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1. [bookmark: _Toc222755756]Introduction
This report critically evaluates how SDG 3 (Good Health and Wellbeing) and SDG 4 (Quality Education) shape citizens’ health outcomes, using education as an upstream social determinant of health as the central lens.
The SDGs are relevant since they represent a universally accepted policy framework (upheld by all UN Member States in 2015) connecting health, wellbeing, equity and sustainability into one people and planet agenda (United Nations, 2015). The SDGs are also designed to be explicitly integrated and indivisible, i.e. progress in one goal (e.g., education) can push or hold back progress in another (e.g., health), necessary where factors beyond the healthcare systems are the source of major health inequalities. This framing is especially applicable to SDG 3 guaranteeing healthy lives and wellbeing throughout the life course and SDG 4 guaranteeing inclusive, equitable quality education and lifelong learning which directly overlap with health literacy, capabilities, and life chances (UNDP, 2015).
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Figure 1: Sustainable Development Goals (United Nations, 2015)
The report is divided into two parts. Section 1 examines SDG 3 based on global and national/local efforts (e.g., prevention vs treatment balance), and incorporates the Health Belief Model to measure behaviour change mechanisms (perceived threat, cues to action, self-efficacy). Section 2 discusses SDG 4 using global agendas and country examples, with an application of the Social Cognitive Theory, the Social Determinants of Health perspective, and the Capability Approach by Sen to assess the role of education systems in wellbeing. The conclusion will summarize the findings and policy coherence implications in SDGs 3 and 4.
2. [bookmark: _Toc222755757]SDG 3: Good Health and Wellbeing 
SDG 3 commits governments to ensure healthy lives and promote wellbeing for all at all ages, spanning communicable disease control (e.g., vaccination), non-communicable disease prevention, mental health, and universal health coverage (UHC). In practice, SDG 3 is operationalised through global strategies that emphasise measurable progress and system strengthening rather than single-issue programmes (United Nations, 2015). The World Health Organization’s (WHO) Thirteenth General Programme of Work (GPW13) and its triple billion framing (more people benefiting from UHC, better protected from health emergencies, and enjoying better health and wellbeing) exemplify this results-oriented approach and explicitly position WHO delivery as anchored in the health-related SDGs (WHO, 2019). 
At the global level, WHO strategies increasingly present health as a system-level outcome requiring governance, financing, primary care capacity, and data infrastructure. For example, WHO’s global health strategy planning for the post-GPW13 period stresses alignment across the health ecosystem and country-level impact, an implicit recognition that SDG 3 progress depends on implementation capacity, not just policy ambition (World Health Organization, 2025). 
Mental health is a particularly relevant test case for SDG 3 because it exposes the tension between biomedical/treatment models and upstream prevention. WHO Comprehensive Mental Health Action Plan 2013-2030 establishes a life-course agenda: to promote wellbeing, prevent conditions in people at risk, and deliver universal access to mental health services. It is also defining tangible goals, such as extending multisectoral mental health promotion/prevention programmes, better service access to severe mental disorders and minimizing suicide rates by 2030 (Singh, 2021). 
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Figure 2: WHO Comprehensive Mental Health Action Plan 2013–2030 (Singh, 2021)
Although the language of the Action Plan is preventative, practical application tends to still be biased towards downstream clinical care. This biomedical bias is partly structural: health budgets and performance indicators often focus on throughput (appointments, prescriptions, waiting lists) since it is visible and measurable, whereas prevention benefits are long-term and cross-sector (schools, social care, employment) (Powell et al., 2019). One effect is a prevention gap, in which mental health systems address crisis instead of lowering incidence with early intervention and social determinants. This is particularly clear in children and adolescents, where the logic of the Action Plan suggests robust school and community prevention, but the service models of many countries are clinic-based and capacity limited, restricting their reach and equity (Colizzi, Lasalvia and Ruggeri, 2020). 
A useful national/local illustration (England) is the rollout of Mental Health Support Teams (MHSTs) in schools and colleges, introduced as part of wider reforms to expand early intervention. NHS England describes MHSTs as a mechanism to bring trained mental health professionals into educational settings and has set out an expansion trajectory, including a stated ambition to reach full school coverage by 2029/30 (NHS England, 2023). The strength of MHSTs is that they operationalise the upstream intent of SDG 3: they are located where risk and need emerge (schools), can deliver low-intensity support, and can influence the whole-school environment. However, evaluation evidence also highlights implementation challenges (workforce capacity, role clarity, school health system coordination) and the risk that demand outstrips what low-intensity teams can manage meaning the programme can help some pupils while leaving more complex needs stuck in specialist service backlogs (Ellins et al., 2023). 
A second national/local example is vaccination campaigns, which remain among the most evidence-based SDG 3 interventions for population health. Yet uptake depends on behavioural and social mechanisms, not only supply (Decouttere, De Boeck and Vandaele, 2021). UK survey evidence during COVID-19 showed that while a majority reported being very likely to accept vaccination, substantial proportions were unsure or unlikely indicating that communication, trust, and perceived risk were pivotal. This illustrates that even in high-capacity health systems, SDG 3 outcomes hinge on citizen engagement and the perceived legitimacy of public health measures (Sherman et al., 2020).
Health Belief Model (HBM) explains why without the behaviourally informed design, vaccination policy underperforms: uptake is determined by perceived susceptibility/severity (threat), perceived benefits vs barriers, and cues to action (invitations, GP prompts, social messaging) (Limbu, Gautam and Pham, 2022). The intention distribution observed above in UK indicates that ambiguous groups are particularly sensitive to the perceived obstacles (safety issues, access friction) and perceived threat. Complementarily, self-efficacy is a form of practical capacity: citizens must have confidence in making appointments, reading eligibility, finding their way around for disadvantaged groups with lesser health literacy (Ghafur et al., 2020).
The Social Cognitive Theory (SCT) is evident in school-based mental health: behaviour and wellbeing is influenced through bidirectional interactions between people and surroundings. MHST-type strategies are based on implicit assumptions of modelling (teachers and staff normalising help-seeking), social norms (peer influence), and favourable school climates (Islam et al., 2023). 
Recommendations 
· Enhance health literacy as a fundamental SDG 3 delivery intervention and consider health literacy and self-efficacy as quantifiable policy outputs such as navigation assistance, plain-language communication particularly in vaccination and preventive care (Powell et al., 2019).
· Incorporate behavioural science in the promotion of public health and base vaccination and prevention initiatives on HBM/SCT levers (lessen friction barriers, offer trusted cues to action, ethically tailor threat/benefit messages, develop collective norms) (Limbu, Gautam and Pham, 2022).
· Diversify and strategically resource preventive school-based services and scale MHST-type models and effective referral pathways and specialist capacity, to avoid pushing responsibility to schools without clinical back-up, focus on whole-school prevention and early assistance to decrease downstream demand (Ellins et al., 2023).
3. [bookmark: _Toc222755758]SDG 4 Quality Education 
SDG 4 is to provide inclusive and equitable quality education and facilitate access to lifelong learning opportunities to everyone, making education a right and a tool to minimize broader social inequalities that define health and wellbeing throughout the life course (United Nations, 2015). UNESCO (2023) SDG4/Education 2030 agenda is not focused on more access (enrolment) but equitable learning outcomes, a safe and inclusive learning ecosystem, and lifelong learning as a means of social participation and capabilities. SDG 4 is important in health aspects since schooling contributes to health literacy, employment and income patterns, social networks, and risk exposure.
The Education 2030 Framework for Action (Incheon Declaration/FFA) establishes targets and indicators that focus on completion and minimum competence, rather than attendance, a deliberate effort to leave school without learning. This is a strategic concern to wellbeing: education systems can spread access by not providing foundational skills, thus replicating inequalities instead of curbing them (UNESCO, 2024).
In line with this, the Education for Sustainable Development (ESD) Roadmap (ESD in 2030) by UNESCO states that education should develop sustainability transition competencies and facilitate action via policy combination, learning settings, teacher competence building, youth participation, and action at local level. To enhance wellbeing, the merit of ESD lies in the fact that it legitimises cross-sector content (e.g., climate, health, citizenship, digital literacy) that can reinforce resilience and agency (UNESCO, 2025).
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Figure 3: UNESCO’s Priority action areas of ESD for 2030 framework (Gomera et al., 2021)
A major limitation is that SDG 4 progress can be overstated if judged mainly by enrolment, while inequities persist in learning outcomes and completion. Rustamova et al. (2025) highlights that although adult secondary completion is rising, current rates of change would still take decades to reach universal completion, underscoring the scale of the unfinished agenda. Moreover, gender inequality remains a persistent challenge, not only in access but in progression and opportunity. Mubiinzi and Mutumba (2025) continues to report uneven gender progress across regions and levels of education, indicating that  parity in some indicators does not translate into equal educational capability in practice, especially where poverty, safety concerns, and social norms constrain girls’ schooling. The critical issue is therefore policy-to-implementation capacity: global frameworks encourage transformation, but financing, workforce constraints, and political incentives often prioritise measurable short-term outputs over deep equity reforms.
UK: PSHE/RSHE reforms. England’s statutory guidance on Relationships Education, Relationships and Sex Education (RSE), and Health Education formalises curriculum coverage of physical health and mental wellbeing, online safety, and relationships—effectively embedding components of health-promoting education within SDG 4 delivery. The strength is normative: it sets minimum entitlement and legitimises mental wellbeing content in mainstream schooling. The weakness is implementation variability, schools differ in staff confidence, time, training, and access to specialist support so the same statutory requirement can produce unequal provision and outcomes, reinforcing the access–attainment gap (Gov UK, 2019).
Finland: equity and wellbeing embedded in schooling. Finland is frequently cited for a comprehensive model that seeks to minimise socioeconomic stratification through universal supports. A concrete example is free school meals for pupils across schooling stages, framed by the Finnish National Agency for Education as a universal entitlement supporting learning and equality (Tikkanen and Urho, 2009). OECD (2022) also describes Finland’s strong commitment to comprehensive schooling and equity-oriented reform efforts, while acknowledging that disadvantaged groups can still face progression challenges, an important reminder that even high-performing systems have equity gradients. Critically, Finland illustrates that whole child policies (nutrition, welfare services, supportive environments) can reduce barriers to learning yet adolescent mental health pressures can still rise due to broader social and digital drivers, meaning education policy cannot be the sole lever.
The Social Cognitive Theory (SCT) can be used to understand why curriculum changes do not always produce equal effects: the learning and health behaviours are influenced in a bidirectional fashion by individual assumptions, role models, peer norms, and school climate. Teacher modelling and repeated reinforcement can form norms of help-seeking and healthy relationships in UK RSHE; staff low in confidence may not change norms with identical curriculum (Islam et al., 2023). 
The Capability Approach by Sen enriches the objection to access-only measures: SDG 4 must be assessed by the growth of real liberties, such as functional literacy (and digital access and health literacy), as opposed to enrolment. Where the digital divide locks learners out of remote learning, capabilities are limited despite schooling being formally available (Walker, 2005).
Recommendations 
The need to integrate structured health education in the curriculum is motivated by the fact that the current RSHE/PSHE influence is highly implementation-based: when staff confidence, time, and training are constrained, implementation will be inconsistent and may increase inequality. Postcode provision would be minimized and the benefits of health literacy gains would be more valid, yet this should be accompanied by accountability (quality assurance, pupil feedback, expectations of inspection) to prevent compliance-only teaching (Powell et al., 2019; Rajan et al., 2017).
School-based wellbeing hubs respond to the limits of lesson-based prevention: curriculum content alone cannot meet rising complexity of adolescent mental health needs. Co-locating early help, counselling, and referral pathways strengthens access and normalises help-seeking, yet effectiveness depends on workforce capacity and clear interfaces with specialist services to prevent bottlenecks (Rajan et al., 2017; Rustamova et al., 2025).
Treating digital access as an equity prerequisite is evidence-informed because remote-learning gaps disproportionately harmed disadvantaged learners. Targeted device/connectivity support should be coupled with digital skills and safeguarding, otherwise access improves without closing the attainment gradient (Ellins et al., 2023).
4. [bookmark: _Toc222755759]Conclusion
Education is an upstream health intervention because it shapes health literacy, agency, employment prospects, and the ability to access services, so progress on SDG 4 can directly strengthen SDG 3 outcomes. The evaluation shows SDG 3 implementation often remains treatment-focused especially in mental health while prevention and early intervention (including school-based support) are under-resourced. A prevention-first approach, informed by behavioural models and self-efficacy, is more sustainable than relying on downstream care alone. Overall, policy coherence across SDGs 3 and 4 is essential: when education and health operate in silos, digital exclusion, attainment gaps, and health inequalities persist. Integrated planning and evaluation are therefore critical.
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