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1.0 INTRODUCTION
The 2030 Agenda for Sustainable Development, agreed by all 193 United Nations member states in 2015, sets out 17 interconnected goals designed to address shared global challenges from poverty to climate change (United Nations, 2023). Unlike previous international frameworks, it explicitly recognises that progress on health cannot be separated from progress on fairness, opportunity and living standards. This report provides a critical analysis of two foundational goals: SDG 3: Good Health and Wellbeing, which aims to ensure healthy lives and promote wellbeing for people of all ages, and SDG 10: Reduced Inequalities, which seeks to narrow gaps within and between countries. I evaluate how these goals operate across global, national and local levels, focusing on UK policy and delivery in Birmingham, and argue that we cannot achieve fair, sustainable health outcomes without tackling inequality as a core priority.
To assess how effectively interventions influence health choices, I apply two leading behaviour change frameworks: the Health Belief Model (Rosenstock, 1966), which centres on individual awareness and motivation, and Social Cognitive Theory (Bandura, 1986), which highlights how personal action is shaped by social norms, physical environments and confidence to change. I also draw on the Social Determinants of Health framework (Marmot et al., 2020) to critique policies that focus only on individual behaviour while overlooking wider structural barriers. Evidence is drawn from a balanced mix of peer‑reviewed journal articles, academic textbooks, independent research institute reports and official policy documents, rather than relying only on web‑based information. The report includes data, figures and detailed discussion of behavioural impacts, before setting out evidence‑based recommendations.

2.0 SDG 3: GOOD HEALTH AND WELLBEING
2.1 Global context and progress
SDG 3 sets out 13 specific targets, including reducing premature mortality from non‑communicable diseases (NCDs) such as heart disease and diabetes by one‑third, ending preventable deaths of children under five, achieving universal health coverage, and improving mental health support (World Health Organization, 2023). Global delivery is led by the WHO’s Global Action Plan for Healthy Lives and Well‑Being for All, which coordinates work across UN agencies and national governments, alongside a dedicated framework for NCD prevention running to 2030.

Figure 1: Progress towards SDG 3 – reduction in premature NCD mortality, 2015–2023
Source: WHO, 2023, p.12
Caption: Progress slowed sharply after 2019, with the COVID‑19 pandemic reversing earlier gains in low‑ and middle‑income countries.
While these frameworks have raised global awareness, implementation remains inconsistent. A systematic review by Costa et al. (2022) of 117 national health plans found that only 22% of countries have fully integrated prevention into routine primary care, with most spending over 80% of health budgets on treatment rather than stopping illness before it starts. Labonté and Ruckert (2019) argue that global strategies often overlook root causes such as international trade rules that promote cheap, ultra‑processed food, or lack of investment in clean housing and safe public space. Bambra et al. (2021) add that even when countries meet national targets, the benefits rarely reach the most deprived communities, widening existing health gaps. For example, while global smoking rates have fallen by 9% since 2015, this drop is twice as large in high‑income nations as in low‑income regions, showing how broad targets can mask deep unfairness in who benefits from progress (WHO, 2023).
2.2 National policy and behavioural impact
In England, SDG 3 is advanced through the NHS Long Term Plan (Department of Health and Social Care, 2019), which commits to shifting focus from crisis treatment to long‑term prevention and reducing health disparities. Two major population‑level programmes are the Better Health Campaign and the NHS Health Check Programme, both designed to encourage healthier behaviours.
The Better Health Campaign uses television, social media and local advertising to raise awareness of obesity, smoking and physical inactivity. It is explicitly based on the Health Belief Model: the idea that people change behaviour when they understand their personal risk, see clear benefits to acting, and believe they can overcome barriers (Rosenstock, 1966). Official data shows 78% of UK adults recognise the campaign (Public Health England, 2022), but peer‑reviewed analysis by Robson et al. (2023) found sustained behaviour change was 12% lower in the most deprived areas compared to the most affluent. This exposes a key limitation of the model: it assumes everyone has equal resources to act on advice, ignoring barriers like higher healthy food costs, irregular shift work, or lack of safe places to walk or exercise. Many people in low‑income groups already know the risks of poor diet or inactivity but simply cannot afford or access the options promoted in national campaigns.
Social Cognitive Theory (Bandura, 1986) offers a more complete explanation: people need confidence, supportive environments and visible examples of change as much as information. Povey et al. (2022) reviewed 45 public health campaigns and found that those combining advice with practical support – such as free leisure access or subsidised fruit and vegetables – increased physical activity by 34%, compared to just 11% for information‑only campaigns. This shows national messaging would be far more effective if paired with real‑world help that meets people where they are.
The NHS Health Check Programme offers free cardiovascular risk assessments for all adults aged 40–74, covering blood pressure, cholesterol and lifestyle advice. Uptake varies significantly by area, as shown in Table 1.
Table 1: NHS Health Check uptake by deprivation quintile, England 2022–2023
Table
	Deprivation Group
	Uptake (%)

	Most affluent
	61.2

	2nd
	56.7

	3rd
	51.0

	4th
	44.3

	Most deprived
	39.1


Source: Office for Health Improvement and Disparities, 2023, p.9
Chang et al. (2024) found uptake was also 27% lower in areas with large ethnic minority populations, due to language barriers, appointments only available during working hours, or mistrust of services built up over years of feeling overlooked. Even when people attend, Cochrane et al. (2023) found clinical benefits were three times smaller in deprived areas, showing access alone does not deliver fair outcomes – people also need consistent follow‑up and tailored support after their check.
2.3 Local delivery in Birmingham
Birmingham’s Health and Wellbeing Strategy 2025–2030 aims to narrow the 12‑year gap in healthy life expectancy between the city’s richest and poorest wards. The Birmingham Active programme invests £28 million in new walking routes, park improvements and free community sport sessions in priority neighbourhoods. Ahmed et al. (2023) found participation was 41% higher in wards with improved green spaces, confirming that supportive environments boost the confidence central to Social Cognitive Theory. Local outreach teams also work with faith groups and community centres to share information in languages spoken across the city, helping to build trust where traditional NHS communication has fallen short.
However, significant barriers remain. West Midlands Combined Authority (2024) found 62% of residents in deprived areas avoid outdoor activity due to poor air quality or lack of safe, well‑lit routes after dark. Birmingham City Council (2024) reports 12 central wards still exceed legal nitrogen dioxide limits, showing local action cannot overcome national failures to regulate emissions or invest fairly in infrastructure. This means even motivated people living in these areas cannot safely act on advice to walk or cycle more.
2.4 Recommendations
1. Design interventions around Social Cognitive Theory, combining health information with practical support such as subsidised fresh food and free leisure access (Glanz et al., 2021).
2. Deliver Health Checks in community hubs, faith centres and workplaces, with flexible evening and weekend appointments to fit around working patterns (Chang et al., 2024).
3. 	Increase the share of NHS revenue funding allocated to prevention to at least 10%. The NHS Confederation (2022) sets out the economic case for this, calculating that every £1 invested in prevention delivers around £14 in long‑term savings by reducing demand for emergency and hospital care.
3.0 SDG 10: REDUCED INEQUALITIES
3.1 Global evidence
SDG 10 aims to reduce income gaps, eliminate discrimination and ensure equal opportunity for all groups (United Nations, 2023). Since 2015, inequality has risen in 70% of countries, with the richest 10% holding over half of all global wealth (United Nations Department of Economic and Social Affairs, 2024).
These economic divides translate directly into health gaps. Pickett and Wilkinson (2022) analysed data from 30 high‑income countries and found that more unequal societies have higher rates of chronic illness, mental health problems and infant mortality – regardless of average national wealth. The Marmot Review (2020) found people in the poorest groups live 18 fewer healthy years than those in the richest groups. Bambra et al. (2021) warn that until inequality is treated as central to health policy, progress will remain limited, because health outcomes follow the distribution of power and resources.
3.2 National policy gaps
The UK’s Levelling Up White Paper (HM Government, 2022) promises to reduce regional and social disparities, but independent analysis shows little measurable progress. The Institute for Fiscal Studies (2025) reports that between 2020 and 2025, the poorest 10% saw real incomes fall by 7.4%, while the richest 10% saw a 1.2% rise. Health inequality has also widened, with the life expectancy gap between most and least deprived areas growing by 2.3 months (Health Foundation, 2024).
Current approaches often treat health and inequality as separate priorities. The Health Inequalities Improvement Programme allocates extra funding to high‑need areas but runs on short‑term three‑year grants and is not coordinated with housing, employment or education policy. Bambra et al. (2023) found cross‑sector action reduced health inequalities by 19%, compared to just 3% for health‑only interventions, showing siloed working limits impact. For example, a healthy eating campaign will have little effect if benefit cuts leave families unable to afford fresh food, or if housing policy pushes up fuel bills and leaves less money for groceries.
3.3 Local experience in Birmingham
Birmingham has some of England’s highest deprivation rates: 27% of children live in poverty and limiting long‑term illness is 2.1 times more common in the poorest wards (Birmingham City Council, 2025).
Figure 2: Healthy life expectancy in Birmingham – most vs least deprived wards, 2023
Source: West Midlands Combined Authority, 2024, p.21
Caption: A 12‑year gap separates healthy life expectancy in the most and least deprived areas.
The Birmingham Fairness Commission (2023) recommends fair pay, affordable housing and inclusive growth. Its Warm Homes, Healthy Lives scheme funds heating upgrades for low‑income households; Taylor et al. (2024) found this reduced respiratory illness by 28% and improved mental wellbeing by 19%, showing how action on SDG 10 directly supports SDG 3. However, only 18% of eligible households have received support, and Birmingham gets £127 less per person in public health funding than similar metropolitan areas (West Midlands Combined Authority, 2024). This means local leaders cannot scale up successful work even when they know it works.
3.4 Recommendations
1. Use proportionate universalism: invest across all communities while directing extra resources to those with greatest need (Marmot et al., 2020).
2. Mandate Health Equity Impact Assessments for all new policies, as used in Scotland, to check how changes will affect disadvantaged groups before they are introduced (Scottish Government, 2024).
3. Devolve long‑term funding and budget control to combined authorities, replacing short‑term grants that stop teams from planning ahead (Local Government Association, 2023).

4.0 CONCLUSION
Achieving SDG 3 is impossible without advancing SDG 10. Too many policies rely on the Health Belief Model and assume people only need more information to change, ignoring the barriers that stop disadvantaged groups acting on advice. Social Cognitive Theory and the social determinants approach show we need to improve environments and opportunities as well as awareness, and that behaviour change is a two‑way process between people and the world around them.
In Birmingham, strong local work is undermined by national funding gaps and inconsistent cross‑government policy. To deliver fair health outcomes, we must integrate health and inequality action across housing, employment and education, give local areas long‑term resources, and build fairer systems rather than asking disadvantaged people to change alone.
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