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Current health, wellbeing and sustainability policies and initiatives that impact citizens on a global, national and local level

[bookmark: _Toc127181113]Introduction
The Sustainable Development Goals (SDGs) establish an integrated framework for advancing global health, equity and environmental sustainability (United Nations, 2022). Among them, SDG 3 (Good Health and Wellbeing) and SDG 13 (Climate Action) are structurally interdependent: climate change shapes health outcomes, while healthcare systems materially contribute to carbon emissions (WHO, 2023c; Lancet Countdown, 2023).
This report critically examines policies linked to SDG 3 and SDG 13 across global, national (UK) and local levels. It argues that despite rhetorical alignment with the SDGs, implementation remains constrained by austerity-driven governance, fragmented public health systems and growth-oriented economic models incompatible with health equity. Consequently, progress towards sustainable and equitable wellbeing remains partial and uneven.
In addition, the interaction between environmental degradation and social inequality further intensifies health disparities, particularly among vulnerable populations. Climate-related risks such as heatwaves, flooding and air pollution disproportionately affect low-income communities, reinforcing the urgency of integrated policy action.
[bookmark: _Toc830021110]SDG 3 – Good Health and Wellbeing
[bookmark: _Toc1082425602]Section 1 – Overview of SDG 3
SDG 3 seeks to “ensure healthy lives and promote wellbeing for all at all ages” (United Nations, 2022). Its targets include universal health coverage, reductions in communicable and non-communicable diseases, mental health promotion and health system resilience.
Global health governance has shifted from “international health” to complex, multi-actor “global health” arrangements (Brown, Cueto and Fee, 2006). WHO now coordinates transnational partnerships involving the World Bank and Global Fund (Ruger, 2005; WHO, 2025). While these structures mobilise resources, they embed managerial and market logics that can prioritise measurable outputs over structural equity (Kickbusch, Szabo and Cassar, 2014).
WHO (2008; 2021) identifies health inequities as products of unequal power, income and living conditions. Yet progress remains uneven (WHO, 2023b). In England, the Marmot Review (2020) demonstrates stalled life expectancy and widening socioeconomic gradients since 2010. This exposes a structural contradiction: global commitment to equity coexists with domestic policies that have intensified inequality.
Health security further illustrates governance fragility. The Ebola epidemic exposed systemic weaknesses in national systems and global coordination (Gostin and Friedman, 2015). Ongoing emerging infections reinforce the need for resilient infrastructure (CDC, 2023; UKHSA, 2025). SDG 3 therefore depends not only on healthcare provision but on redistributive and preventive policy across sectors.
Moreover, demographic transitions, including population ageing and urbanisation, place additional strain on health systems, requiring adaptive and anticipatory policy frameworks. Without sustained cross-sector coordination, commitments to resilience risk remaining aspirational rather than operational.
[bookmark: _Toc209034603]Section 2 – Analyse current national and local policies
At national level, the NHS Long Term Plan emphasises prevention, digital innovation and integrated care (NHS England, 2023). It aligns rhetorically with SDG 3 through commitments to earlier diagnosis, mental health expansion and inequality reduction. The King’s Fund (2023) outlines strategic priorities including community partnership and data-driven targeting.
However, structural constraints limit transformative potential. The King’s Fund (2020) argues that acute service pressures restrict preventive investment. Arnold et al. (2025) highlight that waiting list recovery and productivity dominate NHS priorities, reflecting short-term fiscal imperatives. SDG 3 requires long-term social investment, yet NHS planning remains politically reactive.
Public health governance reform has intensified fragmentation. The dissolution of Public Health England and creation of UKHSA prioritised health protection but separated it from broader health improvement (Littlejohns, Hunter and Weale, 2023a). UKHSA (2025) identifies inequalities in vaccination and infectious disease risk, yet health protection measures alone cannot address structural deprivation.
Locally, Integrated Care Systems and community-centred practice frameworks aim to embed prevention through partnership (Public Health England, 2018). Behavioural theories such as the Theory of Planned Behaviour (Fossos, 2019) and Social Cognitive Theory (Nickerson, 2024) underpin interventions. Yet behaviour change strategies are limited where socioeconomic conditions constrain choice (Glanz, Rimer and Viswanath, 2015).
Digital transformation is framed as progressive reform. NICE (2024) supports AI in evidence generation, and digital health may improve rural access (Maita et al., 2024). However, digitalisation risks reinforcing exclusion if structural inequalities persist. Thus, national and local SDG 3 strategies operate within fiscal and socioeconomic boundaries that blunt equity impact.
This tension highlights the gap between innovation discourse and the lived realities of communities experiencing deprivation, where access, literacy and trust remain significant barriers.
[bookmark: _Toc1165717813]Section 3 – Evaluate effectiveness using evidence
Across governance levels, policy ambition exceeds outcome.
Globally, targeted initiatives such as the Global Fund (2025) and UNAIDS (2023) have reduced HIV mortality, demonstrating the effectiveness of coordinated financing. However, Ruger (2005) cautions that vertical funding models may distort national priorities and neglect system-wide strengthening.
Nationally, Marmot (2020) documents widening health inequalities in England, particularly in deprived regions. This indicates that healthcare reform alone cannot offset adverse social policy. Primary care remains essential for equitable systems (Hone, Macinko and Millett, 2018), yet sustained underinvestment weakens preventive capacity.
Local authorities face reduced public health budgets, constraining upstream interventions. Ethical concerns arise when policy emphasises lifestyle change without addressing structural poverty (Buchanan, 2019).
A consistent pattern emerges technical reforms generate incremental gains, yet underlying political economy structures limit redistributive impact. SDG 3 implementation is therefore institutionally embedded but structurally constrained.
Furthermore, evaluation metrics often prioritise short-term performance indicators rather than long-term wellbeing outcomes, obscuring the cumulative effects of inequality.
[bookmark: _Toc2146154904]Section 4 – Recommendations for improvement
To move from rhetorical alignment to structural transformation:
1. Institutionalise Health in All Policies (HiAP) across fiscal, housing and employment policy (Green et al., 2021).  

2. Restore and ring-fence public health funding, reversing austerity erosion (Marmot, 2020).  

3.Strengthen primary care and community infrastructure, consistent with Alma-Ata principles (Hone et al., 2018).  

4. Address digital exclusion alongside technological innovation (Maita et al., 2024).  

5. Apply proportionate universalism to reduce inequality gradients (WHO, 2008).  

Without structural redistribution, SDG 3 remains normatively ambitious yet materially limited.
Sustained political commitment, transparent accountability mechanisms and cross-sector collaboration are essential to translate strategic intent into measurable equity gains.
[bookmark: _Toc47666193]SDG 13 – Climate Action
[bookmark: _Toc1962749780]Section 1 – Overview of SDG 13
SDG 13 calls for urgent climate action (United Nations, 2022). Climate change is a defining public health threat (WHO, 2023c). The Lancet Countdown (2023) documents escalating heat-related mortality, air pollution exposure and food insecurity. These impacts are not future projections but present realities, with measurable increases in heatwave frequency, wildfire exposure and climate-sensitive infectious diseases observed across multiple regions. Climate change acts as a threat multiplier, intensifying existing vulnerabilities and compounding socioeconomic disadvantage.
Climate impacts disproportionately affect vulnerable populations, reinforcing health inequities (WHO, 2021). Low-income communities, older adults, children and those with pre-existing health conditions experience higher exposure to environmental hazards and reduced adaptive capacity. Marmot (2020) argues that environmental sustainability and social justice are inseparable, as both require redistribution of power, resources and opportunity. Climate injustice mirrors health inequality: those least responsible for emissions often bear the greatest burden of harm. Yet global governance relies largely on voluntary compliance, limiting enforcement capacity (WHO, 2023a). International agreements such as the Paris Accord depend on nationally determined contributions, which vary in ambition and are frequently shaped by domestic political constraints.
Moreover, climate change intersects with the social determinants of health in complex ways. Housing quality, employment conditions, food systems and transport infrastructure mediate exposure and resilience. For example, poorly insulated housing exacerbates vulnerability to both extreme heat and cold, while reliance on fossil fuel-based transport increases air pollution-related morbidity. Addressing SDG 13 therefore requires systemic transformation across energy, urban planning and economic policy, rather than isolated environmental initiatives.
[bookmark: _Toc1927434399]Section 2 – Analyse current national and local policies
The UK Health Security Agency’s Health Effects of Climate Change (HECC) report outlines health risks from heatwaves, flooding and vector-borne disease (UKHSA, 2024). It strengthens adaptation planning through surveillance, early warning systems and interagency coordination. 
This reflects a maturing recognition that climate resilience must be embedded within public health protection. However, the report primarily focuses on adaptation rather than mitigation and does not mandate emission reductions across sectors. As a result, it manages downstream consequences without fully addressing upstream drivers.
The NHS Net Zero commitment signals leadership in sustainable healthcare, aiming to reduce emissions from estates, supply chains and clinical practice. Given that healthcare systems contribute significantly to national carbon footprints, decarbonisation of procurement, pharmaceuticals and infrastructure is essential.
 However, achieving net zero requires procurement reform and capital investment exceeding current funding settlements. Financial pressures, workforce shortages and backlog recovery compete with sustainability goals. Without ring-fenced investment and clear accountability mechanisms, net zero risks becoming aspirational rather than operational.

At national level, climate policy is articulated through legally binding carbon budgets and the UK’s commitment to net zero by 2050. While this legislative framework is comparatively robust, implementation gaps persist. Infrastructure transitions such as renewable energy expansion, home retrofitting and public transport reform require sustained fiscal commitment. Short-term political cycles can undermine long-term climate planning, particularly where policies are perceived to impose immediate economic costs.
Local authorities shape climate-health outcomes through planning, transport and housing policy. Decisions regarding green space allocation, active travel infrastructure and flood defence directly influence exposure to climate risk and co-benefits such as improved mental wellbeing and reduced air pollution. 
Yet fiscal constraint restricts large-scale adaptation, illustrating a vertical governance tension: national commitments exceed local delivery capacity. Revenue reductions and limited borrowing powers constrain council’s ability to invest in sustainable infrastructure. Consequently, climate ambition at national level may not translate into equitable local outcomes.
Community-based initiatives, including urban greening and social prescribing linked to nature exposure, demonstrate the potential for integrated climate-health interventions. However, such programmes often depend on short-term grants rather than stable funding streams. This undermines continuity and limits evaluation of long-term impact.
[bookmark: _Toc810022997]Section 3 – Evaluate effectiveness using evidence
Climate-health risks continue to intensify despite policy commitments. The Lancet Countdown (2023) demonstrates rising exposure to fossil fuel-related harms, including record heat exposure among older populations and increasing wildfire-related particulate pollution. WHO (2023c) reports increasing climate-sensitive disease burdens, including shifts in vector distribution and heightened risk of malnutrition linked to crop instability. These trends indicate that adaptation measures alone are insufficient to offset escalating emissions.
UKHSA (2024) provides robust risk assessment, yet adaptation without aggressive mitigation limits long-term effectiveness. Early warning systems may reduce immediate mortality during heatwaves, but without decarbonisation the frequency and severity of such events will continue to rise. This reflects a policy imbalance between resilience-building and structural emission reduction.
Economic structures remain growth driven. Brand-Correa et al. (2022) argue that neoclassical paradigms prioritising GDP expansion are incompatible with planetary health. Continuous material growth increases energy demand and resource extraction, undermining emission targets. As with SDG 3, there is a contradiction between rhetorical commitment to sustainability and macroeconomic policies centred on productivity and consumption growth. Fossil fuel subsidies and aviation expansion further illustrate this tension.
Health co-benefits of mitigation such as reduced air pollution, increased physical activity and improved dietary sustainability are well documented. However, these benefits are often marginalised within economic appraisal frameworks that discount long-term gains. The persistence of fossil fuel dependency suggests that climate-health integration remains partial. Policy effectiveness is therefore constrained not by lack of evidence but by competing political and economic priorities.
Thus, as with SDG 3, ambitious targets coexist with structural economic contradictions. Climate-health policy remains constrained by fiscal and political economy priorities. Incremental adaptation measures generate short-term resilience, yet transformative mitigation requires systemic reform extending beyond the health sector.
[bookmark: _Toc600002924]Section 4 – Recommendations for improvement
1. Embed climate adaptation within primary care commissioning, ensuring that vulnerability mapping, heatwave response and community outreach are integrated into routine service delivery.

2. Expand equitable urban greening and social prescribing initiatives, prioritising deprived areas with limited access to safe green space. Such interventions deliver dual benefits for mental health and climate resilience.

3. Increase fiscal autonomy and funding for local climate-health action, enabling councils to invest in housing retrofits, flood protection and active travel infrastructure.

4. Integrate sustainability into workforce education and procurement policy, embedding carbon literacy across clinical and managerial training while reforming supply chains.

5. Adopt wellbeing-oriented economic indicators beyond GDP, aligning fiscal policy with health equity (Brand-Correa et al., 2022). This would reorient national success metrics toward ecological stability and population wellbeing rather than aggregate output.

Without economic reform, SDG 13 will remain declarative rather than transformative. Structural alignment between climate mitigation, social justice and health equity is essential for durable progress.
[bookmark: _Toc1772058538]Overall Conclusion – summarise key insights
SDG 3 and SDG 13 are conceptually integrated yet structurally constrained. Climate change amplifies health inequities, while health systems contribute to environmental degradation. Globally, partnerships deliver measurable gains but lack enforcement power. Nationally, UK policies align rhetorically with SDG commitments but are limited by austerity and short-term fiscal priorities. Locally, implementation capacity is curtailed by funding constraints despite strong potential for community engagement.
Health inequalities in England have widened (Marmot, 2020), while climate-related harms escalate (Lancet Countdown, 2023; WHO, 2023c). Adaptation strategies have strengthened risk management, yet mitigation remains insufficient to reverse emission trajectories. The persistent ap between ambition and outcome reflects deeper political economy tensions: growth-centred models and fragmented governance undermine redistributive and preventive reform.
Achieving sustainable health equity requires integrated climate-health governance, reinvestment in social determinants and economic frameworks prioritising wellbeing overgrowth. Policy coherence across energy, housing, transport and healthcare is necessary to realise co-benefits and prevent maladaptation. Without structural transformation, SDG 3 and SDG 13 will remain aspirational commitments rather than instruments of substantive equity and sustainability.
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