Conclusion Clinically significant BMI changes, similar to those
achieved under research conditions, may be replicable in service
delivery settings for children of all socio-demographic groups anal-
ysed. However, at the population level, scaled up programmes may
work better for some groups than others. Public health implications
of these results for health inequalities will be discussed.
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Background Few public health interventions combining modifi-
cation of the social and built environment with individual-level
health promotion have been robustly evaluated in the UK. Well
London is an assets-based community development programme
designed to improve physical activity, healthy eating and mental
wellbeing in highly deprived inner-city communities. The pro-
gramme, delivered between 2007 and 2011, comprised a mix of
projects delivering traditional health promotion, community
development and changes to the physical neighbourhood environ-
ment. The objectives of the study are to: (i) determine the effec-
tiveness of Well London for improving healthy eating, physical
activity and mental wellbeing in deprived inner-city communities;
(ii) examine the effects in population subgroups linked to health
inequalities in the UK.

Methods We used a pair-matched, cluster-randomised trial with
20 control neighbourhoods matched within London boroughs to
20 programme delivery neighbourhoods. The trial outcomes in
adult residents (aged 216 years) were collected using a structured
electronic household survey, administered by fieldworkers to 100
randomly sampled residents in each intervention and control
neighbourhood. The main outcome measures were: physical
activity: meeting UK Chief Medical Officer-recommended five
sessions of 30 minutes moderate intensity activity per week (self-
report International Physical Activity Questionnaire); healthy
eating: eating at least five portions of fruit/vegetables per day
(food frequency questionnaire from the Health Survey for Eng-
land); and mental wellbeing: abnormal score on 12-item General
Health Questionnaire; Warwick Edinburgh Mental Wellbeing
Scale score.

Results The baseline survey in 2008 showed that the intervention
and control populations are comparable on socio-demographic/eco-
nomic characteristics and primary trial outcomes. At baseline, 37%
of adults met the five-a-day (healthy eating), 60% met the five-a-
week (physical activity), and 18% reported experiencing anxiety or
depression. Results from the follow-up survey will be available in
April 2012. We will present the effects of Well London on the pri-
mary outcomes and subgroup analyses by gender, age, ethnicity and
level of education.

Conclusion In a health system where less than 1% of the research
budget is spent on primary preventive interventions for non-com-
municable diseases, robust evidence about the effectiveness and
cost-effectiveness of upstream interventions is essential for action
on health inequalities and reductions in healthcare spending recom-
mended by the Marmot Review (2010) and the Wanless report
(2004).
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Background This paper examines how individual and area-level
contextual factors shape participation in a community-based devel-
opment and health promotion intervention. Well London was a
3-year community development and health promotion programme
for improving health behaviours (physical activity and healthy eat-
ing) and mental health and wellbeing in areas of high deprivation.
The programme aimed to improve individual level health outcomes
through a combination of neighbourhood and individual level inter-
ventions. Community engagement/participation was a central
strategy of these interventions.

Methods A quantitative cluster randomised trial (CRT) was used
to evaluate Wel/ London in 20 neighbourhoods defined as Census
Lower Super Output Areas (LSOAs). A qualitative study was nested
within the trial to examine mechanisms and complexity. This study
employed critical case sampling to select three intervention LSOAs
that reflected a range of pre-existing community engagement and
activities. In-depth semi-structured interviews were conducted
with 59 respondents purposively sampled from each of 3 distinct
areas. Each area reflected differences in implementation, nature of
community life, and pre-existing community activities. Interviews
addressed three topics: experiences of area, individual health & well-
being, and knowledge of and involvement in We// London. Tran-
scripts were coded and thematic analysis undertaken using NVIVO
software.

Results Analysis found that area level and individual-level charac-
teristics interacted to shape specific models of individual participa-
tion in each area. In an area with a ‘dispersed’ community, limited
pre-existing activities and implementation through formal institu-
tions, participation was attributed by respondents to self-motiva-
tion and responses to deprivation. In contrast, in the 2nd area, We//
London implementation centred on an individual community orga-
nizer operating in a geographically close-knit area. Strong commu-
nity interest and participation was shaped by the ability of this
individual to inspire a sense of change. Finally, in an area with a
‘saturation’ of pre-existing activities, participation in Well London
was part of a socially accepted pattern of community involvement.
For new people to the area, involvement was viewed as aiding inte-
gration while for long-standing residents this was seen as a strategy
to contribute to community life.

Conclusion Recent reviews on community participation present
evidence of a causal link between participation and positive health
outcomes. However, the mechanisms underlying this are not clear.
The reasons people participate in Well London are shaped by interac-
tions between individual and area-level factors. This suggests that
understanding the link between community participation and
health outcomes requires a contextualized analysis of why people
participate and the meanings they associate with this.
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Background New Deal for Communities (NDC), a 10-year area-
based regeneration initiative begun in 1999 in 39 disadvantaged
neighbourhoods in England, has the potential to reduce health
inequalities because it focuses on key social determinants of these
inequalities: unemployment, crime, education, housing and the
physical environment. This study assesses whether the NDC initia-
tive impacted on health inequalities across the socioeconomic spec-
trum of areas in England.

Methods The study primarily utilises secondary data including
household surveys undertaken as part of a national evaluation of
the NDC initiative led by Sheffield University. Representative sam-
ples of 500 residents per NDC area and matched comparator area in
2002, 2004, 2006 and 2008 provide data on health, lifestyles, wellbe-
ing, demography and social determinants of health. The Health Sur-
vey for England in the same years provides information for
representative samples drawn from across the socioeconomic spec-
trum, here categorised as highest, middle and lowest tertile of area
deprivation. Logistic regression was used to estimate baseline differ-
ences in health and its social determinants, the time trend and dif-
ferential time trends in NDC and non-intervention areas adjusted
for sex, age, ethnicity and baseline education based on over 125,000
observations across eight years. Outcomes of interest included self-
rated health, mental health inventory, smoking, employment status
and housing tenure.

Results Initial analyses indicated a higher likelihood of smoking in
non-intervention areas of medium deprivation (OR; 95%ClI: 1.33;
1.10, 1.60), non-intervention areas of high deprivation (1.80; 1.48,
2.19), matched comparator areas (1.77; 1.46, 2.15) and NDC areas
(1.97; 1.68, 2.31) compared with reference areas of low deprivation.
Smoking declined over time but there was no evidence of differen-
tial rates of decline in the different areas. The likelihood of unem-
ployment was considerably higher in all areas compared with the
reference (for example, 4.29; 3.55, 5.18 in NDC areas). The likeli-
hood of unemployment dropped over time in NDC areas but not in
other areas (OR for time by NDC interaction: 0.93; 0.89, 0.96).
Results for other outcomes are also available.

Conclusion The study indicates that the NDC intervention
may have contributed to reducing a key social determinant of
health inequalities, namely unemployment. Similar reductions
were not observed in non-intervention high, medium or low
deprivation areas in England which may eventually feed through
into a narrowing of health inequalities between NCD and other
areas. This initial work will be extended to examine impact across
different intervention approaches and historical and current
contexts.
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Background Cardiovascular disease (CVD) is a major public health
problem. Clinical trials have shown that lowering total- and/or low-
density lipoprotein (LDL)-cholesterol reduces the risk of CVD.
Therefore, to reduce the burden of CVD, improvement in lipid pro-
files is an important goal. To achieve this, a better understanding is
needed of biological pathways leading to lipid levels. Lipid levels
track from childhood to adulthood, implying that influences on
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adult cholesterol levels begin at young ages. There is scant evidence
on the role of growth, including trajectories of body mass index
(BMI) across the life-course with respect to lipids. We aimed to
determine whether there are phases of the life-course that are par-
ticularly important for adult lipid levels.

Methods In the 1958 British Birth Cohort weight and height were
recorded at birth (weight only), 7y, 11y, 16y, 23y, 33y and 45y. In
3,927 men and 3,897 women we assessed whether (i) birthweight
was associated with 45y lipids and whether associations were due
to catch-up growth to 7y; (ii) there were particular periods when
BM]I, or change in BMI, influenced subsequent lipid levels; (iii) asso-
ciations between current BMI and lipid levels were modified by BMI
at younger ages; and (iv) duration of obesity was associated with
lipid levels. Analyses were sex specific, adjusted for covariates and
used multiple imputation to account for missing data.

Results Birthweight was inversely associated with triglycerides
and in women with total- and LDL-cholesterol; associations per-
sisted after adjustment for 7y BMI. Associations with lipids
strengthened with age of BMI measurement, e.g. per standard devi-
ation (SD) higher BMI at 11y and 45y triglycerides were higher by
4.01% (95% confidence interval: 2.26%, 5.75%) and 19.75% (18.18%,
21.32%) respectively in women. BMI change was related to lipids,
with strongest associations for the interval preceding lipid measure-
ment: per SD increase in BMI 33-45y total-cholesterol and triglyc-
erides were higher by ~3% and ~21% respectively. Associations
between 45y BMI and lipids were stronger for those with lower
than higher BMI at younger ages (P for interactions: <0.01 to <0.05).
This effect-modification was seen from childhood (7y in women;
11y in men). Obesity in childhood but not thereafter and longer
duration of obesity were unrelated to adult lipid levels.
Conclusion Our study suggests that life-course trajectories of
body size influence adult lipid levels, with the consequences of a
high adult BMI for adult lipid levels being particularly adverse for
those with lower BMI at earlier life-stages.
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Background Studies indicate that Socio Economic Position (SEP)
might be an important predictor of cardiometabolic disease mortal-
ity and morbidity; yet the importance of timing of the effect of SEP
on cardiometabolic risk factors has not been fully established. Our
aim was to assess the independent effect of SEP in both childhood
and adulthood on cardiometabolic risk factors in young adults and
to examine potential interactive effects of SEP at both time points
on these risk factors.

Methods This is a prospective follow-up of 1132 individuals, born
in Jerusalem between the years 1974-76, to young adulthood with
bio-medical data at mean age 32. Outcomes include Body Mass
Index (BMI), Waist to Hip Ratio (WHR), blood pressure, waist cir-
cumference (WC), pelvis circumference, body fat percentage, fast-
ing levels of Triglyceride (TG), HDL-C, LDL-C, glucose, insulin, and
lifestyle characteristics, including smoking and physical activity.
SEP in childhood was based on father’s occupation (scale 1-6) and
in adulthood, on subject’s occupation (scale 1-5). Additional analy-
ses used maternal and subject’s years of education. GLM and logis-
tic regression models were used with mutual adjustment for SEP at
both time points and further adjustment for gender, ethnic origin
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