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[bookmark: _Toc235189744]Introduction
There is growing awareness of the interconnectedness between health, wellbeing and sustainable development as priorities for the world. In 2015, the United Nations (UN) set out with ambitious goals to eliminate poverty, reduce inequality and improve health by 2030, through a universal framework known as the Sustainable Development Goals (SDGs) (Sachs et al., 2022). This report critically looks at the effects of SDG 3 (Good Health and Wellbeing) and SDG 10 (Reduced Inequalities) on citizens across the globe, nationally and at the local level. Health inequalities are one of the most stubborn challenges to meeting SDG 3; hence, the choice of SDG 10. Marmot et al. (2020, p.4) say that health inequalities are 'not inevitable but the product of social and economic policies and conditions in which people are born, grow, live, work, and age '. In their article, Wuyts and Mold (2022) suggest that the SDGs offer a useful, but not consensual, framework – both with a strong visionary element and inequalities in the implementation potential between countries. This report assesses the success of social prescribing in the UK and then offers policy recommendations based on the evidence.
[bookmark: _Toc235189745]SDG 3: Good Health and Wellbeing
[bookmark: _Toc235189746]2.1 Global Impact
SDG 3 focuses on 'Healthy lives and promoting wellbeing at all ages' with thirteen targets ranging from communicable disease control to mental health and universal health coverage (Lim et al., 2022). Much has been done at the international level. The authors of the study found that under-5 mortality rates in low- and middle-income countries had dropped by 59% from 1990 to 2019, due to progress in the provision of maternal and child health services. But there has been significant unevenness in progress. The COVID-19 pandemic resulted in a 25% rise in anxiety and depression globally, and disrupted vital health care services (Santomauro et al., 2021). Lim et al. (2022) also determined that none of the countries was on course to meet all SDG 3 targets by 2030, and that low-income countries faced a higher risk of missing the targets with respect to health system capacity and financing. Global policy commitments and service delivery have supported progress towards SDG 3. The WHO Global Action Plan for Healthy Lives and Well-being for All (2019) was a commitment to support financing, data and delivery systems to be aligned around the SDG 3 targets. The 2018 Astana Declaration recognised universal health coverage (UHC) as the main pathway to achieve these goals. Kruk et al. (2018), however, contend that political will is not matched by similar efforts to invest in quality health systems, especially in low-income countries, where many countries provide access to health care without ensuring its effectiveness. This policy-practice disconnect contributes to the universal aspirations, unequal attainability tension identified above.
[bookmark: _Toc235189747]National Impact: The United Kingdom
As part of SDG 3, there are a variety of national policies and strategies in place in the UK. To achieve health for all, it is necessary to act on the social determinants of health: the structural conditions of income, education, housing and employment that have a much greater impact on health outcomes than clinical interventions alone (Dahlgren and Whitehead, 2021). Mental health services provision in the UK has been a major concern. Psychological therapy waiting times are more than eighteen weeks, and mental health services only make up 13% of the NHS budget, despite making up 28% of the total disease burden (Thornicroft et al., 2022). The UK's main policy response is the NHS Long Term Plan (NHS England, 2019), which will fund the allocation of resources based on need, focusing on areas of highest health inequalities. This will have measurable targets to reduce inequalities by 2028/ 2029. While in practice, however, an analysis of local health systems' responses to the Long-Term Plan revealed that health inequalities were discussed vaguely and inconsistently (Olivera et al., 2022). This indicates a certain degree of national policy architecture, but the implementation of consistent local actions is restricted (Kapur et al., 2022).
[bookmark: _Toc235189748]Target 3.4: Mental Health and Wellbeing
The main thrust of Target 3.4 is to reduce premature mortality due to non-communicable diseases and promote mental health and wellbeing. Around a quarter of adults in England (1 in 4) have a mental health problem over the course of a year (McManus et al., 2022). Williams and Etkins (2021) highlight the numerous barriers, such as stigma, structural racism in health services and culturally insensitive provision, faced by the Black, Asian and Minority Ethnic (BAME) communities, where national progress on Target 3.4 falls far short of what is experienced by these communities. To achieve Target 3.4, targeted, culturally competent provision needs to be disaggregated by ethnicity, deprivation and geography to ensure that equitable outcomes are achieved (Patel et al., 2022).
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[bookmark: _Toc235189750]Global and National Impact
SDG 10 seeks to cut inequality within and between countries, as inequality is a major constraint to the achievement of SDGs (Chetty et al., 2022). There is a relationship between health inequality and social inequality, and they are both shaped by and are drivers of that social inequality. Among other factors, disparities in access to clean water, nutrition, education and healthcare (Lim et al., 2022) contribute to the fact that in low-income countries life expectancy can be 30 years lower than in high-income countries globally. In the UK, residents of the most deprived communities experience 9.5 fewer HEYs than those in the least deprived communities (Marmot et al., 2020). Since 2010, when austerity measures were introduced, life expectancy improvements in England have come to a standstill, with life expectancy in the most deprived communities falling for women, according to Marmot et al. (2020). This is an example of public spending decisions as health policy, regardless of their actual health policy heading.
[bookmark: _Toc235189751]Talk about how SDG 3 intersects with SDG 10.
SDG 3 and SDG 10 are intrinsically linked. Bad health perpetuates poverty, and poverty drives bad health, as Marmot et al (2020) describe as the social gradient of health. Bambra et al. (2021) show how the COVID-19 pandemic increased the socioeconomic health inequalities that already existed in England, with the death rate in the most deprived areas of England being more than double that in the least deprived areas. This is an indicator of the structural inequalities in housing, work, health services and the like, which cannot be resolved by any one clinical intervention. In line with the principle of ‘proportionate universalism', which calls for the most investment where the need is the greatest, Chetty et al. (2022) state that a coordinated effort in education, income support, and housing and employment is required to reduce health inequality. If not adopted across sectors, health programs could improve the average result at the expense of exacerbating inequality, especially among youth, who are a priority because their digital and social contexts have a long-term impact on wellbeing (Viner et al., 2022).
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[bookmark: _Toc235189753]Overview and Theoretical Basis
Social prescribing, a person-centred initiative that helps health practitioners link people with community-based, non-clinical social determinants of health (SDOH) interventions and activities, helps patients find services they need beyond medical care (Chatterjee et al., 2023). Usually involve arts and crafts, physical activity, gardening, debt advice, befriending and volunteering. Theoretically, Social prescribing is based on the biopsychosocial model, which acknowledges that physical, psychological and social factors are inextricably intertwined in shaping health and wellbeing (Engel, 1977 cited in Husk et al., 2022). It stands in direct opposition to the reductionist approach of the biomedical model to treating disease and instead asks what can happen upstream to create ill health. Social prescribing is integrated into Primary Care Networks in the UK and has a National Target of 900,000 referrals per year (Kimberlee, 2023).

Social prescribing also serves as a vehicle for advancing the SDG10 policy. Social prescribing is also specifically mentioned as a measure to tackle health inequalities in the NHS Long Term Plan (NHS England, 2019), with Primary Care Networks (PCN) being asked to focus on referrals to the most deprived neighbourhoods as part of the broader inequalities funding formula outlined above. This places social prescribing not just as a wellbeing intervention but as a form of proportionate universalism in action in which non-clinical support should be targeted at individuals in the highest social need (Chetty et al., 2022).
[bookmark: _Toc235189754]Effectiveness: Evidence and Outcomes.
The evidence base for social prescribing is expanding but has some methodological variety. Chatterjee et al (2023) performed a systematic review and identified the consistent relationship between social prescribing and the measurable benefits on mental wellbeing, loneliness and self-reported quality of life in a variety of UK populations. A large-scale evaluation of link worker schemes in England also identified positive impacts on social isolation and anxiety for participants from deprived communities (Husk et al. 2022).

Social prescribing is also explained by use of the Health Belief Model (HBM), which posits that a person's involvement in a health behaviour is a function of one's beliefs about susceptibility, severity, benefits and barriers to a behaviour (Rosenstock, 1974). In this context, a patient's motivation to participate in a community activity is influenced by clinical need, but also whether they think it will make a positive difference to their wellbeing, and whether practical barriers such as cost, transport and stigma are manageable. Bandura's (2004) Social Cognitive Theory also emphasises the self-efficacy level of self-confidence in performing a behaviour and maintaining the behaviour over time. These models show that to be successful, social prescribing needs more than referral. This relies on link workers being active to build patients' confidence and overcome perceived barriers, which may account for the variability in engagement and drop-off in the evidence base (Chatterjee et al., 2023).
[bookmark: _Toc235189755]Limitations and Critical Evaluation
Social prescribing has huge potential with a robust evidence base but has big barriers that need to be explored. Firstly, methodological inconsistencies reduce the evidence base. There are large differences between various outcome measures, durations of follow-up, and control conditions in the studies, making comparisons and generalisations difficult (Chatterjee et al., 2023). Self-reports of outcomes, often in the absence of control groups, create weak causal inferences. Secondly, there is an uneven geographic distribution of provision. Husk et al. (2022) identified that rural communities and areas with less developed third-sector infrastructure have significantly less access to social prescribing activities, which could create a ‘postcode lottery’ in that they receive the intervention where it is least needed. Third, Marmot et al. (2020) make the point that if the upstream structural factors affecting poverty insecure work and inadequate housing are not addressed, then community-based interventions can only partially address the social determinants of poor health. Social prescribing does not tackle the root causes of inequality. Fourth, Morse et al. (2022) reported that link workers often have burdensome caseloads and little training and supervision, which is a concern for service quality and retention. While these are restrictions on the value of social prescribing, they highlight the need for investment, standardisation and equity-based commissioning, which is systematic.

[bookmark: _Toc235189756]Recommendations
The following evidence-based recommendations are made to reinforce existing policies and initiatives.
Recommendation 1: Introduce a system of fee-for-service payments for social prescribing providers. Ethnic, deprivation and geographical outcomes and referral information must be disaggregated to ensure inequities in access are identified and tackled. This is a direct contribution to SDG 10, and the principle of proportionate universalism (Chetty et al., 2022).
Recommendation 2: Make investments in community infrastructure in deprived areas. There needs to be specific funding for third sector organisations in the most deprived communities alongside national roll-out of social prescribing. If there is no investment in the supply side, demand will not be fulfilled (Marmot et al., 2020).
Recommendation 3: Create a standardised outcomes framework. There should be a nationally standardised framework for the social prescribing outcomes measure for robust evaluation and comparison between sites by NHS England. This would enhance commissioning decisions and evidence base (Chatterjee et al., 2023).
Recommendation 4: Seek to tackle the gap in mental health treatment. Funding for mental health should be proportionate to its 28% contribution to disease burden, and services need to be co-designed with BAME communities to address structural barriers (Thornicroft et al., 2022; Williams and Etkins, 2021).
Recommendation 5: Structural actions on the social determinants. To achieve SDG 3 and SDG 10, a cross-government approach to poverty, housing and employment is needed. Bambra et al. (2021) prove that upstream policy, from all government departments, is necessary to resolve health inequalities, not just health services.

[bookmark: _Toc235189757]Conclusion
This report has examined and critically analysed the impact of SDG 3 and SDG 10 at global, national and local levels on the citizens. There is a deep connection between both goals: inequality can only be addressed if health is improved and health can only be improved if inequality is addressed. The UK has made real progress in terms of reducing child mortality and investment into mental health. Yet, according to Marmot et al. (2020), these gains have been tenuous and unbalanced to date. Social prescribing is a new and exciting model that evokes SDG 3 and SDG 10 values in the local landscape and is truly holistic and cost-effective. The limitations found, such as inconsistency of evidence, geographical inequality, stresses on the workforce, and structural inadequacy, need to be systematically addressed through investment, standardisation, and political commitment. The fact is that, according to Bambra et al. (2021), health inequalities need not be inevitable, it is a product of policy choices. It's equally determined that it will come to a reversal.
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