

 68. Public Health England. Disparities in the risk and outcomes of COVID‑19. 
London: PHE; 2020. https:// assets. publi shing. servi ce. gov. uk/ gover nment/ 
uploa ds/ system/ uploa ds/ attac hment_ data/ file/ 908434/ Dispa rities_ in_ 
the_ risk_ and_ outco mes_ of_ COVID_ August_ 2020_ update. pdf Accessed 
20 April 2021.

 69. Bannerjee D, Rai M. Social isolation in Covid‑19: The impact of loneliness. 
Int J Soc Psychiatr. 2020;66(6):525–7. https:// doi. org/ 10. 1177/ 00207 64020 
922269.

 70. Stickley A, Koyanagi A. Loneliness, common mental disorders and suicidal 
behaviour: findings from a general population survey. J Affect Disorders. 
2016;197:81–7. https:// doi. org/ 10. 1016/j. jad. 2016. 02. 054.

 71. Mental Health Foundation. Mental health in the Covid‑19 pandemic: 
recommendations for prevention. London: Mental Health Foundation; 
2020. https:// www. menta lheal th. org. uk/ sites/ defau lt/ files/ MHF% 20Men 
tal% 20Hea lth% 20in% 20the% 20COV ID‑ 19% 20Pan demic. pdf Accessed 20 
April 2021.

 72. Li Z, Wang S. Prevalence and predictors of general psychiatric disorders 
and loneliness during COVID‑19 in the United Kingdom. Psychiatry Res. 
2020;291(113267):1–6. https:// doi. org/ 10. 1136/ bmj. e5466.

 73. Bambra C, Gibson M, Sowden A, et al. Tackling the wider social deter‑
minants of health and health inequalities: evidence from systematic 
reviews. J Epidemiol Commun Health. 2010;64:284–91. https:// doi. org/ 10. 
1136/ jech. 2008. 082743.

 74. Smith D. An Independent report for the welsh government into arts in 
education in the schools of Wales; 2013. https:// gov. wales/ sites/ defau 
lt/ files/ publi catio ns/ 2018‑ 04/ indep endent‑ report‑ for‑ the‑ welsh‑ gover 
nment‑ into‑ arts‑ in‑ educa tion‑ in‑ the‑ schoo ls‑ of‑ wales_0. pdf Accessed 20 
April 2021.

 75. Newby L, Denison N. If you could do one thing... Nine local actions to 
reduce health inequalities. London: The British Academy; 2014. https:// 
www. thebr itish acade my. ac. uk/ docum ents/ 290/ local‑ actio ns‑ to‑ reduce‑ 
health‑ inequ aliti es. pdf. Accessed 20 April 2021

 76. Smith KE, Eltanani MK. What kinds of policies to reduce health inequali‑
ties in the UK do researchers support? J Public Health. 2015;37(1):6–17. 
https:// doi. org/ 10. 1093/ pubmed/ fdu057.

 77. Whitehead M. A typology of actions to tackle social inequalities in health. 
J Epidemiol Commun Health. 2007;61:473–8. https:// doi. org/ 10. 1136/ 
jech. 2005. 037242.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1177/0956797612464659
https://www.vivideconomics.com/casestudy/natural-capital-accounts-for-public-green-space-in-london/
https://www.vivideconomics.com/casestudy/natural-capital-accounts-for-public-green-space-in-london/
https://www.vivideconomics.com/casestudy/natural-capital-accounts-for-public-green-space-in-london/
https://doi.org/10.1016/j.socscimed.2010.01.002
https://doi.org/10.1177/1359105310365577
https://doi.org/10.3389/fpsyg.2015.01093
https://www.designcouncilorguk/sites/default/files/asset/document/urban-green-nation-summary1_0.pdf
https://www.designcouncilorguk/sites/default/files/asset/document/urban-green-nation-summary1_0.pdf
https://www.designcouncilorguk/sites/default/files/asset/document/urban-green-nation-summary1_0.pdf
https://www.researchgate.net/publication/308917772_Health_inequalities_and_determinants_in_the_physical_urban_environment_Evidence_briefing
https://www.researchgate.net/publication/308917772_Health_inequalities_and_determinants_in_the_physical_urban_environment_Evidence_briefing
https://www.researchgate.net/publication/308917772_Health_inequalities_and_determinants_in_the_physical_urban_environment_Evidence_briefing
https://doi.org/10.1016/S0140-6736(20)30940-5
https://www.redalyc.org/articulo.oa?id=33914381003
https://www.redalyc.org/articulo.oa?id=33914381003
https://sheffsocscience.medium.com/connecting-with-nature-in-the-city-is-more-than-visiting-green-space-9457877693e0
https://sheffsocscience.medium.com/connecting-with-nature-in-the-city-is-more-than-visiting-green-space-9457877693e0
https://sheffsocscience.medium.com/connecting-with-nature-in-the-city-is-more-than-visiting-green-space-9457877693e0
https://doi.org/10.1186/1479-5868-9-116
https://doi.org/10.1016/j.gloenvcha.2013.04.002
https://doi.org/10.1016/j.gloenvcha.2013.04.002
https://doi.org/10.1016/j.socscimed.2014.02.023
http://webarchive.nationalarchives.gov.uk/20110118095356/http://www.cabe.org.uk/publications/urban-green-nation
http://webarchive.nationalarchives.gov.uk/20110118095356/http://www.cabe.org.uk/publications/urban-green-nation
https://www.thebritishacademy.ac.uk/documents/3238/COVID-decade-understanding-long-term-societal-impacts-COVID-19.pdf
https://www.thebritishacademy.ac.uk/documents/3238/COVID-decade-understanding-long-term-societal-impacts-COVID-19.pdf
https://www.thebritishacademy.ac.uk/documents/3238/COVID-decade-understanding-long-term-societal-impacts-COVID-19.pdf
https://www.economist.com/britain/2020/03/26/how-covid-19-exacerbates-inequality
https://www.economist.com/britain/2020/03/26/how-covid-19-exacerbates-inequality
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/deathsoccurringbetween1marchand31july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/deathsoccurringbetween1marchand31july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/deathsoccurringbetween1marchand31july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/deathsoccurringbetween1marchand31july2020
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/908434/Disparities_in_the_risk_and_outcomes_of_COVID_August_2020_update.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/908434/Disparities_in_the_risk_and_outcomes_of_COVID_August_2020_update.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/908434/Disparities_in_the_risk_and_outcomes_of_COVID_August_2020_update.pdf
https://doi.org/10.1177/0020764020922269
https://doi.org/10.1177/0020764020922269
https://doi.org/10.1016/j.jad.2016.02.054
https://www.mentalhealth.org.uk/sites/default/files/MHF%20Mental%20Health%20in%20the%20COVID-19%20Pandemic.pdf
https://www.mentalhealth.org.uk/sites/default/files/MHF%20Mental%20Health%20in%20the%20COVID-19%20Pandemic.pdf
https://doi.org/10.1136/bmj.e5466
https://doi.org/10.1136/jech.2008.082743
https://doi.org/10.1136/jech.2008.082743
https://gov.wales/sites/default/files/publications/2018-04/independent-report-for-the-welsh-government-into-arts-in-education-in-the-schools-of-wales_0.pdf
https://gov.wales/sites/default/files/publications/2018-04/independent-report-for-the-welsh-government-into-arts-in-education-in-the-schools-of-wales_0.pdf
https://gov.wales/sites/default/files/publications/2018-04/independent-report-for-the-welsh-government-into-arts-in-education-in-the-schools-of-wales_0.pdf
https://www.thebritishacademy.ac.uk/documents/290/local-actions-to-reduce-health-inequalities.pdf
https://www.thebritishacademy.ac.uk/documents/290/local-actions-to-reduce-health-inequalities.pdf
https://www.thebritishacademy.ac.uk/documents/290/local-actions-to-reduce-health-inequalities.pdf
https://doi.org/10.1093/pubmed/fdu057
https://doi.org/10.1136/jech.2005.037242
https://doi.org/10.1136/jech.2005.037242

	The role of cultural, community and natural assets in addressing societal and structural health inequalities in the UK: future research priorities
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Design
	Participants
	Materials
	Procedure
	Analysis

	Results
	Survey findings
	Workshop findings

	Discussion
	Limitations of the study

	Conclusions
	Acknowledgements
	References


