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Examination of Health, Wellbeing and Sustainability Policies and Initiatives at Global, National and Local Levels: A Focus on SDG 3 and SDG 10
Introduction
The Sustainable Development Goals (SDGs) provide an international framework for improving health, wellbeing and social justice (United Nations, 2015). SDG 3 aims to ensure healthy lives and promote wellbeing for all, while SDG 10 focuses on reducing inequalities within and among countries (United Nations, n.d). Although the two goals are connected, they are not the same. SDG 3 is mainly concerned with health systems, prevention and access to care, whereas SDG 10 focuses more broadly on reducing exclusion and unequal opportunity.
This report critically examines current health, wellbeing and sustainability policies and initiatives linked to these goals at global, national and local levels. For SDG 3, it considers the World Health Organization’s promotion of universal health coverage, NHS England’s Core20PLUS5 framework, and Birmingham’s Health and Wellbeing Strategy. For SDG 10, it examines CARE’s Village Savings and Loan Associations, the Innovation for Healthcare Inequalities Programme, and Birmingham’s stop smoking initiative. The report applies the Social Determinants of Health framework to SDG 3 and the Health Belief Model to SDG 10 in order to evaluate how far these examples improve outcomes in practice (World Health Organization, 2010; Rosenstock, 1974).
Section 1: SDG 3 – Good Health and Wellbeing
SDG 3 aims to ensure healthy lives and promote wellbeing for all at all ages. It includes reducing premature mortality, improving maternal and child health, controlling disease and strengthening health systems (United Nations, no date). Critically examining current action on SDG 3 therefore requires asking whether policies improve access to care, support prevention and reduce avoidable differences in health outcomes.
Global policy
At the global level, the World Health Organization (WHO) has made universal health coverage (UHC) a central policy priority. UHC aims to ensure that all people can access essential health services without financial hardship (World Health Organization, 2025). WHO reports that the UHC service coverage index increased from 54 in 2000 to 71 in 2023, showing long-term progress. However, it also states that progress has slowed significantly since 2015 and that the world is not on track to achieve full UHC (World Health Organization, 2025).
This suggests that WHO has been effective in shaping the global health agenda by promoting primary care, prevention and financial protection. Its main strength is that it provides leadership and guidance across countries. However, its weakness is that it cannot enforce implementation. Governments still decide how much to invest and how services are delivered. As a result, WHO has been important in setting direction for SDG 3, but less effective in ensuring equal progress between countries.
National policy
At the national level, NHS England’s Core20PLUS5 framework is a more targeted response. It identifies the most deprived 20% of the population, alongside other underserved groups, and prioritises five key clinical areas including cardiovascular disease, early cancer diagnosis and maternity care (NHS England, 2021). This is important because it turns a general aim to reduce health inequality into a specific healthcare policy.
There is evidence that this approach has had measurable impact. NHS England reported that annual health checks for people on GP learning disability registers rose from 16.8% between April and July 2023 to 18.6% in the same period in 2024, representing more than 8,800 additional checks. It also reported that the proportion of patients with cardiovascular disease treated to NICE-recommended lipid targets increased from 23.7% in March 2021 to 27.8% in March 2023, which was estimated to have prevented over 9,000 heart attacks and strokes (NHS England, 2024).
However, Core20PLUS5 also has limitations. It mainly addresses inequality within healthcare delivery, rather than the wider causes of poor health such as poverty, housing and insecure employment. It also depends on local services having the resources to deliver it effectively (NHS England, 2021). This means it is strong at identifying who should be prioritised, but weaker at changing the broader conditions that continue to damage health.
Local policy
At the local level, Birmingham’s Creating a Bolder, Healthier City 2022–2030 strategy sets out practical actions to improve health, not just broad aims (Birmingham City Council, 2022). For example, it supported the Feed Your Way breastfeeding campaign, a surplus food hub at Birmingham Wholesale Market, and community food projects through the Birmingham Food Legends Fund. By October 2025, the food hub had redistributed almost 88,000kg of food and was providing around 1,200 portions a week, showing that the strategy has led to real local action (Birmingham City Council, 2025a).
This is a strength because it shows the strategy is addressing wider determinants of health, particularly food insecurity and prevention, through partnership working across the council, NHS and community sector. However, its impact appears limited by the scale of need in Birmingham. The same review reported that only 23.3% of adults were eating five portions of fruit and vegetables a day, and 27.0% of Year 6 children were living with obesity (Birmingham City Council, 2025a). This suggests that while the strategy has produced useful initiatives, it has not yet created major improvement in overall population health.
Theoretical framework
The Social Determinants of Health framework is useful for critically examining SDG 3 because it focuses attention on whether policies address the wider conditions that shape health, such as income, housing, education and employment (World Health Organization, 2010). This helps evaluate the policies discussed in this section. WHO’s UHC agenda and Core20PLUS5 improve access to healthcare, while Birmingham’s strategy also recognises prevention and wider local conditions. However, the framework suggests that these policies will still have limited impact if the social causes of poor health remain unchanged.
National evidence supports this criticism. In England in 2020–2022, life expectancy in the most deprived areas was 72.6 years for males and 77.7 years for females, compared with 83.0 and 86.1 years in the least deprived areas. Healthy life expectancy gaps were over 19 years for both sexes (Office for National Statistics, 2025). This shows that although current SDG 3 policies have improved access and targeting, they have been less successful in reducing the deeper social conditions that continue to produce poor health.
Overall, current policy linked to SDG 3 shows progress, particularly in improving healthcare access and identifying disadvantaged groups. However, its main weakness is that health policy alone cannot fully achieve the goal while wider social determinants remain unequal. A realistic recommendation would be to strengthen preventative and community-based care while linking healthcare more closely to housing, income support and wider wellbeing services.
Section 2: SDG 10 – Reduced Inequalities
SDG 10 aims to reduce inequality within and among countries by improving inclusion and opportunities for disadvantaged groups (United Nations, 2015). In this report, critically examining SDG 10 means assessing how far initiatives reduce exclusion, remove barriers and improve opportunities for those most likely to be left behind.
Global initiative
At the global level, CARE’s Village Savings and Loan Associations (VSLAs) provide a suitable example. This initiative fits SDG 10 because it focuses directly on reducing poverty and exclusion through financial opportunity. CARE reports that the model operates in 64 countries and reaches around 15 million members through approximately half a million groups. Its 2024 report states that, over five years, every $1 invested yields $18.85 for members, women experience almost 300% average income growth, and members are less likely to face food insecurity (CARE, 2024).
These outcomes suggest that the initiative contributes to SDG 10 by improving financial independence and resilience, especially for women and low-income communities. Its strength lies in providing a practical way for disadvantaged groups to save, borrow and increase local economic security. However, it also has limits. It improves opportunities at community level but does not remove wider structural causes of inequality such as weak labour markets or national economic instability. It is therefore a useful global initiative, but not a complete solution.
National initiative
At the national level, the Innovation for Healthcare Inequalities Programme (InHIP) provides a targeted English example. The programme supports local teams in improving access to proven health innovations for deprived and underserved groups. It is useful for critical examination because it includes measurable outcomes rather than broad intentions alone. According to the 2024 Impact and Learning Report, over 34,000 people from underserved groups or deprived areas benefited from Wave 1 interventions, around 8,000 patients gained access to an innovative product on a treatment pathway, and 95% of surveyed patients reported a positive experience of care (Health Innovation Network, 2024).
This suggests that InHIP is effective in reducing inequality in access. One case study found that 13 community events reached 696 people, with 424 individuals tested for atrial fibrillation and hypertension. Of these, 5.2% were referred to a GP for suspected atrial fibrillation and 43% were found to have high blood pressure requiring urgent referral or self-monitoring (Health Innovation Network, 2024). These findings show that community-based delivery can identify hidden need earlier than standard pathways.
However, the programme also exposes a common weakness in national initiatives: sustainability. Much of its success depends on local partnerships and whether pilots are embedded into routine services (Health Innovation Network, 2024). Without long-term commissioning, short-term gains may not lead to lasting reduction in inequality.
Local initiative
At the local level, Birmingham’s stop smoking initiative is relevant because smoking remains concentrated in disadvantaged groups. In Birmingham, adult smoking prevalence was 13.6% in 2022, above the England average of 12.7%. Rates were much higher among adults with a long-term mental health condition at 28.2% and among people in routine and manual occupations at 23.5% (Birmingham City Council, 2024a). This shows that smoking is a clear local inequality issue.
The initiative is valuable because it directs support towards groups with the highest need rather than assuming equal provision will reduce inequality. This targeted approach is a strength. However, Birmingham does not outperform England on every quit-related measure, showing that contact with services does not always lead to sustained behaviour change (Birmingham City Council, 2024a). The initiative is therefore useful, but its long-term effectiveness depends on whether it achieves lasting quits in the groups most affected.
Theoretical framework
The Health Belief Model is useful for critically examining the SDG 10 initiatives discussed here because it helps explain how targeted interventions improve engagement by changing perceptions of risk and barriers (Rosenstock, 1974; Janz and Becker, 1984). This is especially relevant to InHIP’s cardiovascular outreach. Community-based checks can increase perceived susceptibility by helping people recognise their own health risks. Delivering testing in accessible local settings can also reduce perceived barriers such as transport difficulties, appointment pressure and discomfort with formal healthcare environments.
This helps explain why targeted outreach was effective in reaching underserved groups. However, the model also has limitations. It focuses mainly on individual beliefs and behaviour, whereas inequality is also shaped by wider structural issues such as deprivation and social exclusion. This means the model is useful for understanding participation, but less useful for explaining the deeper causes of inequality itself.
Overall, current initiatives linked to SDG 10 are most effective when they are targeted, measurable and designed around the needs of excluded groups. CARE’s work demonstrates the value of economic inclusion, InHIP shows how innovation can be adapted to deprived communities, and Birmingham’s stop smoking initiative highlights the importance of local targeting. However, long-term progress depends on whether successful initiatives are sustained and supported by broader structural change.
Conclusion
Current policies and initiatives at global, national and local levels have made some progress towards SDG 3 and SDG 10, particularly where they are targeted, evidence-based and responsive to the needs of disadvantaged groups. In relation to SDG 3, action to improve universal health coverage, prioritise underserved populations and strengthen local prevention has supported better access to healthcare, but has not removed the wider conditions that continue to produce poor health. In relation to SDG 10, initiatives aimed at economic inclusion, community outreach and targeted behaviour change have reduced some barriers for excluded groups, but they have not fully addressed the deeper structural causes of inequality. The overall picture is therefore one of partial progress: current policies and initiatives are valuable, but they are not sufficient on their own to achieve lasting improvements in health, wellbeing and equality without stronger long-term investment and broader social change.
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