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The Sustainable Development Goals (SDGs) are a United Nations plan for improving people’s lives while protecting society, the economy and the environment (United Nations, 2015). This report examines SDG 3, Good Health and Wellbeing, and SDG 10, Reduced Inequalities. The two goals are closely linked because health is shaped not only by healthcare, but also by income, housing, education, work, discrimination and access to services (Marmot et al., 2020; World Health Organization, 2025a). Therefore, progress on SDG 3 is unlikely without progress on SDG 10.
The report considers policy and practice at global, national and local levels. The national focus is England and the local example is Birmingham. It uses the biopsychosocial model, the social determinants of health model, Health in All Policies and the Health Belief Model to explain why health problems have personal, social and structural causes (Engel, 1977; World Health Organization, 2014). The report argues that current policies provide useful aims and examples of good practice. However, their impact is limited by poverty, unequal access, staff shortages, short-term funding and weak evaluation (Marmot et al., 2020). It evaluates universal health coverage, national NHS policy, Core20PLUS5, integrated care, social prescribing and Birmingham’s health and wellbeing strategy. It then gives practical recommendations for improvement.
[bookmark: _Toc235202064]1. SDG 3: Good Health and Wellbeing
SDG 3 aims to ensure healthy lives and promote wellbeing for people of all ages. Its targets include maternal and child health, infectious diseases, long-term illness, mental health, substance misuse, road safety, sexual health and universal health coverage (United Nations, 2015). This wide focus is a strength because health is more than the absence of disease. The World Health Organization (WHO, 1948) defines health as physical, mental and social wellbeing. Engel’s (1977) biopsychosocial model supports this view by showing that illness is affected by the body, the mind and the social environment.
At global level, there has been real progress. The global maternal mortality ratio fell from 228 deaths per 100,000 live births in 2015 to 197 in 2023. However, this remains far above the SDG target of fewer than 70 deaths by 2030 (United Nations, 2025a). Universal health coverage has also improved, but too slowly. The WHO reports that the global service coverage score rose from 54 in 2000 to 71 in 2023. On the current path, the world will not meet the 2030 target, and many people will still face financial hardship when using health services (WHO and World Bank, 2025). These figures show that SDG 3 has helped create common measures and political attention, but targets alone do not ensure fair delivery.
The social determinants of health model explains this gap. Health is shaped by the conditions in which people are born, grow, live, work and age (Marmot et al., 2020; WHO, 2025a). Poor housing, low income, unsafe work and weak social protection increase illness and reduce access to care. Global health policy can therefore fail when it focuses mainly on treatment. Health in All Policies offers a stronger approach because it asks all government areas, including housing, transport and education, to consider health effects (WHO, 2014). Its weakness is that responsibility can become unclear when many organisations are involved.
In England, the NHS gives wide access to healthcare without direct charges for most services. This supports SDG 3. The NHS Long Term Plan also placed more focus on prevention, mental health, personalised care and joined-up services (NHS England, 2019). More recent policy, including the 10 Year Health Plan for England, continues the move from hospital care to community care, from paper to digital systems, and from treatment to prevention (Department of Health and Social Care, 2025). These aims are sensible because early support can reduce illness and pressure on hospitals. Yet policy ambition is greater than current capacity. Long waiting times, staff shortages and pressure in primary care make prevention difficult when services are dealing with urgent demand.
National health results also remain unequal. In 2022-2024, men in the most deprived parts of England had a life expectancy of 73.2 years, compared with 83.6 years in the least deprived areas. Healthy life expectancy was 49.8 years in the most deprived areas and 69.2 years in the least deprived areas. Similar gaps existed for women (Office for National Statistics, 2026). This is strong evidence that universal services do not automatically create equal outcomes. The Marmot principle of proportionate universalism is useful here: services should be open to everyone, but the amount of support should increase with the level of disadvantage (Marmot et al., 2020).
Core20PLUS5 is a national NHS approach that tries to apply this principle. It focuses on the most deprived 20 per cent of the population, locally identified groups and five main clinical areas (NHS England, 2024a). Its strength is that it directs attention to people who are often missed. However, it mainly addresses healthcare inequalities. It cannot by itself remove low pay, poor housing or insecure work. Its effect also depends on accurate local data and stable funding.
Birmingham’s Creating a Bolder, Healthier City strategy is a practical local response. It aims to reduce health inequalities by acting earlier and tackling structural barriers (Birmingham City Council, 2022). Work includes community health champions, mental wellbeing action and partnership through the Birmingham and Solihull Integrated Care System. Community champions can build trust and share health messages through local networks (Birmingham City Council, 2025a). This reflects the Health Belief Model because trusted information can increase awareness of risk, explain benefits and improve confidence to take action. However, information is not enough when residents cannot afford healthy food, heating or transport. The strategy’s annual reviews show useful partnership work, but local reports do not always provide clear long-term outcome data. This makes it hard to prove that activities have reduced the health gap (Birmingham City Council, 2024).
SDG 3 policy is therefore partly effective. It has widened the meaning of health, encouraged common targets and supported prevention. Its main limits are slow global progress, unequal national outcomes and local delivery pressures. Improvement requires stronger action on the causes of poor health, not only more health services.
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SDG 10 aims to reduce inequality within and between countries. It includes social, economic and political inclusion, fair opportunity, safer migration and better representation of lower-income countries (United Nations, 2015). It affects health because unequal societies expose some groups to more risk and fewer resources. Low income can limit healthy food, safe housing, leisure and transport. Discrimination can also reduce trust in services and lead to poorer care.
Globally, SDG 10 has had mixed results. Social protection expanded during the COVID-19 pandemic, but large gaps remain between and within countries. Many low-income countries also have less public money for health and welfare because of debt and weak tax systems (United Nations, 2025b). The SDG framework is valuable because it presents inequality as a shared policy problem rather than a personal failure. However, it has limited enforcement power. Governments can support the goal in public while continuing policies that widen income or service gaps.
The social determinants model gives a clear reason to link SDG 10 with SDG 3. Marmot et al. (2020) argue that health follows a social gradient: health generally becomes worse at each lower level of social advantage. This means policy should not only help the very poorest. It should improve daily living conditions across society, while giving greater support where need is higher. The capabilities approach also adds value. Sen (1999) argues that development should expand what people are genuinely able to do and be. For health policy, a service is not truly accessible simply because it exists. People must have the time, money, language support, transport, digital access and confidence to use it.
National policy in England recognises some of these issues. The Equality Act 2010 protects people from discrimination linked to characteristics such as disability, race, sex, age and religion. The Care Act 2014 places individual wellbeing at the centre of adult social care and requires action to prevent or delay care needs. Integrated Care Systems were created to join NHS bodies, councils and other partners around population health (Health and Care Act 2022). These policies support SDG 10 because they promote fair access and shared responsibility. Yet legal rights do not always become equal experiences. People may still face language barriers, inaccessible buildings, digital exclusion or long waits.
Social prescribing is one example of joined-up practice. Link workers connect people with local groups, welfare advice, exercise, arts or befriending support (NHS England, 2024b). This can improve wellbeing by dealing with loneliness and practical problems that medicine cannot solve. Reviews suggest that social prescribing may improve wellbeing and, in some places, reduce use of health services. However, the evidence is uneven because schemes use different measures and often have no strong comparison group (National Academy for Social Prescribing, 2024). It may also shift demand to voluntary organisations that have insecure funding. Social prescribing is therefore helpful, but it is not a replacement for adequate mental health care, housing support or income protection.
Digital health creates a similar tension. Online appointments, apps and remote monitoring can save travel and make services easier for some people. They may also reduce carbon emissions, linking health with environmental sustainability. However, digital-first services can exclude people who lack devices, data, skills, privacy or accessible software. A policy can appear efficient while increasing inequality. Services should therefore keep phone and face-to-face routes and provide digital support.
Birmingham faces major inequality challenges linked to deprivation, ethnicity, housing and employment. The city’s strategy correctly focuses on early action, community power and the wider causes of health (Birmingham City Council, 2022). The Bolder Healthier Champions programme is a useful real-world example because it uses trusted local people rather than relying only on formal services (Birmingham City Council, 2025a). Birmingham’s mentally healthy city work also brings public services, employers and community groups together (Birmingham City Council, 2026). These initiatives fit the biopsychosocial model because they address social connection and daily life as well as symptoms.
Their effectiveness is still limited by wider conditions. Birmingham City Council’s financial pressures may reduce prevention and community services at the same time as need rises. Local voluntary groups may also struggle with short grants and staff turnover. In addition, broad city-wide plans can hide differences between neighbourhoods. Better local data are needed on who uses services, who drops out and who reports improved health. Data should be broken down by deprivation, ethnicity, disability, sex and age, while protecting privacy.
SDG 10 is therefore essential for health and wellbeing, but current action is not strong enough. Equality law and targeted NHS programmes improve access, yet they do not fully change the unequal distribution of money, power and healthy living conditions. Local partnership projects are promising, but they need secure funding and stronger evaluation.
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First, national and local bodies should use proportionate universalism. Core services should remain open to all, but more staff, outreach and money should go to neighbourhoods with the worst health outcomes. Funding decisions should use deprivation and healthy life expectancy data, not only population size.
Second, Birmingham and the NHS should publish a small set of shared outcome measures. These should include healthy life expectancy, mental wellbeing, access, patient experience, preventable hospital use and carbon impact. Results should be reported by population group and neighbourhood so that unequal outcomes are visible.
Third, community and voluntary organisations should receive longer contracts rather than short grants. This would improve staff stability, trust and evaluation. Residents should be paid for co-production work so that participation is not limited to people who can volunteer for free.
Fourth, digital services should be offered as a choice, not the only route. Face-to-face and telephone access, interpreters and accessible information must remain available. Digital inclusion support should be built into service plans.
Finally, Health in All Policies should be strengthened. Health impact assessments should be used for major decisions on housing, transport, planning, employment and council budgets. This would move prevention beyond the NHS and address the main causes shared by SDG 3 and SDG 10.
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SDG 3 and SDG 10 have a direct and important effect on citizens’ health and wellbeing. SDG 3 has encouraged action on a wide range of health needs and has supported universal coverage, prevention and joined-up care. However, global progress is too slow and large gaps remain. In England, access to NHS services is a major strength, but healthy life expectancy differs greatly between rich and poor areas.
SDG 10 explains why these gaps continue. Health is shaped by income, housing, work, discrimination and the ability to use services. National initiatives such as Core20PLUS5, integrated care and social prescribing show useful progress. Birmingham’s health strategy and community champions also provide practical local examples. Their impact is weakened by financial pressure, uneven access and limited long-term evidence.
The two goals should therefore be treated together. Better healthcare is necessary, but it cannot remove health inequality on its own. The strongest approach combines universal services, extra help based on need, action on wider living conditions and meaningful community involvement. Clear outcome measures and stable prevention funding are needed to turn policy aims into fair and lasting improvements.
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