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Abstract 

Introduction In the context of the COVID-19 pandemic, upstream interventions that tackle social determinants of 
health inequalities have never been more important. Evaluations of upstream cash transfer trials have failed to cap-
ture comprehensively the impacts that such systems might have on population health through inadequate design of 
the interventions themselves and failure to implement consistent, thorough research measures that can be used in 
microsimulations to model long-term impact. In this article, we describe the process of developing a generic, adap-
tive protocol resource to address this issue and the challenges involved in that process. The resource is designed for 
use in high-income countries (HIC) but draws on examples from a UK context to illustrate means of development and 
deployment. The resource is capable of further adaptation for use in low- and middle-income countries (LMIC). It has 
particular application for trials of Universal Basic Income but can be adapted to those covering other kinds of cash 
transfer and welfare system changes.

Methods We outline two types of prospective intervention based on pilots and trials currently under discussion. In 
developing the remainder of the resource, we establish six key principles, implement a modular approach based on 
types of measure and their prospective resource intensity, and source (validated where possible) measures and base-
line data primarily from routine collection and large, longitudinal cohort studies. Through these measures, we seek to 
cover all areas of health impact identified in our theoretical model for use in pilot and feasibility studies.

Results We find that, in general, self-reported measures alongside routinely collected linked respondent data may 
provide a feasible means of producing data capable of demonstrating comprehensive health impact. However, we 
also suggest that, where possible, physiological measures should be included to elucidate underlying biological 
effects that may not be accurately captured through self-reporting alone and can enable modelling of long-term 
health outcomes. In addition, accurate self-reported objective income data remains a challenge and requires further 
development and testing. A process of development and implementation of the resource in pilot and feasibility stud-
ies will support assessment of whether or not our proposed health outcome measures are acceptable, feasible and 
can be used with validity and reliability in the target population.
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Discussion We suggest that while Open Access evaluation instruments are available and usable to measure most 
constructs of interest, there remain some areas for which further development is necessary. This includes self-reported 
wellbeing measures that require paid licences but are used in a range of nationally important longitudinal studies 
instead of Open Access alternatives.

Keywords Upstream interventions, Cash transfers, Universal basic income, Measures, Pilots

Key messages
There has been uncertainty about the feasibility of 
establishing common measures that permit generalis-
ability of findings in specific cash transfer trials—here 
focusing on Universal Basic Income (UBI) in a UK 
context—and in development of large, longitudinal 
datasets, due to the broad range of self-reported and 
physiological measures currently used. We present 
measures that enable trials to use existing data as a 
control and to create data that is generalisable to whole 
populations and can be used to model medium and 
long-term outcomes.

We have included wellbeing measures that require 
paid licences but facilitate comparison with existing 
data. However, we recognise that their use will not be 
feasible for all studies and therefore offer Open Access 
alternatives, which may be capable of providing com-
parable data based on establishing common, evidenced, 
cut-off points for clinical significance or through their 
adoption on a widespread basis.

In terms of taking forward findings to the design of 
pilots and main trials, feasibility studies, including the 
Welsh Government pilot of basic income for care leav-
ers, will be necessary to establish (a) establish formal 
power calculations based on the outcomes and demo-
graphic groups of interest, and (b) the final costs of the 
intervention and evaluation, which will determine the 
specific modules and measures included.

Introduction
Some 40  years after The Black Report [122] indicated 
means of affecting social determinants through tax-
benefit policy, welfare has failed to promote health. In 
2010, 1.3–2.5 million extra years of life and 2.8 million 
free of illness or disability were being lost annually in 
England due to health inequalities ([67], 19). Providing 
support for theoretical work by Grover [32], IPPR [36] 
attributed 130,000 preventable deaths between 2012 
and 2017 to austerity measures. Health inequalities 
are worsening ([66], 149) and key academic ([110]) and 
policymaking organisations (EHRC: [37] have lobbied 
for evidence-based reforms to welfare to promote pub-
lic health. The COVID-19 pandemic has only increased 
the urgency of this work.

One of the key under-researched alternatives to the 
existing system of conditional welfare is Universal Basic 
Income (UBI), a system of universal cash transfers to 
(usually adult) citizens or, perhaps pragmatically in a 
UK context, permanent residents. It ensures a mini-
mum income but, unlike the UK’s Universal Credit [30], 
is not conditional (i.e. depending on meeting criteria 
such as being unemployed or disabled to receive ben-
efits). UBI has been presented as a prospective public 
health measure [51] but has not been piloted or tri-
alled in ways that permit development of health impact 
evidence [46, 54]. We were funded by the Wellcome 
Trust to develop a generic, adaptive and feasible pro-
tocol resource to evaluate health and wellbeing impact 
comprehensively for two different types of prospec-
tive cash transfer experiments: (a) smaller-scale pilots 
for 18- to 21-year-olds with lower-than-average socio-
economic status (SES), as in the current Basic Income 
pilot for care leavers in Wales [118], (b a large-scale 
full trial involving all people in a small town. While the 
project was commissioned within Wellcome’s Men-
tal Health Priority area and is informed by Wellcome’s 
‘Active Ingredients’ [83], the resource seeks to support 
measurement and evaluation of impact on health and 
wellbeing more broadly, both because mental health is 
correlated with physical health and because measuring 
physical health impact is critical to assessing potential 
costs and benefits of schemes. The resource is designed 
for use in high-income countries (HIC) but draws on 
examples from a UK context to illustrate means of 
development and deployment. It is particularly applica-
ble to pilot and feasibility studies and trials of UBI, but 
can be adapted to those covering other kinds of cash 
transfer and welfare system changes. We do not seek 
to prescribe particular dimensions ([108], 366–367) for 
the cash transfer studies that might use the resource, 
but greater adaptation will be required the fewer the 
constituent parts of UBI (universality, unconditional-
ity, etc.) are included in the schemes. For example, par-
ticular age groups may require a focus on particular 
health conditions. Low- and middle-income countries 
may need to focus more on access to infrastructure 
and services as well as material deprivation. A process 
of development and implementation in pilot and fea-
sibility studies and trials will support assessment of 
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whether or not our proposed health outcome measures 
are acceptable, feasible and can be used with validity 
and reliability in the target population.

Aims and objectives
In this article, we seek to do the following:

1. Set out key principles for the development of proto-
cols for cash transfer pilot and feasibility studies and 
trials based on previous theoretical contributions

2. Explore known gaps in evidence on cash transfers 
resembling UBI to identify the need for a consistent 
protocol resource

3. Investigate whether health effects should and can be 
measured with valid and reliable brief instruments in 
surveys that must cover multiple topics as is typical 
in cash transfer experiments

4. Outline the resource and feasibility challenges of 
some measures, particularly physiological, and how 
a modular approach to measures banks can address 
this

5. Examine feasibility issues posed by copyright and 
paid licensing of measures used in large datasets

6. Make the case for bringing widely used meas-
ures with paid licencing conditions into the public 
domain, or identify and implement comparable Open 
Access alternatives

Existing evidence: income, health and welfare
There is a broad body of evidence to indicate a causal 
relationship between income and health. Systematic 
reviews have presented evidence of associations between 
income and inequality as determinants of population 
health (e.g. [58, 59, 69, 89, 90], child health, wellbeing 
and educational outcomes [14], and adult mental health 
[113]. Indeed, supporting Pickett and Wilkinson’s find-
ings [82], Adeline and Delattre [2] endorsed both the 
Absolute Income Hypothesis (a positive and concave 
effect of income on health) and the Income Inequal-
ity Hypothesis (that income inequalities affect all mem-
bers of a society). Our previous work [80] analysed data 
from 10 waves of the Understanding Society UK House-
hold Longitudinal Study and found that each step down 
in average household income quintile was associated 
with a higher probability of reporting clinically signifi-
cant symptoms of anxiety and depression among 16- to 
24-year-olds. It also found that increases in income over 
time were associated with a reduction in that probabil-
ity. As such, the overwhelming body of evidence supports 
the notion of an increase in income being the ‘ultimate 
“multipurpose” policy instrument’ ([68], 145).

Crucially, despite the clear evidence of a relation-
ship between income, welfare and income, ([5], 52) have 
argued that there is ‘less clarity regarding the particular 
role of income as a health determinant or the mecha-
nisms by which income modification interventions might 
affect health’. Based on the literature, we have presented 
three pathways to health through welfare [52], which we 
represent in Fig. 1. Where welfare increases:

i) Size of income, it can reduce poverty, thereby 
improving quality of resources by which to satisfy 
basic needs [50].

ii) Security of income, it can reduce stress associated 
with exposure to threat of destitution [51].

iii) Predictability of income, it can reduce ‘extrinsic mor-
tality cues’ and promote longer-term thinking con-
ducive to health promoting behaviour (e.g. substance 
use and relationship formation) [81].

A safety net that reduces ‘health inequalities and the 
structural conditions that put people “at risk of risks”’ 
([112], S47), can, therefore, potentially serve as a signifi-
cant public health instrument. However, conditional wel-
fare systems like Universal Credit are often associated 
with poor outcomes. Receipt in high-income countries is 
associated with worse health outcomes [100], increased 
psychological distress prevalence [119] and reduction in 
activity [1, 48]. Our model suggests several explanations: 
current welfare schemes are ‘insufficient to offset the 
negative health consequences of severe socioeconomic 
disadvantage’ [100], conditionality (requirements such 
as being unemployed or disabled to receive benefits) and 
assessment inflicts stress [18] and creates perverse incen-
tives for health-diminishing behaviour ([52], 412), and 
focusing on the poorest fails to mitigate broader determi-
nants that affect society as a whole (see [67], 16). It is for 
these reasons that organisations, parties and commenta-
tors have called for evaluation of alternatives (The [110]).

Evidence on alternative systems, such as UBI, is less 
clear by virtue of the absence of representative trials and 
the failure to evaluate health impact in a consistent and 
generalisable manner within previous cash transfer pro-
grammes. Gibson, Hearty and Craig’s [25] scoping review 
examined interventions similar to basic income. Where 
transfers reduced poverty, research found increased birth 
weight [9], illness and injury reduction [4], and decreased 
hospital admissions [23]. Where schemes reduced condi-
tionality, qualitative studies found improved adult men-
tal health ([34, 55], 24), fibromyalgia and coeliac disease 
[33]. Where schemes increased predictability of income, 
studies showed reduced substance misuse [15].
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However, the schemes from which the evidence 
was drawn were unrepresentative of prospective tri-
als in the UK as payments were either not applied to 
entire populations, were contingent on ethnicity, made 
to heads of households, were periodic or too small [46, 
54]. Moreover, the trial protocols have failed to secure 

comprehensive generalisable data on health impact for a 
number of reasons, such as that they (a) focus solely on 
mental health measures with regard to the role that stress 
plays rather than accompanying physical health effects; 
(b) consider outcomes that would be anticipated solely 
from poverty reduction among the very poorest rather 

Fig. 1 Welfare model of impact (adapted from Johnson M et al. [52])
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than health impacts across the population; (c) fail to 
measure a broad range of measures of stress and subjec-
tive socioeconomic status that affect those broader sec-
tions of society [46, 54]. The consequence of inadequate 
design and evaluation in previous trials is that assess-
ments of UBI are likely to have underestimated health 
impacts and overestimated net costs.

Microsimulation’s role and requirements
In terms of understanding long-term population-level 
outcomes, even comprehensive, systematic reviews and 
meta-analyses of available data, like Romero et al.’s [93], 
are unable to provide the data required for microsimu-
lation. This is because microsimulation estimates dis-
tributional outputs and studies must report not just the 
average effect of the intervention but the disaggregated 
distributional effect as well. For example, ideally, data 
should report the intervention’s differential impact across 
different age groups, sex, and income deciles. This would 
enable a more realistic simulation of the potential policy 
impacts and in-silico experimentation of multiple policy 
implementations.

With regard to prospective cash transfer systems, ran-
domised controlled trials (RCTs), and other experimental 
designs, are crucial as they play the following roles:

1. Identify the causal mechanisms between income 
(including quantity and quality) and health

2. Prove risk reversibility, i.e. that cash transfer inter-
ventions can reduce the excess risk of living in mate-
rial deprivation. This is crucial for policymaking as it 
would justify cash transfer policies

3. Quantify the impact of the intervention
4. Identify the most effective intervention designs

Given rising interest among policymakers in UBI, as 
well as other cash-transfer upstream interventions, there 
is genuine need for research protocols capable of being 
deployed effectively in different trial conditions. How-
ever, it is perhaps unfeasible that a single RCT could fulfil 
all the roles above because it would require too large a 
sample size and a long observation period that may not 
be feasible in the current political and academic envi-
ronment. Therefore, multiple RCTs may be required to 
explore the issues and produce much-needed data on 
efficacy. This makes the consistency of outcome measures 
between trials essential. In this regard, the abundance of 
observational and experimental studies requires evidence 
synthesis. Simulation modelling is uniquely positioned to 
synthesise all available evidence and estimate what can-
not be directly observed. Microsimulation specifically 
can simulate the causal pathways between income and 

health and quantify the distributional impact of policy-
relevant what-if scenarios.

Quantifying the potential effectiveness, cost-effective-
ness, and equity of a proposed cash transfer interventions 
(e.g. UBI) through modelling requires the simulation of 
two counterfactual scenarios: the baseline scenario (i.e. 
UBI is not instituted) and the policy scenario (i.e. UBI is 
instituted across a nation). The baseline scenario needs 
to be informed by existing population-representative 
observational studies, such as longitudinal cohort studies 
(e.g. Understanding Society and the Millennium Cohort 
Study). The policy scenario needs to be informed by 
RCTs of the proposed intervention, although modelling 
based on observations based on income can aid under-
standing of the potential impacts cash transfers could 
have ahead of representative RCTs. Therefore, outcome 
measures of the RCTs need to be harmonised with the 
measurement instruments of the population-representa-
tive observational studies.

Given this background, there is a need to produce a 
generic, adaptive protocol resource capable of being 
deployed in very different types of trial. In this article, 
we outline development of the resource for two types 
of trial being considered by policymakers that operate 
at significantly different scales: (a) smaller-scale pilots 
for 18- to 20-year-olds in urban areas with lower-than-
average socioeconomic status (SES); (b) a large-scale full 
trial involving all people in a small town. There are tan-
gible proposals relating to these types of trials (see ‘Trial 
duration and regularity of data collection’ section below), 
but we wanted the resource to be sufficiently generic and 
adaptable to be of use in most possible situations, at least 
within a UK context. The two trial types necessarily differ 
according to scale and measures used. The former estab-
lishes feasibility in terms of ethics, payment and proof of 
research concept. The latter is necessarily broader as the 
impact of the intervention would be broader and would 
focus more clearly on establishing collective-level efficacy 
and broader socioeconomic outcomes.

Methods
We have previously established a number of limitations 
in the existing data [46, 54], guidelines for developing 
trials designed to promote public health [53] and means 
of modelling long-term population-level health and eco-
nomic impacts from trials [53]. Our findings informed 
some broad underpinning features for pilot design, which 
we discuss in the results section below. Our development 
of generic adaptive protocols proceeded according to 
principles established in [46, 54]:

1. Routine collection ought to be the foundation for 
baseline comparison of society-level outcomes
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2. Measurement ought to capture wellbeing in its 
broadest form

3. Only measures validated against morbidity and mor-
tality be deployed

4. Self-reporting requires simplicity and limits on 
respondent load to ensure accuracy

5. Cost ought to be minimised where similar outcomes 
can be produced via cheaper procedures

We have added a sixth principle to this in light of the 
risk of research misuse on the subject of welfare (see 
impact of reforms in [116]:

6. Where possible, questions ought to be the result of 
co-production with, or reflect the assessment of, 
people most vulnerable to welfare reforms

Upholding these principles ensures a range of measures 
are available that provide comparability between data 
sources and a structure that facilitates use in microsim-
ulation modelling. The design of protocols for adaptive 
use in cash transfer trials is necessarily generic and broad 
as projects will vary substantially depending on context 
aims and resource available. As such, we structured our 
enquiry around evaluating and collating four modular 
components for studies:

1) Essential administrative data
2) Available comparative data from routine collection 

and national surveys
3) Self-reported substantive measures
4) Physiological measures requiring more intensive col-

lection methods and analysis

Given the need for data to administer the intervention 
and evaluation, control data where interventions have 
been provided to everyone within a locality, and the need 
for substantive, efficient, health outcome data, we held 
a working assumption that modules 1, 2, and 3 would 
be essential to completion of any study, while module 4 
could be included or omitted depending on resourcing.

We began by reviewing the scale, scope and accessi-
bility of data from routine data collection and national 
surveys such as the Census, Public Health Profiles (and 
its sources), Family Resources Survey, Crime Survey for 
England and Wales and NHS activity. We looked at the 
possibility of using linked patient data, given that it has 
the potential to reduce respondent load and enable sub-
stantial data gathering that might otherwise be required 
through self-reporting in a trial measuring health 
outcomes.

We then reviewed the literature to establish the scope, 
validation and licensing status of survey questions 

deployed in large longitudinal cohort studies, including 
the Millennium Cohort Study, Next Steps and Under-
standing Society. While recognising that results from 
observational studies may underestimate strength of 
association ([14], 981), we supplemented the review with 
statistical analysis of the relationship between some com-
monly used mental wellbeing measures and diagnosis of 
anxiety and depression. Using data from Understand-
ing Society (wave 10), our analyses showed that among 
14- to 24-year-olds, self-reported diagnosis of anxiety or 
depression was predicted better by SF-12 (OR 3.12, 95% 
CI 2.57–3.78) than GHQ-12 (OR 2.18, 95% CI 1.85–2.56), 
using standardised measures of these predictors to make 
results comparable. This work served two functions. 
First, it built into the protocols capacity for comparison 
with large datasets and, second, it enabled assessment of 
the viability of adopting solely Open Access questions in 
order to comply with Principle 5. The cohort studies also 
provided key demographic and administrative questions 
that could be employed.

We examined measures requiring an interviewer and 
sought to identify alternatives suitable for self-reporting. 
Finally, we looked at physiological measures in order to 
establish whether there was strong case for their inclu-
sion or whether self-reported alternatives would be 
sufficient.

In the results below, we have highlighted relevant lev-
els of potential impact from Fig. 1 in parentheses, though 
some cover more than one input, output or outcome 
level.

Results
Routine collection and baseline data
Demographic and economic
We identified several core sources of data from routine 
collection and national surveys that could be deployed 
in trials within England, Wales and Scotland. First, UK 
Census data is available from the Office for National 
Statistics’ [78] Nomis covering demographic catego-
ries (determinant of health) and socioeconomic status 
(determinant of health and indirect socioeconomic out-
come) along with self-rated global health (direct health 
impact) and social model of disability (determinant of 
health and public health impact) by small administrative 
areas. It is, fundamentally, the sole major source of such 
data that is drawn not from a sample but instead contains 
responses from almost the whole population. 2011 data is 
currently available, which, unfortunately, does not cover 
the substantial changes in socioeconomic circumstances 
that have taken place under austerity policies of the last 
decade. Full 2021 Census data will, however, be available 
from March 2023 [76]. Further official labour market sta-
tistics (determinant of health and indirect socioeconomic 
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outcome) are available through Nomis from a range of, 
usually annual survey, sources, including the Annual 
Population Survey. Finally, more detailed, and up-to-date 
socioeconomic data (determinant of health and indirect 
socioeconomic outcome) is available from the Depart-
ment for Work and Pensions, Office for National Statis-
tics and NatCen Social Research’s [17] Family Resources 
Survey, which is of significant importance with regard to 
tax-benefit microsimulation modelling [91].

Routine, population‑level health indicators
We also located a number of sources of routine and 
national survey health data (public health impact). This 
included the Office for Health Improvement and Dispari-
ties’ [75] Public Health Profiles (which collate population 
health and health behaviour data for England at local 
authority level), the Scottish Public Health Observatory’s 
[99] ScotPHO Online Profiles Tool (which presents simi-
lar data for Scotland at national, NHS health board or 
local area level depending on measure) and Public Health 
Wales’ [86] Observatory which provides similar data but 
is currently under development. Further physical activ-
ity data at local authority level is available for England 
through Sport England’s [104] Active Lives Online, while 
the relevant data for Scotland through the Scottish Gov-
ernment’s [98] Scottish Health Survey is only available at 
national level.

Area‑level crime
In terms of crime statistics (indirect socioeconomic out-
come), recorded crime in England is available by Com-
munity Safety Partnership level Office for National 
Statistics [79]—which broadly equate to local author-
ity areas—and by local authority level in Scotland [96]. 
Crime and crime perceptions data are available from the 
Crime Survey for England and Wales at police force area 
level [77] and the Scottish Crime and Justice Survey at 
Police Division level [97].

Health data for comparison with trials (direct and public 
health impacts)
The key sources of health data that have the potential to 
be compared against that produced through cash trans-
fer evaluations form two groups. First, there are large 
cohort studies, both longitudinal—such as Understand-
ing Society [45], the Millennium Cohort Study [12], Next 
Steps [13], Whitehall II [19, 40]—and cross-sectional, 
primarily the Health Survey for England, Scottish Health 
Survey and Welsh Health Survey. In general, these stud-
ies provide large-scale, comprehensive health data from 
self-reported measures and, in the case of Understand-
ing Society, Whitehall II and ELSA, physiological meas-
ures such as biomarkers. Unfortunately, the data from 

the majority of these studies is often underpowered to 
explore associations at subnational (or subgroup popu-
lation) level, with regional data available in the Health 
Survey for England. It does provide comparison data by 
demographic groups, however, such as socioeconomic 
status, so is of significant use in, for example, micro-
simulation modelling. Most self-reported data is publicly 
available in some form, while physiological measures 
sometimes have data-sharing requirements. The second 
source of health data is NHS activity data at both primary 
and secondary levels. Tracking changes in activity is pos-
sible in England at Clinical Commissioning Group (CCG) 
level for primary care (NHS [73]) and, to some extent, at 
secondary care level (NHS [74]). Scottish hospital data 
are available at NHS Board level [84]. Fewer sources of 
Open Access primary care data appear available [85]. 
However, the Clinical Practice Research Datalink [10], 
which requires a paid licence, provides data based on 
patient electronic health records from a network of GP 
practices from across the UK.

Linked data at local or regional level
Finally, in some areas, and for some research studies, 
linking respondent data with their patient records (direct 
health impacts) or other data sources (e.g. determinants 
of health or indirect socioeconomic outcomes) may be 
possible. In Bradford, for example, Connected Bradford 
[102] has been implemented to streamline this process. In 
London, the boroughs of Tower Hamlets [111] and Bark-
ing and Dagenham ([7], have also created anonymised/
pseudonymised datasets drawn from a range of health 
and local authority data.

With these routine and comparative data sources iden-
tified, we moved on to develop the self-reported ques-
tions component of the measures bank.

Self‑reported questions
In considering which measures to include in our bank, 
we again prioritised those in large, national longitudinal 
cohort studies, both due to the validation status inherent 
in such measures and their ability to provide comparative 
data that can be used in microsimulation modelling to fill 
any gaps in the evidence collected during trials. In addi-
tion to administrative questions, we looked for measures 
in three broad themes.

Demographics (determinants of health)
Due to harmonisation efforts by the Government Statisti-
cal Service [31], demographic measures are, on the whole, 
sufficiently consistent at national statistics level and at 
least comparable in other large datasets. We therefore 
prioritised England and Wales 2021 Census measures 
for this section, particularly as it will provide up-to-date, 
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accurate data at very small administrative area level. 
While it does not contain comprehensive health and 
wellbeing data, it is very useful as a means of populat-
ing microsimulation models with data that has not been 
estimated. Some measures, such as gender and assigned 
sex have been taken from Understanding Society as the 
previously agreed Census measure guidance was changed 
by court order [114] resulting in potentially inconsistent 
wording with regard to sex and gender identity.

From a theoretical perspective, it was important to 
ensure that measures were included for all potential 
demographic sources of socially determined inequalities 
in health. It is plausible that different groups, based on 
gender identity, cultural background, religion or sexual 
orientation might be impacted differently by socioeco-
nomic interventions. For example, women and LGBT 
people might disproportionately benefit from independ-
ent economic security that could enable escape from 
domestic violence or intimidation and secure reduced 
stress and increased wellbeing and flourishing.

Socioeconomic status and household composition 
(determinants of health and indirect socioeconomic 
outcomes)
Our review highlighted the difficulty of deploying a sin-
gle set of questions to establish household and socio-
economic baselines for the broad range of cash transfer 
trials that might be undertaken. Household grids are 
used in large surveys like the Census, Family Resources 
Survey, Millennium Cohort Study and Understand-
ing Society. However, in respect of Principle 4, they are 
extremely cumbersome and time consuming. For exam-
ple, Understanding Society’s Household Grid module 
contains a potential 115 questions [43]. In keeping with 
Principle 6, co-production with young people as part of 
the Born in Bradford: Age of Wonder project, resulted in 
the development of a three-question household composi-
tion question. In that project, however, evaluation is pri-
marily focused on individual young participants. A cash 
transfer trial may look at impacts on one individual in a 
household alone (as in [56], 52), but, as we have argued 
[46, 54], it is important to consider the effect of such 
interventions on households, communities and society 
as a whole. Measurement on the basis of heads of house-
hold alone is likely to replicate issues identified in several 
previous interventions. For the measures bank, we devel-
oped a new grid system for use online for completion by 
a head of household that facilitates cascading individual 
questionnaires. In future testing, we intend to under-
take primary research and co-production to understand 
the impact on respondent load and response accuracy of 
these options.

A factor in the need to reduce respondent load and 
simplify administration is measurement of objective and 
subjective socioeconomic status (SES). Although an indi-
vidual is unlikely to answer all of these, Understanding 
Society [44] has a total of 169 possible questions relating 
to SES. That study is sufficiently large and well-funded 
to support this kind of administration. However, for 
smaller projects, and even the larger of our two theoreti-
cal studies in which more than annual collection would 
be needed, this is unlikely to be feasible. We therefore 
decided to focus on the most fundamental and replicable 
measures of SES based on our analysis of datasets and the 
requirements we have identified for modelling [62].

We have shown that within- and between-individual 
variations in net equivalised household income are asso-
ciated with greater prevalence of clinical-threshold level 
symptoms of poor mental health through measures such 
as SF-12 [80]. We therefore developed a simplified meas-
ure of household income based on the Institute for Fis-
cal Studies’ [41] ‘Your household’s income: Where do you 
fit in?’ tool. This requires 10 questions to be answered by 
the head of household. We also include guidance about 
calculating net income for self-employed people and 
questions on receipt of benefits, since engagement with 
welfare has a substantial relationship with the subject of 
cash transfers. These aim to provide simplified versions 
of the Before Housing Costs and After Housing Costs 
measures, with the latter requiring some imputation 
from national data. Due to the complexity of the require-
ments above, they are not completely comparable with 
national data. The DWP’s After Housing Costs measure, 
in particular, is likely to result in significant respondent 
load as it requires calculation of, for example, mortgage 
interest but not balance repayment. Further work and 
testing is required to identify whether inclusion of meas-
ures that wholly reflect national data is possible.

Importantly, we include subjective SES questions from 
the Millennium Cohort Study (MCS) associated with 
poorer mental wellbeing. In young people aged 16–24, 
the MCS measures were more monotonically associated 
with poor mental health than average household income 
[115]. They were also strongly correlated among parents 
of cohort members in the Millennium Cohort Study. The 
two MCS questions, with headline associations with indi-
cations of anxiety and depression, are:

1. Compared to your friends, is your family richer, 
poorer or about the same? Richer, poorer, the same 
(reported by cohort member at age 11).

a) At age 14, prevalence of clinical levels of depres-
sion on the Short Moods and Feelings Question-
naire (SMFQ) [3] was 24.7% among those who 
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reported that their family was poorer compared 
to 13.8% in those who reported their family to be 
richer.

b) At age 17, prevalence of clinical levels of distress 
on the Kessler 6 [57] scale was 25.3% among 
those who reported that their family was poorer 
compared to 13.8% among those who reported 
their family to be richer.

c) Prevalence of clinical levels of distress on theK-
essler 6 scale among parents of cohort members 
was 12.8% for poorer familiescompared to 5.2% of 
richer families.

2. How well would you say you yourself are managing 
financially these days? (1) Living comfortably. (2) 
Doing alright. (3) Just about getting by. (4). Finding 
it quite difficult. 5 Finding it very difficult (reported 
by parent of cohort member at ages 9 to 14  years, 
with measures across years combined and grouped in 
quintiles).

a) At age 14, prevalence of SMFQ clinical levels of 
depression was 18.7% among the quintile manag-
ing least well compared to 11.7% in the quintile 
managing the best.

b) At age 17, prevalence of clinical levels of Kessler 6 
distress was 18.9% among the quintile managing 
least well compared to 10.4% in the quintile man-
aging the best.

c) Prevalence of Kessler 6 clinical levels of distress 
among parents of cohort members was 14.8% 
amongst the quintile managing least well com-
pared to 1.0% in the quintile managing the best.

We also included a third question from Understand-
ing Society which covers similar ground and will provide 
comparable subjective measures of SES.

3. On a scale of 1 to 7 where 1 = ‘completely dissatisfied’ 
and 7 = ‘completely satisfied], please tell me the num-
ber which you feel best describes how dissatisfied or 
satisfied you are with the income of your household. 
(1) Completely dissatisfied. {2) Mostly dissatisfied. (3) 
Somewhat dissatisfied. (4) Neither satisfied nor dis-
satisfied. (5) Somewhat satisfied. (6) Mostly satisfied. 
(7) Completely satisfied.

We have supplemented these measures with a range 
of questions based on job satisfaction and work environ-
ment, including autonomy and security. Proponents of 
UBI have suggested that these areas, in particular, should 
be impacted significantly by cash transfers that shift the 
balance of power away from employers and towards 

workers [51]. There are also indications from meta-analy-
sis of a relationship between these areas and health, with 
strong correlations between job satisfaction and mental 
health, in particular [21]. We also included questions 
covering material deprivation and food security.

Finally, we included a question on care from the 2021 
England and Wales Census. This is crucial, as the ability 
to undertake activity that is not traditionally remuner-
ated is regarded both as a potential benefit of UBI [106], 
24), an observed feature of previous trials [105] and an 
important issue in gender equality, as women are much 
more likely to undertake both paid and unpaid care ([106, 
121], 23).

Self‑reported health and wellbeing (direct health impacts)
Our assessment of associations between SES and men-
tal wellbeing provided a foundation for development of 
the measures bank relating to self-reported measures of 
health and wellbeing. A range of mental wellbeing meas-
ures have been employed by large longitudinal cohort 
studies. For example: the Millennium Cohort Study 
includes the Short Moods and Feelings Questionnaire 
(SMFQ) [3] at 14, Kessler 6 [57] and the Warwick-Edin-
burgh Mental Well-being Scale (WEMWBS) [109] at 17, 
while parents answered the Malaise Inventory [95] when 
their child was 9 months old,Next Steps uses the General 
Health Questionnaire 12 (GHQ-12 [28] at 25,and Under-
standing Society employs GHQ-12 and Short-Form 
Health Survey (SF-12) [117], and WEMWBS (in particu-
lar waves). This does facilitate analysis of the measures 
most closely linked to clinical outcomes, but also means 
that many measures are only comparable through rela-
tively complex, and sometimes insufficiently validated, 
calibration and mapping. Some of this work has been 
undertaken by McElroy et al. [70] with regard to mental 
wellbeing measures used in the six cohort studies man-
aged by the Centre for Longitudinal Studies at UCL. It 
found that while some measures have good precision 
and reliability for assessing mental health at the high end 
of psychological distress other measures perform bet-
ter at the lower end of and are more reliable at captur-
ing wellbeing than distress. Further calibration work for 
measures at age 10/11 was undertaken by Gilbert et  al. 
[26] and covers the longer SF-36 and WEMWBS. This 
study found that there was at least a ‘moderate-high cor-
relation (> 0.60)’ between different measures, but this 
varied substantially ([26], 2) and leaves open questions 
about the degree to which data can be usefully com-
pared and mapped so as to enable use in microsimulation 
modelling.

In terms of measures that enable clearer assessment of 
clinical mental health problems, the Patient Health Ques-
tionnaire (PHQ-9) [60] and Generalised Anxiety Disorder 
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Assessment (GAD-7) [103] measure depression and gen-
eralised anxiety disorder according to DSM-IV symp-
toms. The short version PHQ-8 eliminates a question on 
self-harm. This is because it is not possible to guarantee 
support and safeguarding for respondents were they to 
report history of or plans to self-harm. For young people 
aged 8–16, we have proposed using RCADS [24] as a vali-
dated measure. While these measures have not been used 
in the major longitudinal studies under consideration, 
they are now the International Alliance of Mental Health 
Research Funders’ (IAMHRF) recommended measures 
for mental health and will likely be more widely used in 
future [22].

An alternative measure for adults is the Revised Clini-
cal Interview Schedule (CIS-R) [63, 64]. There is a case 
to be made for the inclusion of CIS-R as it is the main 
measure used in the official mental health condition 
prevalence study in England [71] and has no licencing 
conditions. The measure used in the corresponding chil-
dren and young people prevalence study (NHS [72] is the 
Development and Well-Being Assessment (DAWBA) [29, 
125], which does have paid licence conditions (see ‘Dis-
cussion’ section below). While both can be completed 
through computerised versions, assessment of results by 
clinicians is still usually indicated. We have not recom-
mended CIS-R and DAWBA over wholly self-reported 
alternatives as the latter would result in lower respondent 
load and administrative resource, are validated, and have 
sufficient sensitivity and specificity.

A number of self-reported measures of physical, or 
all-round, health are used in large cohort studies in the 
UK. Global self-rated health, broadly, ‘how is your health 
in general?’ usually with five options that vary between 
studies, is validated as an independent predictor of 
mortality and is very quick and easy to administer [38]. 
The version we selected is that used in the England and 
Wales Census, since it is the largest, most-comprehensive 
source of data available, but versions are included in most 
of the cohort studies, whether independently or as part 
of SF-12.

Measuring the impact of disability as defined by the 
social model, is also essential, and in keeping with Prin-
ciple 6, as disabled people now comprised 21% of UK 
working-age people and 22% overall ([16], Table  4.1) in 
2021 and face a range of intersectional determinants ([1, 
92], 118–123). Disabled people are also disproportion-
ately affected by welfare and reforms to welfare systems 
[47]. We have proposed the harmonised ONS version, as 
it is most-commonly used in national statistics (including 
the Census) and variations are included in major cohort 
studies.

We have supplemented these measures by includ-
ing questions covering conditions diagnosed by a health 

professional and health service use from Understanding 
Society. There is strong evidence that the higher disease 
burden among people with lower SES is not matched 
by appropriately higher levels of diagnosis and treat-
ment compared with higher SES individuals [107] and 
it is important to understand these access-to-health-
care issues and how they might be affected by cash 
transfers. In addition, it enables further analysis of how 
self-reported and physiological measures of health are 
associated with professional diagnosis.

Finally, with regard to subjective measures, we included 
the EQ-5D-5L [35] for adults and EQ-5D-Y for children 
and young people [120]. This enables a broader under-
standing of respondent health that can be monitored 
over time. While SF-12 [117] would provide a similarly 
broad assessment of health and has the benefits of being 
included in Understanding Society, it requires a paid 
licence that precludes its recommendation as a part of an 
Open Access resource (see ‘Discussion’ section below).

In terms of resourcing, we believe that we have been 
able to assemble a suite of questions that avoid the 
requirement of using in-person interviewers for the core 
measures and could be completed online, by post or by 
phone/video call. We propose, with regard to principles 
5 and 6, that there should be both further testing and 
co-production of these self-reported measures during 
pre-study preparation as well as the provision of suit-
able alternatives, such as the option of a phone interview 
if required for access reasons, should they be required. 
Family Resources Survey data indicates that, in 2019/20, 
there were 1.6 million people in the UK with visual 
impairments, 3.5 million with dexterity impairments, 2.1 
million with memory impairments and 1.8 million with 
learning disabilities ([16], Table 4.5). While there is over-
lap in these numbers, it is clear that if studies are to be 
truly representative of the public, accessible forms of par-
ticipation must be available.

Physiological measures (direct health impacts)
Stress mitigation from cash transfers is a theoretical 
pathway in our model of impact (see [51]) but remains 
challenging to measure comprehensively. We include a 
subjective measure, the Perceived Stress Scale [11], in the 
self-report question bank. However, because individuals 
may perceive their level of chronic stress inaccurately [6] 
or self-report it differently for social reasons [101], we 
examined examples of biological material collection in 
studies such as Whitehall II and Understanding Society. 
The challenge of accurate measurement is not solely lim-
ited to stress. Chaparro et al. examined the associations 
between global self-rated health (SRH)—dichotomised to 
‘good’ or ‘poor’—with biomarker indices, namely ‘visible 
weight-related’, ‘fitness’, ‘fatigue’, and ‘disease risk’ which 
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reflected ‘different ways they may make the respondent 
feel and hence assess their health’ (2019, 2). They also 
assessed whether these associations are modified by age, 
gender, and/or socioeconomic position. They found that 
while self-rated global health is ‘overall strongly associ-
ated with objective measures of health’, ‘the strength of 
this association varies by the type of biomarker used as 
well as by gender, age, and income, though the latter to 
a lower extent than we hypothesised’ ([8], 9). They con-
clude that while ‘SRH is a valuable health indicator, cau-
tion should be taken when using SRH as the sole health 
measure when studying gender, age, and income health 
inequalities’ ([8], 9).

Given this background, Principle 5 and the additional 
ethical burden of biomarker collection in mind, we devel-
oped a module based on elements of major longitudinal 
cohort studies, particularly Understanding Society [42] 
along with others included in CLOSER [94] and White-
hall II [39, 61]. The majority of the physiological and 
recorded measures section should therefore be regarded 
as an optional add-on module, but one that deserves 
strong consideration, particularly for large studies. We 
have included evidence of association with health out-
comes for each area measured and, as such, it is also pos-
sible to select from the bank based on particular interests 
within studies or where self-reported data is insufficient. 
The generic, adaptive protocol resource presents meas-
ures for trials and pilots for which linkage to Biobank or 
the new Our Future Health study would be possible.

Access and licensing conditions
Given Principle 5 and a general commitment to trans-
formative science, we sought as fully as possible to pro-
duce Open Access protocols. While measures such as 
PHQ-9 and GAD-7 have no licence conditions attached 
to them, GHQ-12 [28] and SF-12 [117] require a paid 
licence in advance of use in studies, while EuroQol 
instruments (like EQ-5D) require licences that entail 
obligations for collaboration. WEMWBS also requires a 
licence, though conditions are relatively straightforward. 
Unpaid licences may be compatible with the spirit of 
Open Access collaboration, but paid licences pose ethical 
questions, particularly given the deployment of protocols 
for evaluation of trials intended specifically to mitigate 
health inequalities. Such interventions ought not to be 
compromised by the need to pay for survey measures, 
particularly where the validation process is unclear.

The case for payment lies in the quantity of existing 
data collected using paid measures that provides compar-
ative, and microsimulation modelling, data for trial eval-
uations, as GHQ-12 and SF-12 have been deployed for 
over 10 years within Understanding Society. GHQ’s copy-
right holder also states that ‘part of the payment received 

from permissions is paid as a royalty to the Institute of 
Psychiatry to fund research’ [27]. While this may sup-
port scholarship, it is important to note that there have 
not been any major updates to the original English ver-
sion of the measure since its introduction in the 1970s. 
For example, no child version has been developed by the 
copyright holder [27]. Similarly, SF-12, which is used as a 
measure of wellbeing by the UK Office for National Sta-
tistics, was released in 1996 with v2 in 2000 [65]. Again, 
the copyright holder has not developed a child version 
and there is no clear cost on their website [87]. As such, 
we sought to present Open Access alternatives. Our 
assessment identified a range of options that can be used 
in place of paid licence measures. In our measures bank, 
however, we highlight where paid alternatives with sub-
stantial comparative data can be sought where resources 
permit.

Trial duration and regularity of data collection
It is important to provide examples of the types of trials 
and pilots to which this resource can be applied in order 
to demonstrate the ways in which the protocol can be 
adapted. A number of schemes have been designed for 
young people. The Welsh Government [118] has imple-
mented its pilot of basic income for care leavers, while 
bases of similar schemes have been developed elsewhere 
[123]. Interest in this age group reflects concerns about 
the specific challenges posed in recent times to employ-
ment and independence, with cash transfers often pro-
posed alongside life-skills support. These schemes are 
presented as means of supporting mental health, in par-
ticular [49], and mirror previous UK welfare interven-
tions, such as the Educational Maintenance Allowance 
(EMA), which was intended to aid young people during 
a transitory period in their lives. In order to support such 
schemes, the resource features an adaptable study design 
for a pilot intervention for 18- to 20-year-olds (see Fig. 2).

Such schemes are necessarily time-limited, due to the 
ages of participants. Parameters for larger trials are less 
clear. Our model of impact indicates that pathways to 
health impact from cash transfers depend upon percep-
tion of material security and predictability that is unlikely 
to emerge during short trials and ‘micropilots’. However, 
we also note that a large intervention in the UK is likely 
only to be feasible within a period equal to a parliamen-
tary electoral cycle, leaving, at most, three years for the 
intervention and evaluation ([53], 6). This is because, 
even if funding were provided privately, government 
departments, such as the Department for Work and Pen-
sions, would be required to provide approval for pay-
ments with tax implications.

If negotiations can be undertaken with prospective 
governments ahead of elections to facilitate completion 
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of design and contracting immediately following an 
election, it may then be possible to implement the 
cash-transfer intervention for the full 3  years, with 
principal data collection of health measures com-
pleted by the end of the second year. This would avoid 
measuring effects close to the ‘cliff-edge’ return to pre-
intervention levels of income and conditionality among 
those in adulthood, though school leavers, for exam-
ple, do not return to their pre-intervention condition 
because they would no longer be children. Such a dura-
tion would still not permit observation of longer-term 
social changes and the cascading impacts of, for exam-
ple, participants returning to education. However, evi-
dence from other projects, such as the negative income 
tax experiments of the 1970s ([25], e169) suggests that 
a 3-year study could provide indications of changes in 
health behaviours (e.g. [15]) as well as self-reported and 
physiological measures that can be used in microsim-
ulation to estimate long-term health outcomes antici-
pated by the model of impact [25, 93].

Discussion
Our work on the resource has highlighted the large num-
ber of measures employed to identify health impacts, the 
issues in their deployment to evaluate cash transfer trials 
and, perhaps most importantly, the need for standardi-
sation of measures and new approaches to licencing. A 
key justification for the kinds of licenced measures that 
are currently relatively common in health studies is that 
ownership by organisations and paid licences facilitate 
the kind of resource-intensive validation, refinement and 
monitoring of impact that is necessary to ensure they 
remain relevant to the modern world. One body that 
licences materials, EuroQol, has invested effort in updat-
ing and maintaining its EQ-5D instruments, producing 
a revised version of the EQ-5D-3L [88], the EQ-5D-5L 
in 2011 [35], and a child version, the EQ-5D-Y, in 2010 
[120]. This has been done while imposing no cost and 
one condition: that would-be users agree to collaborate 
with EuroQol researchers in large, > 100,000 participant, 
studies ([20], 6). Unfortunately, EQ-5D has been used 

Fig. 2 Adaptable study design for pilot intervention for young adults
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neither in key studies of cash transfers nor major UK epi-
demiological datasets. Some copyright holders request 
payment for measures that have not been updated in 
decades or impose processes that render measures 
impractical to apply in all studies. For example, regarding 
GHQ-12, request for translation is subject to approval 
from the copyright holders, GL Assessment, which, if 
given, enables the would-be user to request translations 
separately from the MAPI Research Trust. The lack of 
public clarity on costs of licences is a significant obsta-
cle to research. While CIS-R has no licencing conditions, 
use of the online DAWBA assessment tool appears to 
be charged at £10 per assessment [124] and it is unclear 
whether licencing conditions allow for administration of 
an independent online system.

To enable transformative research and data compara-
bility between intervention evaluations and large cohort 
studies, it would be of substantial benefit for common 
measures, particularly those used for national statistics, 
to be brought into the public domain, either through 
purchase by institutions dedicated to Open Access or 
through creation and wholesale adoption of Open Access 
alternatives. Given the diversity of measures presently 
deployed in large datasets, there is also genuine need for 
data collected in calibration studies to be used to pro-
duce a tool that enables simple comparison between data 
collected via key measures, such as EQ-5D, SF-12, CIS-
R, GHQ-12, and Kessler 6. This would be of substantial 
benefit both in prospective modelling of health outcomes 
from cash transfers and in assessment of the relationship 
between income and health more broadly.

We aim for this work to be a resource for two cash 
transfer studies currently under discussion, including the 
Welsh Government pilot of basic income for care leavers, 
with piloting and co-production essential to the design of 
the final protocols. Our hope, though, is that the resource 
will be used by other researchers and funders as the start-
ing point for their own studies. It is only through this 
consistent and ongoing work that we will create data 
capable of assessing the health impact of cash transfer 
schemes and other socioeconomic interventions.

Conclusion
The design of a generic, adaptive protocol resource for 
future use in cash transfer pilot and feasibility studies and 
trials is necessarily broad as studies will vary substan-
tively depending on aims and resources. We have sought 
to put together a measures bank that will provide a much 
greater degree of comparability between data sources and 
a structure that facilitates use in microsimulation model-
ling. This provides an initial indication that health effects 
should and can be measured with valid and reliable brief 
instruments in surveys that must cover multiple topics.

The resource is intended as an initial step toward a fully 
validated system that assists in the design of pilot and fea-
sibility studies and trials by researchers from a range of 
disciplines with an interest in health impact. It presents 
initial responses to a number of issues we have identi-
fied in the existing literature. These responses can only be 
examined further in co-production with representative 
participants and through implementation of the resource 
in pilot and feasibility studies and trials themselves. This 
process of development and implementation will support 
assessment of whether or not our proposed health out-
come measures are acceptable, feasible and can be used 
with validity and reliability in the target population.

It is essential that specialists within the academic 
community work with members of the public to cre-
ate protocols that produce widely accessible compara-
ble data in pilot and feasibility studies and trials. Much 
greater collaboration, including through public funding 
of Open Access measures and integration of measures, 
is required to secure this outcome. We will continue to 
update the resource as our own work, and that of others, 
clarifies which measures are of most use, which do not 
work effectively at scale and where further improvements 
can be made. Updated versions will be made available at 
https:// doi. org/ 10. 17605/ OSF. IO/ FJH2P.

Acknowledgements
Many thanks to Howard Reed, Northumbria University, for his reviewing the 
resource for modelling purposes and Daniel Nettle, Newcastle University, for 
helping to frame the research.

Authors’ contributions
EJ conducted background research, integrated measures, produced initial 
draft. MJ supervised, provided feedback and conducted revisions. CK provided 
feedback and contributed to reframing. AV provided feedback. KP supervised, 
framed development of the resource and article, conducted revisions and 
provided feedback. All authors read and approved the final manuscript.

Funding
This research was funded by a Wellcome Trust Discretionary Award 
(223553/Z/21/Z): ‘Assessing the prospective impacts of Universal Basic 
Income on anxiety and depression among 14–24-year-olds’. Kate Pickett 
was supported by the UK Prevention Research Partnership (MR/S037527/1) 
collaboration, ActEarly. UKPRP is funded by the British Heart Foundation, 
Cancer Research UK, Chief Scientist Office of the Scottish Government Health 
and Social Care Directorates, Engineering and Physical Sciences Research 
Council, Economic and Social Research Council, Health and Social Care 
Research and Development Division (Welsh Government), Medical Research 
Council, National Institute for Health Research, Natural Environment Research 
Council, Public Health Agency (Northern Ireland), The Health Foundation and 
Wellcome.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

https://doi.org/10.17605/OSF.IO/FJH2P


Page 14 of 17Johnson et al. Pilot and Feasibility Studies            (2023) 9:51 

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

Author details
1 Northumbria University, Newcastle Upon Tyne, UK. 2 Social Work, Education 
and Community Wellbeing, Northumbria University, Newcastle upon Tyne, 
United Kingdom. 3 Public Health, Policy & Systems, University of Liverpool, 
Liverpool, UK. 4 Centre for Longitudinal Studies, UCL, London, UK. 5 Epidemiol-
ogy in the Department of Health Sciences, University of York, York, UK. 6 Centre 
for Future Health, University of York, York, UK. 

Received: 22 April 2022   Accepted: 10 March 2023

References
 1. Activity Alliance & IFF Research. Annual disability and activity survey 

2019/20. Manchester: Activity Alliance; 2020. Available at: https:// 
www. activ ityal liance. org. uk/ assets/ 000/ 003/ 311/ Annual_ Disab ility_ 
and_ Activ ity_ Surve y_% E2% 80% 93_ full_ resea rch_ report_ origi nal. pdf. 
Accessed 25 Jan 2022.

 2. Adeline A, Delattre E. Some microeconometric evidence on the rela-
tionship between health and income. Heal Econ Rev. 2017;7:27. https:// 
doi. org/ 10. 1186/ s13561- 017- 0163-5.

 3. Angold A, Costello EJ, Messer SC, Pickles A, Winder F, Silver D. Develop-
ment of a short questionnaire for use in epidemiological studies of 
depression in children and adolescence. Int J Methods Psychiatr Res. 
1995;5:237–49 Available at: https:// devepi. duhs. duke. edu/ files/ 2018/ 
03/ Angol dMFQa rticle. pdf. Accessed 23 Dec 2021.

 4. Beck S, Pulkki-Brännström A-M, Sebastián MS. Basic income – healthy 
outcome? Effects on health of an Indian basic income pilot project: a 
cluster randomised trial. J Dev Effective. 2015;7(1):111–26. https:// doi. 
org/ 10. 1080/ 19439 342. 2014. 974200.

 5. Benzeval M, Bond L, Campbell M, Egan M, Lorenc T, Petticrew M, 
Popham F. How does money influence health? York: Joseph Rowntree 
Foundation; 2014. Available at: https:// www. jrf. org. uk/ report/ how- 
does- money- influ ence- health. Accessed 19 Dec 2021.

 6. Brant H, Wetherell MA, Lightman S, Crown A, Vedhara K. An exploration 
into physiological and self-report measures of stress in preregistra-
tion doctors at the beginning and end of a clinical rotation. Stress. 
2010;13(2):155–162. https:// doi. org/ 10. 3109/ 10253 89090 30937 78.

 7. Care City. Care City Cohort. London: Care City; 2020. Available at: http:// 
www. carec ity. london/ cc- what- we- do/ 109- resea rch/ 239- care- city- 
cohort. Accessed 11 Apr 2022.

 8. Chaparro MP, Hughes A, Kumari M, Benzeval M. Is the association 
between self-rated health and underlying biomarker levels modified 
by age, gender, and household income? Evidence from Understanding 
Society – the UK Household Longitudinal Study. SSM - Popul Health. 
2019;8:100406. https:// doi. org/ 10. 1016/j. ssmph. 2019. 100406.

 9. Chung W, Ha H, Kim B. Money transfer and birth weight: evidence from 
the Alaska permanent fund dividend. Econ Inq. 2016;54(1):576–90. 
https:// doi. org/ 10. 1111/ ecin. 12235.

 10. Clinical Practice Research Datalink. Clinical practice research datalink. 
2022. Available at: https:// cprd. com/. Accessed 19 March 2022.

 11. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived 
stress. J Health Soc Behav. 1988;24(4):385–96. https:// doi. org/ 10. 2307/ 
21364 04.

 12. Centre for Longitudinal Studies. Millennium cohort study. 2022a. 
Available at: https:// cls. ucl. ac. uk/ cls- studi es/ mille nnium- cohort- study/. 
Accessed 10 Feb 2022.

 13. Centre for Longitudinal Studies. Next steps. 2022b. (Avail able at:  https:// 
cls. ucl. ac. uk/ cls- studi es/ next- steps/. Accessed 10 Feb 2022.

 14. Cooper K, Stewart K. Does household income affect children’s 
outcomes? A systematic review of the evidence. Child Indic Res. 
2021;14:981–1005. https:// doi. org/ 10. 1007/ s12187- 020- 09782-0.

 15. Costello EJ, Erkanli A, Copeland W, Angold A. Association of family 
income supplements in adolescence with development of psychiatric 
and substance use disorders in adulthood among an American Indian 
population. JAMA. 2010;303(19):1954–60. https:// doi. org/ 10. 1001/ jama. 
2010. 621.

 16. Department for Work and Pensions. Family resources survey: financial 
year 2019/20 – Disability data tables. 2021. Available at: https:// www. 
gov. uk/ gover nment/ stati stics/ family- resou rces- survey- finan cial- year- 
2019- to- 2020. Accessed 4 Dec 2021.

 17. Department for Work and Pensions, Office for National Statistics & Nat-
Cen Social Research. ‘Family Resources Survey, 2019-2020 data collec-
tion’, UK Data Service; 2021. https:// doi. org/ 10. 5255/ UKDA- SN- 8802-1.

 18. Dwyer P, Scullion L, Jones K, McNeill J, Stewart ABR. Work, welfare, and 
wellbeing: the impacts of welfare conditionality on people with mental 
health impairments in the UK. Soc Policy Admin. 2020;54(2):311–26. 
https:// doi. org/ 10. 1111/ spol. 12560.

 19. English Longitudinal Study of Ageing. English longitudinal study of 
ageing. 2021. Available at: https:// www. elsa- proje ct. ac. uk. Accessed 10 
Feb 2022.

 20. EuroQol Research Foundation. EQ-5D user license policy: procedure 
and fee structure. Rotterdam: EuroQol Research Foundation; 2021. 
Available at: https:// euroq ol. org/ suppo rt/ docum ents/ eq- 5d- user- licen 
se- policy/. Accessed 23 Jan 2022.

 21. Faragher EB, Cass M, Cooper CL. The relationship between job satisfac-
tion and health: a meta-analysis. Occup Environ Med. 2005;62(2):105–
12. https:// doi. org/ 10. 1136/ oem. 2002. 006734.

 22. Farber G, Wolpert M, Kemmer D. Common measures for mental health 
science: laying the foundations. 2020. Available at: https:// wellc ome. 
org/ sites/ defau lt/ files/ CMB- and- CMA- July- 2020- pdf. pdf. Accessed 7 Feb 
2022.

 23. Forget EL. The town with no poverty: the health effects of a Cana-
dian guaranteed annual income field experiment. Can Public Policy. 
2011;37(3):283–305. https:// doi. org/ 10. 3138/ cpp. 37.3. 283.

 24. Francis SE. Assessment of symptoms of DSM-IV anxiety and depression 
in children: a revised child anxiety and depression scale. Behav Res Ther. 
2000;38(8):835–55. https:// doi. org/ 10. 1016/ s0005- 7967(99) 00130-8.

 25. Gibson M, Hearty W, Craig P. The public health effects of interven-
tions similar to basic income: a scoping review. Lancet Public Health. 
2020;5(3):e165–76. https:// doi. org/ 10. 1016/ S2468- 2667(20) 30005-0.

 26. Gilbert E, Jongsma H, Moulton V, Patalay P, Ploubidis GB. Calibration 
of mental health and cognitive ability measures. London: Institute of 
Education, UCL; 2019. Available at: https:// esrc. ukri. org/ files/ fundi ng/ 
fundi ng- oppor tunit ies/ calib ration- of- mental- health- and- cogni tive- abili 
ty- measu res/. Accessed 24 Jan 2022.

 27. GL Assessment. ‘FAQs’, GL assessment support. 2022. Available at: 
https:// suppo rt. gl- asses sment. co. uk/ knowl edge- base/ asses sments/ 
gener al- health- quest ionna ire- suppo rt/ about- the- gener al- health- quest 
ionna ire/ faqs/. Accessed 7 Feb 2022.

 28. Goldberg DP. Manual of the general health questionnaire. Windsor: 
NFER Publishing; 1978.

 29. Goodman R, Ford T, Richards H, Gatward R, Meltzer H. The develop-
ment and well-being assessment: description and initial validation of 
an integrated assessment of child and adolescent psychopathology. J 
Child Psychol Psychiatry. 2000;41(5):645–55. https:// doi. org/ 10. 1111/j. 
1469- 7610. 2000. tb023 45.x.

 30. Government Digital Service. Universal credit. London: GOV.UK; 2021. 
Available at: Avail able at:  https:// www. gov. uk/ unive rsal- credit/ what- 
youll- get. Accessed 21 Jan 2022.

 31. Government Statistical Service. Harmonised standards and guidance 
by topic. 2022. Available at: https:// gss. civil servi ce. gov. uk/ guida nces/ 
harmo nised- stand ards- guida nce/. Accessed 5 Feb 2022.

 32. Grover C. Violent proletarianisation: social murder, the reserve army 
of labour and social security “austerity” in Britain. Crit Soc Policy. 
2019;39:335–55. https:// doi. org/ 10. 1177/ 02610 18318 816932.

 33. Hamilton L, Mulvale JP. “Human again”: the (Unrealized) Promise of Basic 
Income in Ontario. J Poverty. 2019;23(7):576–99. https:// doi. org/ 10. 
1080/ 10875 549. 2019. 16162 42.

 34. Hannan MT. Noneconomic outcomes. In: Palmer JL, Pechman JA, 
editors. Welfare in rural areas: the North Carolina-Iowa income main-
tenance experiment. Washington DC: Brookings Institution; 1978. p. 
183–210.

 35. Herdman M, Gudex C, Lloyd A, Janssen MF, Kind P, Parkin D, Bonsel G, 
Badia X. Development and preliminary testing of the new five-level ver-
sion of EQ-5D (EQ-5D-5L). Qual Life Res. 2011;20(10):1727–36. https:// 
doi. org/ 10. 1007/ s11136- 011- 9903-x.

https://www.activityalliance.org.uk/assets/000/003/311/Annual_Disability_and_Activity_Survey_%E2%80%93_full_research_report_original.pdf
https://www.activityalliance.org.uk/assets/000/003/311/Annual_Disability_and_Activity_Survey_%E2%80%93_full_research_report_original.pdf
https://www.activityalliance.org.uk/assets/000/003/311/Annual_Disability_and_Activity_Survey_%E2%80%93_full_research_report_original.pdf
https://doi.org/10.1186/s13561-017-0163-5
https://doi.org/10.1186/s13561-017-0163-5
https://devepi.duhs.duke.edu/files/2018/03/AngoldMFQarticle.pdf
https://devepi.duhs.duke.edu/files/2018/03/AngoldMFQarticle.pdf
https://doi.org/10.1080/19439342.2014.974200
https://doi.org/10.1080/19439342.2014.974200
https://www.jrf.org.uk/report/how-does-money-influence-health
https://www.jrf.org.uk/report/how-does-money-influence-health
https://doi.org/10.3109/10253890903093778
http://www.carecity.london/cc-what-we-do/109-research/239-care-city-cohort
http://www.carecity.london/cc-what-we-do/109-research/239-care-city-cohort
http://www.carecity.london/cc-what-we-do/109-research/239-care-city-cohort
https://doi.org/10.1016/j.ssmph.2019.100406
https://doi.org/10.1111/ecin.12235
https://cprd.com/
https://doi.org/10.2307/2136404
https://doi.org/10.2307/2136404
https://cls.ucl.ac.uk/cls-studies/millennium-cohort-study/
https://cls.ucl.ac.uk/cls-studies/next-steps/
https://cls.ucl.ac.uk/cls-studies/next-steps/
https://doi.org/10.1007/s12187-020-09782-0
https://doi.org/10.1001/jama.2010.621
https://doi.org/10.1001/jama.2010.621
https://www.gov.uk/government/statistics/family-resources-survey-financial-year-2019-to-2020
https://www.gov.uk/government/statistics/family-resources-survey-financial-year-2019-to-2020
https://www.gov.uk/government/statistics/family-resources-survey-financial-year-2019-to-2020
https://doi.org/10.5255/UKDA-SN-8802-1
https://doi.org/10.1111/spol.12560
https://www.elsa-project.ac.uk
https://euroqol.org/support/documents/eq-5d-user-license-policy/
https://euroqol.org/support/documents/eq-5d-user-license-policy/
https://doi.org/10.1136/oem.2002.006734
https://wellcome.org/sites/default/files/CMB-and-CMA-July-2020-pdf.pdf
https://wellcome.org/sites/default/files/CMB-and-CMA-July-2020-pdf.pdf
https://doi.org/10.3138/cpp.37.3.283
https://doi.org/10.1016/s0005-7967(99)00130-8
https://doi.org/10.1016/S2468-2667(20)30005-0
https://esrc.ukri.org/files/funding/funding-opportunities/calibration-of-mental-health-and-cognitive-ability-measures/
https://esrc.ukri.org/files/funding/funding-opportunities/calibration-of-mental-health-and-cognitive-ability-measures/
https://esrc.ukri.org/files/funding/funding-opportunities/calibration-of-mental-health-and-cognitive-ability-measures/
https://support.gl-assessment.co.uk/knowledge-base/assessments/general-health-questionnaire-support/about-the-general-health-questionnaire/faqs/
https://support.gl-assessment.co.uk/knowledge-base/assessments/general-health-questionnaire-support/about-the-general-health-questionnaire/faqs/
https://support.gl-assessment.co.uk/knowledge-base/assessments/general-health-questionnaire-support/about-the-general-health-questionnaire/faqs/
https://doi.org/10.1111/j.1469-7610.2000.tb02345.x
https://doi.org/10.1111/j.1469-7610.2000.tb02345.x
https://www.gov.uk/universal-credit/what-youll-get
https://www.gov.uk/universal-credit/what-youll-get
https://gss.civilservice.gov.uk/guidances/harmonised-standards-guidance/
https://gss.civilservice.gov.uk/guidances/harmonised-standards-guidance/
https://doi.org/10.1177/0261018318816932
https://doi.org/10.1080/10875549.2019.1616242
https://doi.org/10.1080/10875549.2019.1616242
https://doi.org/10.1007/s11136-011-9903-x
https://doi.org/10.1007/s11136-011-9903-x


Page 15 of 17Johnson et al. Pilot and Feasibility Studies            (2023) 9:51  

 36. Hochlaf D, Quilter-Pinner H, Kibasi T. Ending the blame game. London: 
IPPR; 2019. Available at: http:// www. ippr. org/ resea rch/ publi catio ns/ 
ending- the- blame- game. Accessed 20 Jan 2022.

 37. Hudson-Sharp N, Munro-Lott N, Rolfe H, Runge J, National Institute 
of Economic and Social Research. The impact of welfare reform and 
welfare-to-work programmes: an evidence review. Manchester: Equality 
and Human Rights Commission; 2018. Available at: https:// www. equal 
ityhu manri ghts. com/ sites/ defau lt/ files/ resea rch- report- 111- cumul 
ative- impact- asses sment- evide nce- review. pdf. Accessed 29 March 
2022.

 38. Idler EL, Benyamini Y. Self-rated health and mortality: a review of 
twenty-seven community studies. J Health Soc Behav. 1997;38(1):21–
37. https:// doi. org/ 10. 2307/ 29553 59.

 39. Institute of Epidemiology & Health Care. ‘Clinical measures’, Whitehall 
II. 2019. Available at: https:// www. ucl. ac. uk/ epide miolo gy- health- care/ 
resea rch/ epide miolo gy- and- public- health/ resea rch/ white hall- ii/ data- 
colle ction/ clini cal- measu res. Accessed 10 March 2022.

 40. Institute of Epidemiology & Health Care. Whitehall II. 2022. Available at: 
https:// www. ucl. ac. uk/ epide miolo gy- health- care/ resea rch/ epide miolo 
gy- and- public- health/ resea rch/ white hall- ii. Accessed 10 Feb 2022.

 41. Institute for Fiscal Studies. Your household’s income: where do you fit 
in? 2021. Available at: https:// ifs. org. uk/ tools_ and_ resou rces/ where_ 
do_ you_ fit_ in. Accessed 10 Feb 2022.

 42. Institute for Social and Economic Research. ‘Health, biomarkers, genet-
ics and epigenetics data’, Understanding Society. 2017. (Avail able at:  
https:// www. under stand ingso ciety. ac. uk/ docum entat ion/ health- asses 
sment. Accessed 10 March 2022.

 43. Institute for Social and Economic Research. Understanding society: 
dataset documentation - household Grid module. 2020a. Available at: 
https:// www. under stand ingso ciety. ac. uk/ docum entat ion/ mains tage/ 
datas et- docum entat ion/ wave/ 11/ quest ionna ire- module/ hhgrid_ w11. 
Accessed 6 Feb 2022.

 44. Institute for Social and Economic Research. Understanding society: 
dataset documentation - questionnaire modules. 2020b. Available at: 
https:// www. under stand ingso ciety. ac. uk/ docum entat ion/ mains tage/ 
datas et- docum entat ion/ quest ionna ire- modul es. Accessed 6 Feb 2022.

 45. Institute for Social and Economic Research. Understanding Society. 
2022. Available at: https:// www. under stand ingso ciety. ac. uk/. Accessed 
6 Feb 2022.

 46. Johnson EA, Johnson MT, Webber L. Measuring the health impact of 
Universal Basic Income as an upstream intervention: holistic trial design 
that captures stress reduction is essential. Evid Policy. 2020. https:// doi. 
org/ 10. 1332/ 17442 6420X 15820 27467 4068.

 47. Johnson E, Nettle D. Fairness, generosity and conditionality in the wel-
fare system: the case of UK disability benefits. Global Discourse. 2020. 
https:// doi. org/ 10. 1332/ 20437 8920X 15989 75115 2011.

 48. Johnson E, Spring E. The activity trap. Manchester: Activity Alliance; 
2018. Available at: https:// www. activ ityal liance. org. uk/ how- we- help/ 
resea rch/ 4404- the- activ ity- trap- benefi ts- or- being- fit. Accessed 29 
March 2022.

 49. Johnson EA, Webster H, Thorold R, Morrison J, Mathers A, Reed H, 
Kypridemos C, Villadsen A, Parra-Mujica F, Cookson R, Nettle D, Pickett K, 
Johnson MT. Challenging the mental health crisis: how universal basic 
income can address youth anxiety and depression. London: Royal Soci-
ety of Arts; 2022. https:// www. thersa. org/ globa lasse ts/_ found ation/ 
new- site- blocks- and- images/ repor ts/ 2022/ 10/ rsa- ubi- full- report- final. 
pdf.

 50. Johnson MT, Degerman D, Geyer R. Exploring the health case for 
Universal Basic income: evidence from GPs working with precarious 
groups. Basic Income Stud. 2019;14(2):1–11. https:// doi. org/ 10. 1515/ 
bis- 2019- 0008 20190008.

 51. Johnson MT, Johnson E. Stress, domination and basic income: consider-
ing a citizens’ entitlement response to a public health crisis. Soc Theory 
Health. 2019;17(2):253–71. https:// doi. org/ 10. 1057/ s41285- 018- 0076-3.

 52. Johnson MT, Johnson EA, Nettle D, Pickett K. Designing trials of Univer-
sal Basic Income for health impact. J Public Health. 2022;44(2):408–16. 
https:// doi. org/ 10. 1093/ pubmed/ fdaa2 55.

 53. Johnson MT, Johnson EA, Webber L, Friebel R, Lansley S, Reed H, Wild-
man J. Modelling the size, cost and health impacts of universal basic 
income: what can be done in advance of a trial? Health Serv Outcomes 
Res Method. 2021. https:// doi. org/ 10. 1007/ s10742- 021- 00246-8.

 54. Johnson MT, Johnson EA, Webber L, Pickett K. Why we must work 
toward a recognised international standard in evaluation of upstream 
interventions. Evidence & Policy Blog; 2020. Available at: https:// evide 
ncean dpoli cyblog. co. uk/ 2021/ 01/ 06/ why- we- must- work- toward- a- 
recog nised- inter natio nal- stand ard- in- evalu ation- of- upstr eam- inter 
venti ons/ Accessed: 6 Jan 2022.

 55. Kangas O, Jauhiainen S, Simanainen M, Ylikännö M. The basic income 
experiment 2017–2018 in Finland. Helsinki: Ministry of Social Affairs; 
2019. Available at: https:// julka isut. valti oneuv osto. fi/ handle/ 10024/ 
161361. Accessed 29 March 2022.

 56. Kangas O. Making of the Finnish basic income experiment. In: Kangas 
O, Jauhiainen S, Simanainen M, Ylikanno M, editors. Experimenting with 
unconditional basic income: lessons from the Finnish BI experiment. 
Cheltenham: Edward Elgar Publishing; 2021. p. 2017–8. https:// doi. org/ 
10. 4337/ 97818 39104 855.

 57. Kessler RC, Barker PR, Colpe LJ, Epstein JF, Gfroerer JC, Hiripi E, Howes 
MJ, Normand S-LT, Manderscheid RW, Walters EE, Zaslavsky AM. Screen-
ing for serious mental illness in the general population. Arch Gen 
Psychiatry. 2003;60:184–9. https:// doi. org/ 10. 1001/ archp syc. 60.2. 184.

 58. Kim K. The relationships between income inequality, welfare 
regimes and aggregate health: a systematic review. Eur J Pub Health. 
2017;27(3):397–404. https:// doi. org/ 10. 1093/ eurpub/ ckx055.

 59. Kondo N, Sembajwe G, Kawachi I, van Dam RM, Subramanian SV, Yama-
gata Z. Income inequality, mortality, and self rated health: meta-analysis 
of multilevel studies. BMJ. 2009;339:b4471. https:// doi. org/ 10. 1136/ bmj. 
b4471.

 60. Kroenke K, Spitzer RL, Williams JBW. The PHQ-9: validity of a brief 
depression severity measure. J Gen Intern Med. 2001;16:606–13. 
https:// doi. org/ 10. 1046/j. 1525- 1497. 2001. 01600 9606.x.

 61. Kumari M, Shipley M, Stafford M, Kivimaki M. Association of diurnal 
patterns in salivary cortisol with all-cause and cardiovascular mortal-
ity: findings from the Whitehall II Study. J Clin Endocrinol Metab. 
2011;96(5):1478–85. https:// doi. org/ 10. 1210/ jc. 2010- 2137.

 62. Lansley S, Reed H, Johnson MT, Johnson EA, Pickett KE. How universal 
basic income could cut poverty and mitigate our health crisis. London: 
Compass; 2022.

 63. Lewis G. Assessing psychiatric disorder with a human interviewer or a 
computer. J Epidemiol Community Health. 1994;48:207–10. https:// doi. 
org/ 10. 1136/ jech. 48.2. 207.

 64. Lewis G, Pelosi A, Araya R, Dunn G. Measuring psychiatric disorder in 
the community: a standardized assessment for use by lay interviewers. 
Psychol Med. 1992;22(2):465–86. https:// doi. org/ 10. 1017/ S0033 29170 
00304 15.

 65. Mapi Research Trust. ‘SF-12 Health Survey (SF-12v2® / SF-12v2®)’, ePRO-
VIDE. 2022. Available at: https:// eprov ide. mapi- trust. org/ instr uments/ 
sf- 12- health- survey. Accessed 7 Feb 2022.

 66. Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J. Health equity in 
England: the Marmot Review 10 years on. London: Institute of Health 
Equity; 2020. Available at: https:// www. insti tuteo fheal thequ ity. org/ 
resou rces- repor ts/ marmot- review- 10- years- on. Accessed 10 Sept 2021.

 67. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, Geddes 
I. Fair society, healthy lives: the Marmot review. London: The Marmot 
Review; 2010. Available at: https:// www. insti tuteo fheal thequ ity. org/ 
resou rces- repor ts/ fair- socie ty- healt hy- lives- the- marmot- review. 
Accessed 25 Aug 2021.

 68. Mayer S. What money can’t buy: family income and children’s life 
chances. Cambridge: Harvard University Press; 1997.

 69. McCartney G, Hearty W, Arnot J, Popham F, Cumbers A, McMaster R. 
Impact of political economy on population health: a systematic review 
of reviews. Am J Public Health. 2019;109(6):e1–12. https:// doi. org/ 10. 
2105/ AJPH. 2019. 305001.

 70. McElroy E, Villadsen A, Patalay P, Goodman A, Richards M, Northstone K, 
Fearon P, Tibber M, Gondek D, Ploubidis GB. Harmonisation and meas-
urement properties of mental health measures in six British cohorts. 
London: CLOSER; 2020. Available at: https:// www. closer. ac. uk/ wp- conte 
nt/ uploa ds/ 210715- Harmo nisat ion- measu rement- prope rties- mental- 
health- measu res- briti sh- cohor ts. pdf. Accessed 21 Jan 2022.

 71. McManus S, Bebbington P, Jenkins R, Brugha T. Mental health and well-
being in England: adult psychiatric morbidity survey 2014. Leeds: NHS 
Digital; 2016. Available at: https:// files. digit al. nhs. uk/ pdf/q/ 3/ mental_ 

http://www.ippr.org/research/publications/ending-the-blame-game
http://www.ippr.org/research/publications/ending-the-blame-game
https://www.equalityhumanrights.com/sites/default/files/research-report-111-cumulative-impact-assessment-evidence-review.pdf
https://www.equalityhumanrights.com/sites/default/files/research-report-111-cumulative-impact-assessment-evidence-review.pdf
https://www.equalityhumanrights.com/sites/default/files/research-report-111-cumulative-impact-assessment-evidence-review.pdf
https://doi.org/10.2307/2955359
https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/whitehall-ii/data-collection/clinical-measures
https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/whitehall-ii/data-collection/clinical-measures
https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/whitehall-ii/data-collection/clinical-measures
https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/whitehall-ii
https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/whitehall-ii
https://ifs.org.uk/tools_and_resources/where_do_you_fit_in
https://ifs.org.uk/tools_and_resources/where_do_you_fit_in
https://www.understandingsociety.ac.uk/documentation/health-assessment
https://www.understandingsociety.ac.uk/documentation/health-assessment
https://www.understandingsociety.ac.uk/documentation/health-assessment
https://www.understandingsociety.ac.uk/documentation/mainstage/dataset-documentation/wave/11/questionnaire-module/hhgrid_w11
https://www.understandingsociety.ac.uk/documentation/mainstage/dataset-documentation/wave/11/questionnaire-module/hhgrid_w11
https://www.understandingsociety.ac.uk/documentation/mainstage/dataset-documentation/questionnaire-modules
https://www.understandingsociety.ac.uk/documentation/mainstage/dataset-documentation/questionnaire-modules
https://www.understandingsociety.ac.uk/
https://doi.org/10.1332/174426420X15820274674068
https://doi.org/10.1332/174426420X15820274674068
https://doi.org/10.1332/204378920X15989751152011
https://www.activityalliance.org.uk/how-we-help/research/4404-the-activity-trap-benefits-or-being-fit
https://www.activityalliance.org.uk/how-we-help/research/4404-the-activity-trap-benefits-or-being-fit
https://www.thersa.org/globalassets/_foundation/new-site-blocks-and-images/reports/2022/10/rsa-ubi-full-report-final.pdf
https://www.thersa.org/globalassets/_foundation/new-site-blocks-and-images/reports/2022/10/rsa-ubi-full-report-final.pdf
https://www.thersa.org/globalassets/_foundation/new-site-blocks-and-images/reports/2022/10/rsa-ubi-full-report-final.pdf
https://doi.org/10.1515/bis-2019-0008
https://doi.org/10.1515/bis-2019-0008
https://doi.org/10.1057/s41285-018-0076-3
https://doi.org/10.1093/pubmed/fdaa255
https://doi.org/10.1007/s10742-021-00246-8
https://evidenceandpolicyblog.co.uk/2021/01/06/why-we-must-work-toward-a-recognised-international-standard-in-evaluation-of-upstream-interventions/
https://evidenceandpolicyblog.co.uk/2021/01/06/why-we-must-work-toward-a-recognised-international-standard-in-evaluation-of-upstream-interventions/
https://evidenceandpolicyblog.co.uk/2021/01/06/why-we-must-work-toward-a-recognised-international-standard-in-evaluation-of-upstream-interventions/
https://evidenceandpolicyblog.co.uk/2021/01/06/why-we-must-work-toward-a-recognised-international-standard-in-evaluation-of-upstream-interventions/
https://julkaisut.valtioneuvosto.fi/handle/10024/161361
https://julkaisut.valtioneuvosto.fi/handle/10024/161361
https://doi.org/10.4337/9781839104855
https://doi.org/10.4337/9781839104855
https://doi.org/10.1001/archpsyc.60.2.184
https://doi.org/10.1093/eurpub/ckx055
https://doi.org/10.1136/bmj.b4471
https://doi.org/10.1136/bmj.b4471
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1210/jc.2010-2137
https://doi.org/10.1136/jech.48.2.207
https://doi.org/10.1136/jech.48.2.207
https://doi.org/10.1017/S0033291700030415
https://doi.org/10.1017/S0033291700030415
https://eprovide.mapi-trust.org/instruments/sf-12-health-survey
https://eprovide.mapi-trust.org/instruments/sf-12-health-survey
https://www.instituteofhealthequity.org/resources-reports/marmot-review-10-years-on
https://www.instituteofhealthequity.org/resources-reports/marmot-review-10-years-on
https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
https://doi.org/10.2105/AJPH.2019.305001
https://doi.org/10.2105/AJPH.2019.305001
https://www.closer.ac.uk/wp-content/uploads/210715-Harmonisation-measurement-properties-mental-health-measures-british-cohorts.pdf
https://www.closer.ac.uk/wp-content/uploads/210715-Harmonisation-measurement-properties-mental-health-measures-british-cohorts.pdf
https://www.closer.ac.uk/wp-content/uploads/210715-Harmonisation-measurement-properties-mental-health-measures-british-cohorts.pdf
https://files.digital.nhs.uk/pdf/q/3/mental_health_and_wellbeing_in_england_full_report.pdf


Page 16 of 17Johnson et al. Pilot and Feasibility Studies            (2023) 9:51 

health_ and_ wellb eing_ in_ engla nd_ full_ report. pdf. Accessed 24 Jan 
2022.

 72. NHS Digital. Mental health of children and young people in England, 
2021. Leeds: NHS Digital; 2021. Available at: https:// digit al. nhs. uk/ 
data- and- infor mation/ publi catio ns/ stati stical/ mental- health- of- child 
ren- and- young- people- in- engla nd/ 2021- follow- up- to- the- 2017- survey. 
Accessed 24 Jan 2022.

 73. NHS Digital. General practice data hub. 2022a. Available at: https:// digit 
al. nhs. uk/ data- and- infor mation/ data- tools- and- servi ces/ data- servi ces/ 
gener al- pract ice- data- hub. Accessed 6 Feb 2022.

 74. NHS Digital. Provisional Monthly Hospital Episode Statistics for Admit-
ted Patient Care, Outpatient and Accident and Emergency data, April 
2021 - November 2021. 2022b. Available at: https:// digit al. nhs. uk/ data- 
and- infor mation/ publi catio ns/ stati stical/ hospi tal- episo de- stati stics- for- 
admit ted- patie nt- care- outpa tient- and- accid ent- and- emerg ency- data/ 
april- 2021--- novem ber- 2021. Accessed 6 Feb 2022.

 75. Office for Health Improvement and Disparities. Public health profiles. 
2022. Available at: https:// finge rtips. phe. org. uk/. Accessed 6 Feb 2022.

 76. Office for National Statistics. Census 2021 milestones. 2022a. Available 
at: https:// www. ons. gov. uk/ census/ censu stran sform ation progr amme/ 
censu s2021 miles tones. Accessed 4 Feb 2022.

 77. Office for National Statistics. Crime in England and Wales: police force 
area data tables: Year ending September 2021 edition of this dataset. 
2022b. Available at: https:// www. ons. gov. uk/ peopl epopu latio nandc 
ommun ity/ crime andju stice/ datas ets/ polic eforc earea datat ables. 
Accessed 4 Feb 2022.

 78. Office for National Statistics. Nomis: official labour market statistics 
(online). 2022c. Available at: https:// www. nomis web. co. uk/. Accessed 6 
Feb 2022.

 79. Office for National Statistics. Recorded crime data by community safety 
partnership area: year ending September 2021 edition of this dataset. 
2022d. Available at: https:// www. ons. gov. uk/ peopl epopu latio nandc 
ommun ity/ crime andju stice/ datas ets/ recor dedcr imeda tabyc ommun 
itysa fetyp artne rship area. Accessed 4 Feb 2022.

 80. Parra-Mujica F, Johnson E, Reed H, Cookson R, Johnson M. Understand-
ing the relationship between income and mental health among 
16- to 24-year-olds: analysis of 10 waves (2009–2020) of understand-
ing society to enable modelling of income interventions. PLoS ONE. 
2023;18:e0279845. https:// doi. org/ 10. 1371/ journ al. pone. 02798 45.

 81. Pepper G, Nettle D. The behavioural constellation of deprivation: 
Causes and consequences. Behavioral and Brain Sciences. 2017;40:E314. 
https:// doi. org/ 10. 1017/ S0140 525X1 60023 4X.

 82. Pickett KE, Wilkinson RG. Income inequality and health: a causal review. 
Soc Sci Med. 2015;128:316–26. https:// doi. org/ 10. 1016/j. socsc imed. 
2014. 12. 031.

 83. Pote I. What science has shown can help young people with anxiety 
and depression: Identifying and reviewing the ‘active ingredients’ of 
effective interventions. London: Wellcome Trust; 2021. Available at: 
https:// wellc ome. org/ repor ts/ what- scien ce- has- shown- can- help- 
young- people- anxie ty- and- depre ssion. Accessed 20 Dec 2021.

 84. Public Health Scotland. Acute hospital activity and NHS beds informa-
tion (quarterly). 2021. Available at: https:// publi cheal thsco tland. scot/ 
publi catio ns/ acute- hospi tal- activ ity- and- nhs- beds- infor mation- quart 
erly/ acute- hospi tal- activ ity- and- nhs- beds- infor mation- quart erly- quart 
er- ending- 30- june- 2021/ data- files/. Accessed 6 Feb 2022.

 85. Public Health Scotland. ‘General Practice (Group)’, Scottish Health and 
Social Care Open Data. 2022. Available at: https:// www. opend ata. nhs. 
scot/ group/ gener al- pract ice. Accessed 6 Feb 2022.

 86. Public Health Wales. ’Observatory’, Public Health Wales (Online). 2022. 
https:// phw. nhs. wales/ servi ces- and- teams/ obser vatory/ data- and- analy 
sis/.

 87. QualityMetric. The SF-12v2® Health Survey. QualityMetric; 2022. Avail-
able at: https:// www. quali tymet ric. com/ health- surve ys- old/ the- sf- 
12v2- health- survey/ Accessed: 7 Feb 2022

 88. Rabin R, de Charro F. EQ-5D: a measure of health status from the Euro-
Qol Group. Ann Med. 2001;33(5):337–43. https:// doi. org/ 10. 3109/ 07853 
89010 90020 87.

 89. Ray D, Linden M. Health, inequality and income: a global study using 
simultaneous model. J Econ Struct. 2018;7:22. https:// doi. org/ 10. 1186/ 
s40008- 018- 0121-3.

 90. Reche E, König H-H, Hajek A. Income, self-rated health, and morbidity. 
a systematic review of longitudinal studies. Int J Environ Res Public 
Health. 2019;16(16):2884.

 91. Reed HR, Johnson MT, Lansley S, Johnson EA, Stark G, Pickett KE. Univer-
sal basic Income is affordable and feasible: evidence from UK economic 
microsimulation modelling. J Poverty Soc Justice. 2023. https:// doi. org/ 
10. 1332/ 17598 2721X 16702 36835 2393.

 92. Rhode PC, Froehlich-Grobe K, Hockemeyer JR, Carlson JA, Lee J. Assess-
ing stress in disability: developing and piloting the disability related 
stress scale. Disabil Health J. 2012;5(3):168–76. https:// doi. org/ 10. 1016/j. 
dhjo. 2012. 03. 002.

 93. Romero J, Esopo K, McGuire J, Haushofer J. ‘The effect of economic 
transfers on psychological well-being and mental health’, Working 
paper (online). 2021. Available at: https:// bit. ly/ 3zVvQ EJ. Accessed 23 
Dec 2021.

 94. Ruiz M, Benzeval M, Kumari M. A guide to biomarker data in the CLOSER 
studies. London: CLOSER; 2017. Available at: https:// www. closer. ac. uk/ 
wp- conte nt/ uploa ds/ CLOSER- resou rce-A- guide- to- the- bioma rker- 
data- in- the- CLOSER- studi es. pdf. Accessed 17 March 2022.

 95. Rutter M, Tizard J, Whitmore K. Education, health and behaviour. Lon-
don: Longmans; 1970.

 96. Scottish Government. Recorded crime in Scotland, 2020–2021: 6 Tables. 
2021a. Available at: https:// www. gov. scot/ publi catio ns/ recor ded- 
crime- scotl and- 2020- 2021/ pages/7/. Accessed 4 Feb 2022.

 97. Scottish Government. Scottish crime and justice survey interactive 
data tool. 2021b. Available at: https:// scotl and. shiny apps. io/ sg- scott ish- 
crime- justi ce- survey/. Accessed: 4 Feb 2022.

 98. Scottish Government. Scottish Health Survey; 2022. Available at: 
https:// stati stics. gov. scot/ data/ scott ish- health- survey- local- area- level- 
data [Accessed: 6 Feb 2022]

 99. Scottish Public Health Observatory. ScotPHO Online Profiles Tool. 2022. 
Available at: https:// www. scotp ho. org. uk/ compa rative- health/ profi les/ 
online- profi les- tool. Accessed 6 Feb 2022.

 100. Shahidi FV, Ramraj C, Sod-Erdene O, Hildebrand V, Siddiqi A. The impact 
of social assistance programs on population health: a systematic review 
of research in high-income countries. BMC Public Health. 2019;19:2. 
https:// doi. org/ 10. 1186/ s12889- 018- 6337-1.

 101. Simpson EEA, McConville C, Rae G, O’Connor JM, Stewart-Knox BJ, 
Coudray C, Strain JJ. Salivary cortisol, stress and mood in healthy older 
adults: the Zenith study. Biological Psychology. 2008;78(1):1–9. https:// 
doi. org/ 10. 1016/j. biops ycho. 2007. 12. 001.

 102. Sohal K, Mason D, Birkinshaw J, West J, McEachan R, Elshehaly M, 
Cooper D, Shore R, McCooe M, Lawton T, Mon-Williams M, Sheldon T, 
Bates C, Wood M, Wright J. ‘Connected Bradford: a whole system data 
linkage accelerator’ [version 1; peer review: awaiting peer review]. 
Wellcome Open Res. 2022;7:26. https:// doi. org/ 10. 12688/ wellc omeop 
enres. 17526.1.

 103. Spitzer RL, Kroenke K, Williams JBW, Löwe B. A brief measure for 
assessing generalized anxiety disorder: the GAD-7. Arch Intern Med. 
2006;166(10):1092–7. https:// doi. org/ 10. 1001/ archi nte. 166. 10. 1092.

 104. Sport England. Active lives online. 2022. Available at: https:// activ elives. 
sport engla nd. org/. Accessed 6 Feb 2022.

 105. Ståhl C, MacEachen E. Universal basic income as a policy response to 
COVID-19 and precarious employment: potential impacts on rehabilita-
tion and return-to-work. J Occup Rehabil. 2021;31:3–6. https:// doi. org/ 
10. 1007/ s10926- 020- 09923-w.

 106. Standing G. Basic income as common dividends: piloting a transforma-
tive policy. London: Progressive Economy Forum; 2019. Available at: 
https:// www. progr essiv eecon omyfo rum. com/ wp- conte nt/ uploa ds/ 
2019/ 05/ PEF_ Pilot ing_ Basic_ Income_ Guy_ Stand ing. pdf. Accessed 11 
Feb 2022.

 107. Steel N, Hardcastle AC, Bachmann MO, Richards SH, Mounce LTA, Clark 
A, Lang I, Melzer D, Campbell J. Economic inequalities in burden of ill-
ness, diagnosis and treatment of five long-term conditions in England: 
panel study. BMJ Open. 2014;410:e005530. https:// doi. org/ 10. 1136/ 
bmjop en- 2014- 005530.

 108. Sun Y, Sun J, Zhao Y, Cheng A, Zhou J. A new comprehensive oral health 
literacy scale: Development and psychometric evaluation. BMC Oral 
Health. 2021;21:429. https:// doi. org/ 10. 1186/ s12903- 021- 01795-7.

 109. Tennant R, Hiller L, Fishwick R, Platt S, Joseph S, Weich S, Parkinson J, 
Secker J, Stewart-Brown S. The Warwick-Edinburgh Mental Well-being 

https://files.digital.nhs.uk/pdf/q/3/mental_health_and_wellbeing_in_england_full_report.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/general-practice-data-hub
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/general-practice-data-hub
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/general-practice-data-hub
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2021---november-2021
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2021---november-2021
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2021---november-2021
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2021---november-2021
https://fingertips.phe.org.uk/
https://www.ons.gov.uk/census/censustransformationprogramme/census2021milestones
https://www.ons.gov.uk/census/censustransformationprogramme/census2021milestones
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/datasets/policeforceareadatatables
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/datasets/policeforceareadatatables
https://www.nomisweb.co.uk/
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/datasets/recordedcrimedatabycommunitysafetypartnershiparea
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/datasets/recordedcrimedatabycommunitysafetypartnershiparea
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/datasets/recordedcrimedatabycommunitysafetypartnershiparea
https://doi.org/10.1371/journal.pone.0279845
https://doi.org/10.1017/S0140525X1600234X
https://doi.org/10.1016/j.socscimed.2014.12.031
https://doi.org/10.1016/j.socscimed.2014.12.031
https://wellcome.org/reports/what-science-has-shown-can-help-young-people-anxiety-and-depression
https://wellcome.org/reports/what-science-has-shown-can-help-young-people-anxiety-and-depression
https://publichealthscotland.scot/publications/acute-hospital-activity-and-nhs-beds-information-quarterly/acute-hospital-activity-and-nhs-beds-information-quarterly-quarter-ending-30-june-2021/data-files/
https://publichealthscotland.scot/publications/acute-hospital-activity-and-nhs-beds-information-quarterly/acute-hospital-activity-and-nhs-beds-information-quarterly-quarter-ending-30-june-2021/data-files/
https://publichealthscotland.scot/publications/acute-hospital-activity-and-nhs-beds-information-quarterly/acute-hospital-activity-and-nhs-beds-information-quarterly-quarter-ending-30-june-2021/data-files/
https://publichealthscotland.scot/publications/acute-hospital-activity-and-nhs-beds-information-quarterly/acute-hospital-activity-and-nhs-beds-information-quarterly-quarter-ending-30-june-2021/data-files/
https://www.opendata.nhs.scot/group/general-practice
https://www.opendata.nhs.scot/group/general-practice
https://phw.nhs.wales/services-and-teams/observatory/data-and-analysis/
https://phw.nhs.wales/services-and-teams/observatory/data-and-analysis/
https://www.qualitymetric.com/health-surveys-old/the-sf-12v2-health-survey/
https://www.qualitymetric.com/health-surveys-old/the-sf-12v2-health-survey/
https://doi.org/10.3109/07853890109002087
https://doi.org/10.3109/07853890109002087
https://doi.org/10.1186/s40008-018-0121-3
https://doi.org/10.1186/s40008-018-0121-3
https://doi.org/10.1332/175982721X16702368352393
https://doi.org/10.1332/175982721X16702368352393
https://doi.org/10.1016/j.dhjo.2012.03.002
https://doi.org/10.1016/j.dhjo.2012.03.002
https://bit.ly/3zVvQEJ
https://www.closer.ac.uk/wp-content/uploads/CLOSER-resource-A-guide-to-the-biomarker-data-in-the-CLOSER-studies.pdf
https://www.closer.ac.uk/wp-content/uploads/CLOSER-resource-A-guide-to-the-biomarker-data-in-the-CLOSER-studies.pdf
https://www.closer.ac.uk/wp-content/uploads/CLOSER-resource-A-guide-to-the-biomarker-data-in-the-CLOSER-studies.pdf
https://www.gov.scot/publications/recorded-crime-scotland-2020-2021/pages/7/
https://www.gov.scot/publications/recorded-crime-scotland-2020-2021/pages/7/
https://scotland.shinyapps.io/sg-scottish-crime-justice-survey/
https://scotland.shinyapps.io/sg-scottish-crime-justice-survey/
https://statistics.gov.scot/data/scottish-health-survey-local-area-level-data
https://statistics.gov.scot/data/scottish-health-survey-local-area-level-data
https://www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool
https://www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool
https://doi.org/10.1186/s12889-018-6337-1
https://doi.org/10.1016/j.biopsycho.2007.12.001
https://doi.org/10.1016/j.biopsycho.2007.12.001
https://doi.org/10.12688/wellcomeopenres.17526.1
https://doi.org/10.12688/wellcomeopenres.17526.1
https://doi.org/10.1001/archinte.166.10.1092
https://activelives.sportengland.org/
https://activelives.sportengland.org/
https://doi.org/10.1007/s10926-020-09923-w
https://doi.org/10.1007/s10926-020-09923-w
https://www.progressiveeconomyforum.com/wp-content/uploads/2019/05/PEF_Piloting_Basic_Income_Guy_Standing.pdf
https://www.progressiveeconomyforum.com/wp-content/uploads/2019/05/PEF_Piloting_Basic_Income_Guy_Standing.pdf
https://doi.org/10.1136/bmjopen-2014-005530
https://doi.org/10.1136/bmjopen-2014-005530
https://doi.org/10.1186/s12903-021-01795-7


Page 17 of 17Johnson et al. Pilot and Feasibility Studies            (2023) 9:51  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Scale (WEMWBS): development and UK validation. Health Qual Life 
Outcomes. 2007;5:63. https:// doi. org/ 10. 1186/ 1477- 7525-5- 63.

 110. The Lancet. Editorial: income, health, and social welfare policies. Lancet 
Public Health. 2020;5:e127. https:// doi. org/ 10. 1016/ S2468- 2667(20) 
30034-7.

 111. Thiru K, Goldblatt P, Hogarth S. Guide to the creation of a whole 
systems data set. London: Tower Hamlets Together; 2018. Available at: 
https:// www. tower hamle tstog ether. com/ our- work/ whole- syste ms- 
datas et- proje ct. Accessed 11 Apr 2022.

 112. Thoits PA. Stress and health: major findings and policy implications. J 
Health Soc Behav. 2010;51(S):S41–53. https:// doi. org/ 10. 1177/ 00221 
46510 383499.

 113. Tibber MS, Walji F, Kirkbride JB, Huddy V. The association between 
income inequality and adult mental health at the subnational level—a 
systematic review. Soc Psychiatry Psychiatr Epidemiol. 2021. https:// doi. 
org/ 10. 1007/ s00127- 021- 02159-w.

 114. Topping A. ‘Guidance on sex question in census must be changed, high 
court rules’, The Guardian. 2021. Available at: https:// www. thegu ardian. 
com/ uk- news/ 2021/ mar/ 09/ guida nce- on- sex- quest ion- in- uk- census- 
must- be- chang ed- high- court- rules. Accessed 5 Feb 2022.

 115. Villadsen A, Johnson EA, Cookson R, Johnson, MT. How far can interven-
tions to increase income improve adolescent mental health? Evidence 
from the millennium cohort study and next steps. J Prev Health Promot 
2022. In Press 2023.

 116. Watkins J, Wulaningsih W, Da Zhou C, Marshall DC, Sylianteng GDC, 
Dela Rosa PG, Miguel VA, Raine R, King LP, Maruthappu M. Effects of 
health and social care spending constraints on mortality in England: 
a time trend analysis. BMJ Open. 2017;7:e017722. https:// doi. org/ 10. 
1136/ bmjop en- 2017- 017722.

 117. Ware JE, Kosinski M, Keller SD. A 12-item short-form health survey: 
construction of scales and preliminary tests of reliability and validity. 
Med Care. 1996;34(3):220–33. https:// doi. org/ 10. 1097/ 00005 650- 19960 
3000- 00003.

 118. Welsh Government. Basic income pilot for care leavers: overview of the 
scheme GOV.WALES. 2022. Available at: https:// www. gov. wales/ basic- 
income- pilot- care- leave rs- overv iew- scheme. Accessed 31 Jan 2023.

 119. Wickham S, Bentley L, Rose T, Whitehead M, Taylor-Robinson D, Barr 
B. Effects on mental health of a UK welfare reform, Universal Credit: a 
longitudinal controlled study. Lancet Public Health. 2020;5(3):e157–64. 
https:// doi. org/ 10. 1016/ S2468- 2667(20) 30026-8.

 120. Wille N, Badia X, Bonsel G, Burstrom K, Cavrini G, Devlin N, Egmar AC, 
Greiner W, Gusi N, Herdman M, Jelsma J. Development of the EQ-5D-Y: 
a child-friendly version of the EQ-5D. Qual Life Res. 2010;19(6):875–86. 
https:// doi. org/ 10. 1007/ s11136- 010- 9648-y.

 121. Women’s Budget Group Spirals of inequality. How unpaid care is at the 
heart of gender inequalities. 2020. Available at: https:// wbg. org. uk/ wp- 
conte nt/ uploa ds/ 2020/ 04/ Accom panyi ng- paper- FINAL. pdf. Accessed 
29 March 2022.

 122. Working Group on Inequalities in Health. Black Report. London: Depart-
ment of Health and Social Security; 1980. Available at: https:// www. 
soche alth. co. uk/ natio nal- health- servi ce/ public- health- and- wellb eing/ 
pover ty- and- inequ ality/ the- black- report- 1980/ black- report- forew ord/. 
Accessed 2 Aug 2020.

 123. Wright J, Hayward AC, West J, Pickett KE, McEachan RM, Mon-Williams 
M, Christie N, Vaughan L, Sheringham J, Haklay M, Sheard L, Dickerson J, 
Barber S, Small N, Cookson R, Garnett P, Bywater T, Pleace N, Brunner EJ, 
Cameron C, Ucci M, Cummins S, Fancourt D, Kandt J, Longley P, Morris 
S, Ploubidis G, Savage R, Aldridge RW, Hopewell D, Yang T, Mason D, 
Santorelli G, Romano R, Bryant M, Crosby L, Sheldon T. ActEarly: a City 
Collaboratory approach to early promotion of good health and wellbe-
ing. Wellcome Open Res. 2019;4:156. https:// doi. org/ 10. 12688/ wellc 
omeop enres. 15443.1.

 124. Youthinmind. ‘Computer programs’, DAWBA. 2019a. Available at: https:// 
dawba. info/ f0. html. Accessed 7 Feb 2022.

 125. Youthinmind. DAWBA. 2019. Available at: https:// www. dawba. info/. 
Accessed 6 Feb 2022.

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

https://doi.org/10.1186/1477-7525-5-63
https://doi.org/10.1016/S2468-2667(20)30034-7
https://doi.org/10.1016/S2468-2667(20)30034-7
https://www.towerhamletstogether.com/our-work/whole-systems-dataset-project
https://www.towerhamletstogether.com/our-work/whole-systems-dataset-project
https://doi.org/10.1177/0022146510383499
https://doi.org/10.1177/0022146510383499
https://doi.org/10.1007/s00127-021-02159-w
https://doi.org/10.1007/s00127-021-02159-w
https://www.theguardian.com/uk-news/2021/mar/09/guidance-on-sex-question-in-uk-census-must-be-changed-high-court-rules
https://www.theguardian.com/uk-news/2021/mar/09/guidance-on-sex-question-in-uk-census-must-be-changed-high-court-rules
https://www.theguardian.com/uk-news/2021/mar/09/guidance-on-sex-question-in-uk-census-must-be-changed-high-court-rules
https://doi.org/10.1136/bmjopen-2017-017722
https://doi.org/10.1136/bmjopen-2017-017722
https://doi.org/10.1097/00005650-199603000-00003
https://doi.org/10.1097/00005650-199603000-00003
https://www.gov.wales/basic-income-pilot-care-leavers-overview-scheme
https://www.gov.wales/basic-income-pilot-care-leavers-overview-scheme
https://doi.org/10.1016/S2468-2667(20)30026-8
https://doi.org/10.1007/s11136-010-9648-y
https://wbg.org.uk/wp-content/uploads/2020/04/Accompanying-paper-FINAL.pdf
https://wbg.org.uk/wp-content/uploads/2020/04/Accompanying-paper-FINAL.pdf
https://www.sochealth.co.uk/national-health-service/public-health-and-wellbeing/poverty-and-inequality/the-black-report-1980/black-report-foreword/
https://www.sochealth.co.uk/national-health-service/public-health-and-wellbeing/poverty-and-inequality/the-black-report-1980/black-report-foreword/
https://www.sochealth.co.uk/national-health-service/public-health-and-wellbeing/poverty-and-inequality/the-black-report-1980/black-report-foreword/
https://doi.org/10.12688/wellcomeopenres.15443.1
https://doi.org/10.12688/wellcomeopenres.15443.1
https://dawba.info/f0.html
https://dawba.info/f0.html
https://www.dawba.info/

	Designing a generic, adaptive protocol resource for the measurement of health impact in cash transfer pilot and feasibility studies and trials in high-income countries
	Abstract 
	Introduction 
	Methods 
	Results 
	Discussion 

	Key messages
	Introduction
	Aims and objectives
	Existing evidence: income, health and welfare
	Microsimulation’s role and requirements


	Methods
	Results
	Routine collection and baseline data
	Demographic and economic
	Routine, population-level health indicators
	Area-level crime
	Health data for comparison with trials (direct and public health impacts)
	Linked data at local or regional level
	Self-reported questions
	Demographics (determinants of health)
	Socioeconomic status and household composition (determinants of health and indirect socioeconomic outcomes)
	Self-reported health and wellbeing (direct health impacts)
	Physiological measures (direct health impacts)
	Access and licensing conditions
	Trial duration and regularity of data collection


	Discussion
	Conclusion
	Acknowledgements
	References


