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What is a Policy Brief?

A policy brief is a short publication specifically designed to provide policy makers with
evidence on a policy question or priority. Policy briefs

e Bring together existing evidence and present it in an accessible format

e Use systematic methods and make these transparent so that users can have confidence
in the material

¢ Tailor the way evidence is identified and synthesised to reflect the nature of the policy
guestion and the evidence available

¢ Are underpinned by a formal and rigorous open peer review process to ensure the
independence of the evidence presented.

Each brief has a one page key messages section; a two page executive summary giving a
succinct overview of the findings; and a 20 page review setting out the evidence. The idea
is to provide instant access to key information and additional detail for those involved in
drafting, informing or advising on the policy issue.

Policy briefs provide evidence for policy-makers not policy advice. They do not seek to
explain or advocate a policy position but to set out clearly what is known about it. They
may outline the evidence on different prospective policy options and on implementation
issues, but they do not promote a particular option or act as a manual for implementation.
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Key messages

Health actors will not achieve their aims on Sustainable
Development Goals unless they are able to change the
narrative. Health in All Policies is a key tool in making that
change but is sometimes overlooked as too focused on
health goals. There is a need to convince other sectors that
health contributes to their aims and to achieving goals
across sectors and to demonstrate that the co-benefits of
working intersectorally is key to making real progress
achieving the SDGs.

1. Health in All Policies (HiAP) tends to focus on wins
for the health sector but may not appeal to other
sectors.

e Recognizing that factors outside the health care
services (wider determinants of health) are critical and
mainly controlled by the policies of sectors other than
health is not enough — other sectors have to be
willing to engage with health.

2. Health for All Policies complements HiAP by
drawing attention to win-win solutions for all
sectors.

e Emphasizing mutual benefits of health and other
sectors working together (health co-benefits) can
make intersectoral action more appealing and bring
other sectors on board.

3. Health co-benefits can be achieved directly,
through improved health and health equity, and
indirectly, through the impacts health systems and
policies have on other areas of life.

e Improving health and reducing health inequalities
allows for a better educated, more equal, and more
productive population.

¢ Health systems and policies play a major role in the
economy and society. The health sector is an
employer and purchaser, invests in research and
education, and has a broader influence on
infrastructure, urban development and climate
change.

4. ldentifying and quantifying practical health co-
benefits is not easy but SDGs can help structure the
way policymakers think about them.

¢ |dentification of health co-benefits requires sector-
specific knowledge and understanding of context,
but the SDGs offer a useful framework to think about
the various links across the sectors.

e There is a growing body of tools and empirical
evidence that can inspire intersectoral action towards
co-benefits.

e Some of the greatest co-benefits can come from
sectoral action; however, both sectoral and
intersectoral coordination will often be obstructed by
politics.
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5. Good governance can help address the very real

challenges of implementing and sustaining
co-benefits.

e Potential for achieving co-benefits will depend on the
political context and active efforts to overcome siloed
thinking, inertia, and opposition.

e Immediate opportunities can be seized for high-
salience, low-conflict issues, while building coalitions
to make progress elsewhere.

e Simple policy designs where co-benefits are clear and
easy to trace can make policies more implementable
and sustainable.

e Using governance frameworks such as Transparency,
Accountability, Participation, Integrity, Capacity
(TAPIC) can help diagnose governance problems and
identify potential solutions.

. Focusing on health co-benefits creates a chance to

make real headway towards achieving SDGs and
improving wellbeing more broadly.

e COVID-19 caused an enormous amount of damage
in terms of progress towards the SDGs, but also
showed the interconnectedness of many sectors,
making a strong case for health co-benefits and
Health for All Policies.
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Executive summary

Health in All Policies (HiAP) tends to focus on
achieving wins for the health sector and may not
appeal to other sectors.

Health and health policy have wide ranging effects on people
and societies; in terms of the Sustainable Development Goals
(SDGs), the impact of health policies and outcomes go far
beyond Goal 3, good health. Work to achieve intersectoral
goals has often been described as Health in All Policies (HIAP),
a much-discussed effort to achieve health goals through
intersectoral action that has sometimes disappointed in
practice. In part this is because of an asymmetry built into the
HiAP concept: it often seemed to require that other sectors of
society change their priorities to solve the problems facing the
health sector. This limited coalition-building prospects and
made it hard to entrench victories.

The notion of Health for All Policies and health
co-benefits changes perceptions and offers win-win
solutions for all sectors.

Health for All Policies, presented in this Policy Brief, is an
approach that supplements HiAP by focusing on health co-
benefits: beneficial results of health and health policies that
span multiple sectors. The decisions involved in siting,
building, and staffing a hospital offer relevant insights. A set
of decisions, taken within the health sector, can have a
range of potential co-benefits for other sectors and SDGs:
for equalities, if it is accessible by a range of transportation
options and its staff are chosen equitably; for urban design,
if it is centrally located and integrated with the urban fabric;
for climate change, if its design and construction are carbon-
neutral; and for economic development, through its
employment and the attractiveness of a city with a hospital
to employers, to list some examples. The logic of co-benefits
can create new possibilities for coalitions across sectors,
institutions, and political actions by focusing attention on
support for win-win solutions across sectors, and can thus
make intersectoral action politically more feasible.

Co-benefits of health come about in two ways:
directly, through better health and health equity, and
indirectly, through the impact of health systems and
policy.

Health policies produce co-benefits through two kinds of
pathway. The first is through the impact of health status on
other goals: better health and reduced health inequalities
have a positive influence on a variety of goals such as better
education, better jobs and work, and reduced inequalities.
The second is through the impact of health policies and
systems on other SDGs. Health care alone is a major
employer, source of research, owner and commissioner of
infrastructure, and part of the educational system in many
countries. Catastrophic health care costs can plunge people
into poverty. Even SDGs seemingly very distant from health
care such as sustainable life under the sea, are affected by
food sourcing and waste disposal practices in health care.
Decisions made in health policy and health care can
therefore affect a wide range of goals such as sustainability,
economic development, equalities and good jobs.
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Identifying practical co-benefits is not easy, but the
SDGs offer a framework for understanding cross-
sectoral interrelationships.

Understanding and estimating the impact of health systems
and policies on other SDGs depends on an understanding of
context and trade-offs. The first step is to understand the
basic relationships between the health systems and policies
and the issue in question. Here, the SDGs can offer a useful
starting point - their breadth means that they create a whole
conceptual framework for understanding interrelationships
between issues and sectors.

These relationships can be empirically demonstrated using
well-established quantitative methods and policy analysis
tools such as process tracing and evaluation. Indeed, there is
a growing body of evidence documenting co-benefits of
both health and health systems and policies in various
settings that can inspire development of intersectoral action.

Many co-benefits can be attained by action within a single
sector or ministry and might not even require new resources
if the money can be redeployed from elsewhere within the
sector. However, coordinating within a sector is by no means
easy and it is much harder when multiple sectors are
involved. Political conflict and interest group influence
present major hurdles and it is difficult to improve
coordination without considering this dimension.

Implementing and sustaining co-benefits in practice is
challenging.

Implementing policies based on co-benefits requires solving
two problems, both of which can be affected by the design
of the policy: The problem of implementation is immediate
and well-known. It is the challenge of inducing people and
organizations to change what they are doing. Policymakers
must overcome the challenge of implementation by bringing
people and organisations out of siloes and overcoming
organizational inertia and opposition from those whose
interests are challenged. Appointing the right people can
often be an effective strategy for overcoming sectoral inertia
and opposition to change. A minister without policy capacity
— specifically without capable people — will quickly find
obstacles to generating political will.

The problem of sustainability is no less serious.
Organizations and people often know that they will outlast
any given government or individual minister. Entrenching
changes in bureaucratic process and building durable
supportive alliances is crucial if policies are to be maintained
once political attention has moved away and sustained
across electoral cycles. Achieving practical health co-benefits
requires policies that, as far as possible, offer win-win
solutions and can build strong, lasting and supportive
coalitions within and between sectors.

Immediate opportunities can be seized for high-
salience, low-conflict issues, while building coalitions
to make progress elsewhere.

Adopting policies based on the logic of co-benefits requires
analysis of political opportunities. While context often varies,
and in very specific ways, there are two broad characteristics
of an issue which shed light on the possibilities for change:
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Salience is the importance of an issue to the government
and other political actors. How important is the issue,
especially to the head of government and those who have
influence on them? Conflict is the extent of disagreement
between sectors, ministries, politicians, or other actors. Low-
conflict, high-salience policy areas are ripe for successful
intersectoral action to deliver co-benefits. High-conflict, low-
salience areas are unpromising because the incentives to
seize the opportunity are limited. Effective action means
both seizing opportunities and working to create salience or
reduce conflict in important areas by shaping networks and
coalitions.

Good governance can help address implementation
and sustainability problems.

There is an extensive toolkit of governance tools, such as the
Transparency, Accountability, Participation, Integrity,
Capacity (TAPIC) framework, to address these problems,
each with their own costs, benefits, and time frames.

Policymakers must consider the positions and strengths of
different stakeholders in designing, implementing, and
promoting their policies. Policies can create their own
politics, creating supporting coalitions or eroding themselves
over time. This requires attention to policy design. Simple
policies with immediate benefits that voters and civil society
can see and identify with, for example, are more likely to be
enacted and survive. Those where the benefits are less clear,
are delayed, or framed as aimed at those seen as “others”,
are less likely to succeed. Policies that matter will incur
opposition, and opponents will use different strategies at
each stage to oppose adoption, implementation, and
sustainability; good policy design takes that into account.

In summary, the logic of Health for All Policies amounts to
making a case for investment in health- but also for
orienting health care policies so the health sector helps to
address all the serious challenges identified by the SDGs.

The time is right to reconsider intersectoral action for
achieving progress towards the SDGs.

COVID-19 showed the interconnections of many policy
sectors and ruthlessly exposed weaknesses of all kinds.
While it did enormous damage in terms of the SDGs, it also
made a strong case for health co-benefits and Health for All
Policies as a means to making up for the progress towards
achieving SDGs that was lost during the pandemic.

The logic of Health for All Policies amounts to making a case
for investment in health, but also for orienting health care
policies so the health sector helps to address all the serious
challenges identified by the SDGs and improve societal well-
being more broadly.
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1. Introduction: Why this brief?

It has long been recognised that factors outside health care
services determine our health and involve many sectors
(Stahl et al., 2006). This understanding draws on arguments
dating back to at least the Alma Ata Declaration (Lawn et
al., 2008; Chorev, 2012; Weber, 2020; Fukuda-Parr, 2018)
and many other documents, including the 2018 Tallinn
declaration (Cylus, Permanand, & Smith, 2018; McKee &
Kluge, 2018). Health in All Policies, although coined only in
the early 2000s, builds on these decades of international
work to improve health and equity through the wider
determinants of health. The Economy of Well-being, the
idea that well-being drives economic prosperity, stability and
resilience, and vice versa, is one way of thinking about this.
Finding ways to increase the contribution of health to
societal well-being while simultaneously impacting, for
example, education or poverty reduction, will help refocus
attention on the need for putting people at the centre of

policy.

The stated commitment by governments to achieving the
Sustainable Development Goals (SDGs) offers an opportunity
not only to reinforce action on health — but also to go
beyond Health in All Policies to focus on co-benefits. COVID-
19 highlighted the importance of other sectors to health,
and vice versa, and offered a window of opportunity to
embrace intersectoral action. The COVID-19 pandemic also
saw the world go backwards on the SDGs, reversing years of
progress (United Nations, 2021). Given that progress has
been slow in the past and is now at risk of permanently
reversing, what can be done differently now to be more
successful?

This brief draws on and makes a case for changing the
argument about intersectoral action, from one focusing on
health and the health sector as the main beneficiary to one
focusing on the mutual benefits that can be achieved by all
sectors. The term co-benefits has been most commonly used
in the climate policy literature in reference to strategies
aimed at capturing the development and climate benefits
within one policy or measure (Pearce, 2000; Metz et al.,
2001; Metz et al., 2007). This brief extends it beyond
climate.

This brief argues for a Health for All Policies approach that
focuses on co-benefits between sectors. The fundamental
point is that co-benefits work for all sectors involved. This
means that when the health sector works together with
other sectors, co-benefits arise for the health sector and the
other sectors, that is, education co-benefits, environmental
co-benefits, etc. It also means that when health worsens or
health policies do not support co-benefits, the result can be
deterioration in other areas.

It uses the SDGs as a framework for identifying goals that
can be pursued across sectors. It summarises evidence along
two causal axes. One is the impact of improved health status

Making Health for All Policies: Harnessing the co-benefits of health

on other SDGs — for example, better health can lead to
better educational and employment outcomes. The other is
the impact of health systems and policies on other sectors.
The health sector is a major employer, a driver of economic
activity, and user of infrastructure, for example. In all of
these it can be a contributor to other goals. While Health in
All Policies was often a call to action for other sectors,
Health for All Policies is both a call to improve health as a
way to achieve goals beyond health and a call for the health
sector itself to do better in understanding and directing its
impact on the world beyond the health care it provides.
Better health and better health policies are goods in
themselves and can have benefits far beyond health status
and health sectors.

Section 2 of this brief defines co-benefits and Health for All
Policies and the reason why this concept is important now.
This policy brief also distinguishes Health for All Policies from
other approaches. In Section 3, the SDGs are presented as a
framework for understanding intersectoral co-benefits and
explain the two causal chains that link health outcomes and
health policies and organisations, respectively, to other
SDGs. Section 4 identifies the methodological challenges of
identifying and measuring co-benefits, discussing the
empirical methods that can be used to predict and evaluate
the effects of Health for All Policies approaches. Section 5
engages with the weak spot in all intersectoral action: the
political and governance challenges. It presents a framework
for understanding intersectoral co-benefits. The section then
explains the two governance challenges and presents a set
of techniques for addressing the challenges. The Conclusion
then briefly summarises the approach and the possibilities
that it highlights.
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2. What are co-benefits?

The Health in All Policies movement has
long sought to achieve health goals through
intersectoral action

Health in All Policies was the most important international
movement to achieve health goals through intersectoral action
(de Leeuw 2017). Health in All Policies was a “horizontal,
complementary policy-related strategy contributing to
improved population health”. The core of Health in All Policies
was to “examine determinants of health that can be altered to
improve health but are mainly controlled by the policies of
sectors other than health” (Stahl et al., 2006). Health in All
Policies entails”coordinated action that explicitly aims to
improve people’s health or influence its determinants.
Intersectoral action for health is seen as central to achieving
equity in health, especially where progress depends upon
decisions and actions in other sectors” (Stahl et al., 2006).
Note how these definitions focus on what can be achieved for
health by activities in other sectors.

Health in All Policies is generally a means to an end: healthy
public policies (Kickbusch, 2010). It should, however, be noted
that there are other movements that have a similar underlying
philosophy, such as the Healthy Cities movement, for example
(De Leeuw, 2001; Ashton, 2002; De Leeuw et al., 2015).

Focusing on co-benefits and win-win solutions for all
sectors offers a renewed opportunity to achieve
progress in intersectoral action

This policy brief proposes to go beyond Health in All Policies to
focus on Health for All Policies (Fig. 1). Health for All Policies
focuses on co-benefits, policy outcomes that affect all involved
sectors positively, regardless of which sector provides the
policy outputs (Greer et al., 2022).

This brief focuses on solutions that work between sectors: not
asking policy-makers in transport, education or agriculture to
solve health problems, but focusing on ways that better health
policies can benefit both. This shift in newer work, which
stresses that policy should be built on the “principle of co-
benefits” means that all parties that contribute should benefit
from being involved. As well as improving health and health
equity, partnerships should support other sectors to achieve
their own goals, such as creating good-quality jobs or local

Figure 1: Policies can be designed to benefit multiple sectors

economic stability. At the same time, a healthier population is
likely to bring social and economic benefits to other sectors, at
least in the long term. This offers further rationale for cross-
sectoral investment” (Greszczuk, 2019).

Co-benefits are benefits of a policy that accrue to multiple
sectors: ways in which a single policy (for example, reduction
of inequalities in child health) leads to a variety of beneficial
outcomes (for example, reduction of inequalities in educational
performance, employment outcomes, and political
participation). They are policies that achieve goals across
multiple policy sectors and, politically, help to transcend the
sectoral logic of much policy-making. Health for All Policies
captures a wider range of interactions (Fig. 1).

The term " co-benefits” comes from climate science, where
researchers have developed the concept extensively and
refined ways to measure and understand co-benefits (Karlsson,
Alfredsson & Westling, 2020). There is no reason why the logic
of co-benefits should be a focus of only climate researchers.
This brief extends the logic of these researchers and policy-
makers to health, knowing the logic of co-benefits could be
extended beyond climate and health.

Spillovers between sectors can be positive or negative,
but the logic of co-benefits focuses on removing
negative externalities and identifying win-win
solutions

There are many documented examples of co-benefits because
many kinds of policies have intended or unintended effects
beyond their main targets. Nevertheless, the impact of one
policy on another area can be negative. Such negative
externalities clearly exist and are a problem (as discussed in the
case study of hospitals, in Box 6 below). Sometimes the
needed policy change is to stop doing something harmful,
including where a health policy has negative effects on
another sector.

The logic of co-benefits focuses our attention on identifying
and tackling such situations, identifying win—win rather than
win—lose solutions. The complexity of public policy encourages
such a focus on co-benefits because there are usually degrees
of freedom in every step of policy formulation and
implementation that allow the creation of positive-sum
relationships instead of trade-offs. The challenge is to
maximise the situations where there are mutual benefits and
to take advantage of them.

Health for All Policies

Co-benefits

OTHER SECTORS

Health Co-benefits

Health in All Policies

Source: Authors' compilation based on Greer SL et al. (2022)
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...pursuing co-benefits allows us to do more with less

COVID-19 arose against the backdrop of a decade of austerity
in some countries, reversing earlier growth in the social and
health sectors. Governments faced huge fiscal challenges,
both to pay for the direct response to the pandemic, for
example public health measures, and to mitigate the social and
economic consequences of the responses necessary to
interrupt transmission of infection. As governments seek to
recover from the pandemic, often laden with high levels of
debt, they are faced with difficult choices. In such
circumstances, investments in health are more likely to be
palatable if they can be shown to produce benefits outside the
health sector just as investments in other sectors might
become more attractive if they produce health.

...such approach allows us to build new and stronger
political coalitions

One of the problems with Health in All Policies is that it could
appear as if health ministers were trying to divert other
departments' resources for their own benefit, or “lifestyle
drift”, in which it could develop an unproductive focus on
individual choices (Godziewski, 2022). By contrast, a focus on
co-benefits is a search for broader solutions: ways that other
sectors can benefit from health policy and investment, and
ways that health policy and investment can produce benefits
for other sectors.

...it also allows us to gain more value from our health
policies and investments

Health care now assumes a large share of public expenditure
in most countries. It has a substantial physical infrastructure, a
large workforce with diverse qualifications and skills, and an
extensive science and research base. It exerts a large impact on
labour mobility and is a major consumer of goods from
potatoes to high technology instruments. Purchasing,
employment, locational and other decisions in the health
sector are often made without much regard to their effects on
broader policy areas. Support for health care investment — and
actual ability to achieve other goals — might be higher if policy-
makers were able to demonstrate the potential beneficial
impact of health care decisions on other sectors.

Public health interventions, likewise, are often framed purely in
terms of aggregate health status or equity effects, but the
economic, social, and environmental consequences should be
part of their justification. The COVID-19 pandemic, in good
and bad ways, showed the need to understand the impact of
public health measures and their effects on other goals such as
education, unemployment, and social services (Douglas et al.,
2020; Greer et al., 2021a; Sagan et al., 2021). It showed how
the world economy itself depends on good public health, and
the damage that ineffective or poorly coordinated public
health policy can do to the global trade and political systems
that are necessary to achieve goals (Jarman, forthcoming).

Coordination across sectors is a key challenge for
modern governments — while coordination problems
cannot be eliminated, their impact on policies and
outcomes can be reduced

This particular consideration is, of course, part of a broader,
much-discussed and probably ineradicable tendency to
sectoral differentiation within society and governments.
Coordinating different sectors is a key challenge faced by
modern governments, and while it is often treated as a
problem of bureaucratic inertia, political conflict will often turn
out to be the real problem. The question is how to overcome
this challenge by building coalitions to support intersectoral
policies, and designing policies with an eye to their
implementation and sustainability.

These approaches have focused attention on the
complementarity of some policies intended to do something
other than improving health. A focus on wins for the health
sector, though, has the obvious drawback that people with
other primary goals than health might not be interested. Their
economic, political, career or other incentives and interests
lead them to focus on other issues. Focusing on co-benefits
cuts across other common trends on public policy. For
decades, policies in some countries have explicitly focused
different parts of the public sector on a small number of
narrow goals, such as test results for schools and waiting times
for health care systems, regularly incorporating marketisation
and contracts that emphasise competition rather than
collaboration. It is hard to counter the message that these
policies have promoted and tell schools that they are expected
not only to get better examination results but also improve
student health, or to persuade health providers, faced with
severe budgetary constraints, that they should be better
employers. It is precisely because of these challenges that a
focus on health for all policies is important.

11
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3. Achieving the SDGs through health
co-benefits

This section shows how the commitment to the SDGs can
reinforce the commitment to investing in health and the health
sector and how the focus on co-benefits can support this.

SDGs offer a framework for understanding,
identifying, quantifying and adopting policies
that produce co-benefits

The SDGs were adopted in 2015 by the United Nations. They
are a set of 17 top-level goals (Fig. 2) for the planet, backed by
a large set of more detailed targets and indicators on practical
action. Hence, for example, SDG17 (Partnerships for the Goals)
includes targets from better national statistics to reforms of
trade policy and development assistance.

The SDGs do not just structure the agenda of the United
Nations and other international organisations. Their breadth
means that they create a whole conceptual framework for
discussing issues and understanding their interrelationships.
Even those who are not interested in the specific activities of
the United Nations can use the SDGs framework to
understand policy objectives and their combinations.

Figure 2: The Sustainable Development Goals (SDGs)
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The SDGs lend themselves to a co-benefits analysis. They are
explicitly linked in the recognition that they affect each other,
and it is unlikely that they can be achieved in isolation from
each other. For example, "access to safe and inclusive green
and public spaces" is an objective under SDG11 (Sustainable
Cities and Communities, 11.7) but also contributes to reduced
inequalities, mitigation of climate change, reduced
discrimination on grounds such as gender or disability, and —
by enabling exercise and open-air socialisation — health.

It is therefore important to look at achieving SDGs as a useful
framework to understand, identify, quantify and adopt policies
that produce co-benefits. Not only will co-benefits be
necessary if the world is to achieve the goals to which
governments committed in 2015, co-benefits also create
conceptual building blocks and accompanying data that allow
us to identify goals and progress. It is possible to express a
broad range of goals for our societies in terms of SDGs, and
thereby benefit from the monitoring, and reporting
mechanisms of the SDGs as well as engage with a global
conversation about the best ways of attaining the United
Nation’s Goals. The SDGs also make it clear that health equity
cannot be ignored. Not only are two of the seventeen SDGs
explicitly about equity (SDG5, gender equality, and SDG10,
reduced inequalities), other SDGs such as SDG8 (good jobs
and economic growth) and SDG11(sustainable cities and
communities) make it clear that equity is part of the goal (see
Box 1).
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Figure 3: Two main routes can be pursued to achieve co-benefits to other SDGs
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Health for All Policies have two causal pathways:
through health directly and through health policy

This policy brief identified two basic paths by which health
investment and accompanying policies produce co-benefits for
other sectors, shown in Fig. 3. One is through the benefits of
health itself. Better health status and outcomes and greater
health equity all contribute to attaining other social goals. The
other is through the benefits of health policy and expenditure.
Health care systems are large employers, sustain extensive
research, occupy a great deal of built infrastructure, have a
great deal of impact on their environments and are often
entwined with education. This means that they have a great
deal of power to create co-benefits for other sectors.

Health as a contributor to other SDGs

Better health status has many obvious and often
documented effects on other SDGs

The first way in which health generates co-benefits is through
the benefits of better health and reduced health inequalities.
Better health status has many obvious and often documented
effects on other goals (Greer et al., 2022). Existing empirical
literature provides some evidence on how health outcomes
causally affect other policy goals mentioned above (Suhrcke et
al., 2006; McKee et al., 2009; Stuckler et al., 2009). Health
status should mean both overall health status (for example,
country averages) and health inequalities (see Box 1).

Consider a few examples:

e The health of children influences their educational
performance (SDG4).

e Health inequities influence the ability of women (SDGb5),
the poor (SDG1), and vulnerable groups (SDG10) to receive
the benefits of education and then secure equal access to
good jobs (SDGS).

e Health status affects political participation and civil society
engagement (SDG16) (Constantino, Cooperman &
Moreira, 2021).

Il health can cause catastrophic health care spending that
can make people fall into poverty (SDG1) (Kawabata, Xu &
Carrin, 2002).

Box 1: Improving health means improving both the health
status and health equity

Aggregate population health data often conceal considerable
diversity, with the situation of those who face discrimination, with
worse health as a result, effectively invisible. Improving “health”
therefore means two things: improving the average health status and
reducing health inequity.

There are two reasons why equity matters. The first is normative: the
SDGs call, repeatedly, for reduction in inequity — not just in SDG5
(gender equality) and SDG10 (reduced inequalities), but in the
implementation of other SDGs. For example, SDG8 (Decent work and
economic growth), is clear that that goal means decent work for all.
To adhere to the SDGs is to commit to equity.

The second reason that equity matters is that a society with wide
inequalities will struggle to make progress in many other areas.
Unhealthy children will not benefit as much as they should from
education. Health inequalities that drive people out of the formal
labour force (for example, to care for their families), will waste their
skills and undermine economic development.

These two goals, improving overall health and narrowing inequalities,
can be mutually reinforcing but they are not the same. It is easy to
find policies that improve overall health but increase health disparities
as those with better health have a higher ability to benefit. Public
health measures against COVID-19, for example, saved many lives by
enabling white collar workers to work from home, but left many
“frontline workers”, in sectors such as health care, food service and
transportation, unprotected because they could not work from
home. This was one of the many ways in which COVID-19 showed
how inequalities of all kinds turn into health inequalities (Bambra,
Lynch & Smith, 2021). New health technologies and approaches that
cost money can save lives but will generally be adopted first by richer
and more socially advantaged people, thereby widening disparities
(Phelan & Link, 2015). As a result, policy cannot be directed only at
overall health status, but must focus on inequity (Lynch 2017, 2020).
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Health systems and policies as a contributor to
other SDGs

The health sector has a large and multifaceted impact
on other areas of life, including jobs, economic growth
and climate change

Policymakers, citizens and analysts do not always fully
appreciate the size and impact of the health sector on our
lives, the economies that surround us and our wider societies.
Fully appreciating the potential contribution of the health
sector opens up new policy vistas. The health care sector is a
very large and geographically dispersed employer, operator of
infrastructure, purchaser of materials, investor in research and
education, and influencer of labour mobility and urban
development. Public health policies, as the COVID-19
pandemic brought home, can shape a wide range of social
and economic outcomes, and the failure of public health
measures can inflict significant harm on economies and
societies.

Consider three areas of pressing concern for policy-makers:
good jobs (SDG8) (Greer, 2018), industry, innovation and
infrastructure (SDGY), and climate change (global heating,
SDG13). Even policy-makers uninterested in the SDGs are likely
to see a reason to care about their populations’” employment
and incomes, and climate change is an existential threat
everywhere. There is scope for co-benefits linking health with
all of these issues.

The health system is a major employer but is also often an
important wage-setter (Fig. 4). It contributes to the skills of the
workforce, both sector-specific and transferable, while their

employment decisions can promote (or undermine) equity,
especially where they give opportunities to groups that
experience discrimination in other sectors. Especially in areas
facing post-industrial decline, they can be an important
contributor to family income, reflecting the traditional gender
differences in the health sector and manufacturing industry.

Health care makes a major contribution to the economy in
high- and middle-income countries, both directly, as an
employer (Fig. 5), and indirectly, through a wide range of
mechanisms, such as purchases of local goods and services or
contributions to research and development, and beyond those
to greater labour force participation and productivity by
improving the health of the population served.

It is, however, still common to view health care as a
consumption good rather than an investment in the wider
economy and, especially, in the stock of "human capital". This
mismatch is becoming more problematic than ever given the
increasing labour force in many countries — and the shrinking
labour force in many other countries.

The economic case for investment in health care goes beyond
its contribution to human capital. There is growing evidence
that health care contributes to social capital, the relationships
that are important for societal functioning. Accessible and
affordable health care is a manifestation of reciprocity and
solidarity. There is also growing evidence that communities
that experience deteriorating health lose faith in the
commitment of the state to support them and provide fertile
ground for those promoting division and non-democratic
policies (Gugushvili et al., 2020).

Figure 4: Health spending in selected OECD countries ranges from 5% to 20% of GDP
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Figure 5: Health and social care can account for more than a fifth of total civilian employment
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Some governments promote the health sector as a source of
foreign exchange. Examples include training health workers
who will work abroad and send back remittances, medical
tourism, or hosting clinical trials. These activities can play an
important role in some middle-income countries such as Brazil
and India (Massard da Fonseca & de Moraes Achcar,
forthcoming). However, it should be noted that these
approaches can raise ethical issues and may not be the best
use of scarce resources.

Health care is an important contributor to climate change. It is
a carbon-intensive sector, although emissions can vary
considerably across countries. Health care's share of a country’s
total carbon footprint ranges from 3.3% (Mexico) to 8.1%
(the Netherlands) (Fig. 6) (Pichler et al., 2019). This variation
offers lessons for higher-emitting countries. One US study
found that the health care sector accounts for 8.5% of total
carbon emissions, including construction and operation of
health care facilities, their energy use and the carbon
incorporated in the supply of medical products (Dzau et al.,
2021). For a number of these countries, health care might be a
pressing area in which to reduce carbon emissions.
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Figure 6: The health sector is a major emitter of greenhouse gases and can be a major contributor to carbon neutrality
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4. How to identify co-benefits

Understanding and estimating the impact of health and
health policy on other SDGs is not simple but is possible

Estimating the costs and benefits to different sectors of a given
policy depends on an understanding of context and trade-offs.
Fortunately, there are both established and innovative
methods and approaches for understanding and estimating
the impact of health and health policy on other SDGs.

Identifying co-benefits of health outcomes

Improved health status and reduced health inequalities
generate positive spillovers across many sectors

The first category of co-benefits is where an improved health
status contributes to goals outside the health domain. The
COVID-19 pandemic clearly showed ways in which health
issues and policy responses can spill over into other issues.

There is a growing literature on co-benefits affecting other
SDGs (Jack & Kinney, 2010; Howden-Chapman & Chapman,
2012; Shaw et al., 2014; Alam, 2015; Haines, 2017; Sharifi et
al., 2021). Looking at education (SDG4), shows how, in
Tanzania, a father's illness decreases children's school
attendance by 5% and children's likelihood of completing
primary school by 25%, leading to one and half fewer years of
schooling (Alam, 2015). With employment (SDG8), Dillon,
Friedman & Serneels (202 1) showed that preventing malaria
infection in Nigeria can increase earnings by about 10%.
Fadlon & Nielsen (2021) show that severe non-fatal health
shocks such as a heart attack or stroke in Denmark reduce
earnings by 18% and household income by 3.4%. In contrast,
fatal health shocks lead to increases in surviving spouses' labour
force participation by 7.5% and annual income by 6.8%.
Jockers et al. (2021) show that roll-out of antiretroviral therapy
programmes in South Africa improve life expectancy and
reduce absenteeism rates among workers living with HIV by
about 12 days per year. Eriksen et al. (2021) show that the
onset of diabetes in children induces mothers to shift to part-
time work, experiencing a long-term 4-5% decrease in wage
income in Denmark. With political participation (SDG16),
Constantino, Cooperman & Moreira (2021) show that higher
COVID-19 incidence near the time of the election in Brazil was
associated with lower voter turnout. These studies, and other
similar ones, illustrate the scope for quantifying co-benefits
involving health.

Boxes 2 and 3 briefly present relevant quantitative empirical
and modelling techniques that can be used to understand and
calculate actual and likely co-benefits for policy analysis and
research.

Box 2: How to use econometrics and statistical models to
analyse the impact of health status on other SDGs?

In health policy, changes made should ultimately improve outcomes
and equity while reducing disparities at the population level. As policy-
makers, we want to quantify these impacts to bring proposals onto the
policy agenda and evaluate their effectiveness. One way to put
numbers on the causal link of co-benefits from health programmes
and policies in other sectors, or the contribution of health status to
other goals, is by using regression analysis and empirical quantitative
methods (Angrist, Angrist & Pischke, 2008; Gertler et al., 2010; Angrist
& Pischke, 2015; Abadie & Cattaneo, 2018; Cunningham, 2021).

There are two types of methods that can be used to estimate the
impact of health on other SDGs. The first, experimental designs, are
ideal to estimate the contribution of health policy to other outcomes.
By enabling comparison with those not exposed to the policy,
randomised control trials provide — if they can be undertaken, which is
not always — an unbiased estimate of the effect of a policy on other
sectors. Although most often involving randomisation of individuals,
policy research is more likely to employ cluster randomised trials, where
the unit of analysis is communities (Miguel & Kremer, 2004), as has
been done to investigate the effect of health policies on diverse
outcomes such as earnings, labour supply or productivity (Dillon,
Friedman & Serneels, 2021). However, the scope to use these
experimental designs is limited. They take time, often yielding results
only after several years; they are expensive; and they are subject to
many practical difficulties.

Quasi-experimental methods, the second type, are useful tools in
situations where true experiments cannot be used for ethical or
practical reasons. Researchers can use them to establish causality
where it is not possible to randomise individuals or communities. They
often use existing data from surveys, either repeated cross-sectional
ones or panels, where the same people are followed over time. With
these tools, it is possible to take advantage of how interventions are
implemented at different times or places, offering greater potential to
estimate co-benefits coming from health policies or reforms.
Commonly used methods include difference-in-difference (where some
groups are exposed to a policy, for example in a given region or area,
but other groups are not) and regression discontinuity (where some
groups just below an eligibility cut-off point, for example individuals
below a poverty threshold, are compared with those just above the
same cut-off point) (Imbens & Wooldridge, 2009; Angrist & Pischke,
2010; Dimick & Ryan, 2014). For instance, Fadlon and Nielsen (2021)
use differences-in-differences and matching methods and show that
experiencing heart attacks or strokes in Denmark reduces earnings by
18% and household income by 3.4%. Using robust empirical
methods, it is possible to calculate the benefits of policies or
programmes in multiple sectors in a Health for All framework,
achieving cross-sectoral involvement between actors and building
stronger political coalitions.

Box 3: Using systems dynamic modelling and decision analytic
methods to support the development of Health for All Policies
and quantify health co-benefits

Mathematical models use theoretical frameworks and equations to
relate components of a system to each other (Vanagas, Krilavicius &
Man, 2019; Panovska-Griffiths, Kerr, Waites, & Stuart, 2021). These
models can support the development of Health for All Policies by
conceptualise systems and how they will react to policies.

An understanding of the relationships between health and other
sectors in a given context is critical in taking a Health for All Policies
approach. System dynamics modelling can be useful in mapping these
relationships because it not only identifies which parts of the system
interact, but characterises how they interact through feedback loops,
delays, and non-linear effects (Darabi & Hosseinichimeh, 2020).
Expanding the complex systems approach to health policy (Adam & de
Savigny, 2012; Peters, 2014) beyond the traditional frame of a health
system can allow models to capture theses broader relationships and
help to inform the development of policies that produce co-benefits.
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Models can also quantify the co-benefits of health policies through
their applications in decision analytic methods. These analyses employ
decision models that provide a structural framework capable of
synthesising available data across a range of fields to evaluate
outcomes of policy alternatives (Briggs, Claxton, & Sculpher, 2006;
Kuntz et al., 2016). Among decision analytic methods Cost-Benefit
Analysis (CBA) is particularly conducive to measuring co-benefits.
Given that CBA measures all outcomes in monetary terms, it facilitates
the inclusion of costs and effects beyond the domain of health (Owens
et al., 2016). CBA has often been used in a deliberately crude way but
more recently it has been successfully employed to evaluate the
impacts at the intersection of environmental and health policy (OECD,
2018), a practice that can be adapted to other sectors.

Identifying co-benefits of health systems and
policies

Health policies also contribute to goals outside the
health sector and these co-benefits have been
documented in the empirical evidence

The second category of co-benefits is the way in which
specific health policy interventions contribute to goals outside
the health domain. For example, expanding universal health
coverage or child nutrition programmes can reduce poverty
by eliminating catastrophic payments (SDG1), or improving
education attainment (SDG4) or employment outcomes
(SDG8). The previous section presents some examples. Box 6
and Fig. 7 show, in one case, how a hospital can affect
multiple SDGs for better or for worse.

These co-benefits have been documented in the empirical
evidence. For example, in relation to poverty (SDG1), using
differences-in-differences methods (Limwattananon et al.,
2015) show that a reform which greatly extended health
insurance coverage in Thailand reduced out-of-pocket
expenditure by 28% and reduced catastrophic payments by
two percentage points. Bauhoff, Hotchkiss & Smith (2011),
using a regression-discontinuity design approach, suggest
that the Medical Insurance Programme for the Poor in the
republic of Georgia decreased mean out-of-pocket
expenditures for some groups and reduced the risk of high
inpatient expenditures, though the programme did not affect
the utilisation of health services. In contrast, Bernal, Carpio &
Klein (2017), using a regression-discontinuity design, show
that an expansion of health insurance coverage in Peru had
large effects on measures of curative care use (individuals
more likely to visit a doctor by 9 percentage points, to receive
medicines by 15 percentage points, that a diagnostic test is
performed by 5 percentage points, to visit a hospital or
receive surgery by 8 percentage points) but increased out-of-
pocket spending by 282 Soles (US$ 73), equivalent to 1.5%
of household income, due to higher consumption of
medicines, hospital visits and/or surgeries not covered by
insurance financed by households due to more awareness of
health need. Hu et al. (2018), using synthetic control
methods, show that the Medicaid expansions under the
2010 Patient Protection and Affordable Care Act reduced the
number of unpaid bills and the amount of debt sent to third-
party collection agencies.

In relation to employment (SDG8), using differences-in-
differences methods, Del Valle (2021) shows that expansion
of health insurance coverage in Mexico increased labour
supply by reducing the likelihood of informal workers exiting
the labour market by 15%. Goodman-Bacon (2021), using a
differences-in-differences method, shows that children
covered by Medicaid in the USA have higher labour supply by
4 percentage points. Jeon & Pohl (2019), using matching
methods, show that innovations in cancer treatment in
Canada during the 1990s and 2000s reduced the negative
employment effects of cancer by 63-70%. Beuermann &
Pecha (2020), using differences-in-differences methods and a
regression discontinuity design, show that the elimination of
user fees in public health facilities in Jamaica reduced the
number of sick days by 44% for individuals who were 40-64
years old.

For education (SDG4), Araujo, Carrillo & Sampaio (2021)
provide evidence that a large-scale iodine supplementation
programme in Tanzania increased completed years of
education and income scores in adulthood. Butikofer &
Salvanes (2020), using differences-in-differences methods,
show that cohorts of children included in a tuberculosis
control programme in Norway introduced in 1948 reduced
missing school days by 9% in the short term, and increased
years of education by 0.5 years in the long term and earnings
by 7%. Baranov & Kohler (2018), using differences-in-
differences methods, show that access to antiretroviral
therapy for AIDS in Malawi increases expenditures on
education and children's schooling, and increases savings.
Ozier (2018), using a phased randomised intervention design,
shows that deworming interventions in Kenya had cognitive
effects on children that were equivalent to at least half a year
of additional schooling. Brown, Kowalski & Lurie (2020)
show that greater childhood Medicaid eligibility expansions in
the USA increase college enrolment. Bitikofer, Mglland &
Salvanes (2018) show that the roll-out of a free nutritious
breakfast programme in schools in Norway increases
education by 0.1 years and earnings by 2-3%.

Identification of co-benefits of health systems and
policies requires policy analysis drawing on sector-
specific knowledge and understanding of the context

The identification and estimation of co-benefits from health
systems and policies presents different methodological
challenges. It is more dependent on sector-specific
knowledge of causal mechanisms as well as contextual
factors such as budgeting procedures, urban design, or
labour law. Box 4 shows a stylised version of the process.
This relationship has been demonstrated with a series of test
cases (Greer et al., 2022), some of which are discussed in
Box 5.



Box 4: Using policy analysis to identify co-benefits of health
systems and policies

It is possible to identify co-benefits in three steps, though a fuller
analysis will be more complex (De Leeuw & Peters, 2015). The first is
to understand basic relationships between the health care system
and policies and the issue in question, perhaps by building a
preliminary logic model. This need not be hard: in many cases there is
an obvious connection, and the question is how to gauge its
importance and the relevant mechanisms.

The second step is to develop a logic model of the way policies can
influence those relationships. For example, how can decisions about
siting and building a hospital (Boxes 6 and 7, Fig. 7) influence
different goals such as equitable employment and reduction of
carbon emissions? This asks for knowledge of the policy sector in the
country context as well as the broader international literature on the
relationships involved. The quality and extent of the international
scholarly literature varies greatly from topic to topic here, but it can
map out basic mechanisms as well as some estimates from possibly
relevant contexts. A model of the policy can also enable the
commissioning of rapid research on topics in a particular context if
necessary.

The third step is to identify the policies or actions with significant
potential co-benefits and the most realistic chances of success and
implementation. This means two things. First, it means trying to
develop quantitative estimates of the benefits of a given policy.
Second, it means further analysis of the organisational requirements
and barriers to implementation combined with an analysis of the
potential coalition of supporters. Box 5 shows examples.

Box 5 There are many examples of how health systems and
policies can produce co-benefits

SDG 3 Good Health and Well-Being and SDG 5 Gender Equality

Health care needs to include equity of and access for women, men,
and all other genders. The reverse is necessary as well: gender
equality and human rights need health equity, which is a goal that
health care systems can attain through both equitable care and
equitable action as employers, purchasers, and service providers. This
strong connection between SDG3 (health) and SDG5 (gender) creates
specific conditions of co-benefits. However, bringing a gender lens to
the debate over SDG co-benefits raises more general questions about
universalist policy concepts, which assume “neutrality” and do not
adequately respond to policy contexts and the diverse needs and
interests of stakeholders. Increased attention to gender equality and
intersectionality would allow policy-makers to capture and address
the importance of participatory governance more effectively. (For
more information see Kuhlmann & Lotta (forthcoming 2023).)

SDG8 Decent Work and Economic Growth

Health is wealth. This case study explores how health policy can help
support progress towards SDG8 (creating decent work and economic
growth), in light of the health and care sector being a major source
of employment globally. Better health promotes better work and
employment. Health policy itself can also promote better work and
employment by improving health system standards and making
health sector actors better employers. In many cases these
improvements involve redirecting or increasing health expenditure to
improve the safety, quality, and career progression of jobs at the
lower ranks of the health system. Increasing public budgets can lead
to political discourse when budgets already face constraints.
However, if implemented well, changes in health expenditure can
have benefits to the organisation. A suggested solution includes
paying an efficiency wage for better productivity rather than simply
hiring at the lowest possible wage. (For more information see
Williams, Rockwell & Greer (forthcoming 2023).)
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SDG9 Industry, Innovation and Infrastructure

WHO has attempted to incentivise low- and middle-income countries
to invest in needs-driven Research & Development and local drug
production; however, these goals have yet to be fully accomplished.
Initiatives such as technology transfer and local production of
pharmaceuticals in low- and middle-income countries can be a
means to promote industrial and innovation goals (SDG9), while
meeting health needs. The main goal is to strengthen regulatory
systems through local production. This will not only allow for the
increased assessment of manufacturing practices and heightened
quality control but will also provide additional opportunities to train
and develop human resources, develop new skills, and promote local
industrial development. Pharmaceutical development and production
in lower- and middle-income countries is an area in which
intersectoral initiatives between health and industrial policies and
how they can ultimately lead to increased health benefits can be
seen. (For more information see Massard da Fonseca & de Moraes
Achcar (forthcoming 2023).)

SDG11 Sustainable Cities and Communities

With more than half of the world’s population living in urban areas,
cities are projected to continue to grow. The problem is that cities are
not equipped to accommodate such large populations when faced
with rapid urbanisation, and health care systems such as hospitals
can be part of the problem or part of the solution. With a multi-
sectoral urban governance approach that emphasises health, cities
can expand successfully and equitably while leaving no residents
behind. As countries look to improve their commitment to building
sustainable, healthy, inclusive and resilient cities (SDG11), stronger
coordination across multiple sectors is needed to ensure that policies
and programmes targeting equitable growth are in place to prevent
the negative consequences of rapid urbanisation. (For more
information see Mehdipanah & Koeman (forthcoming 2023).)
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Box 6: What are the possible co-benefits of a hospital? Climate action (SDG13) calls for a move to carbon neutrality while
hospitals are a key source of greenhouse gas emissions (Tennison et
al., 2021). In the UK, the National Health Service (NHS) is responsible
for 4% of total national carbon emissions, of which 79% come from
primary care and community services (NHS, 2012). Of these
emissions, hospitals, which are large buildings requiring 24/7 energy
for heating, ventilation, lighting and advanced energy-intensive
medical devices and pharmaceuticals, are the greatest contributors
(Eckelman & Sherman, 2016). NHS-related travel explains 3.5% of all

Health for All Policies means that this brief needs to look at ways in
which the health sector and health policies do or do not contribute
to broader social goods. Imagine the development of a hospital,
newly built, efficient and located on the outskirts of the city, in an
area primarily accessible by car. What is the hospital’s impact on key
policies highlighted in the SDGs? What could be done better if co-
benefits were sought rather than simply the efficient production of
health care services?

Figure 7: A hospital can have positive and negative spillovers on many SDGs
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road travel in the UK, making travel the sixth highest contributor of
greenhouse gas emissions in the hospital system following medical
equipment, pharmaceuticals, business services, fuels, and electricity
(NHS, 2012). The high use of energy in hospitals also creates an
opportunity for hospitals to impact the SDG of accelerating
renewable energy use (SDG7). Currently, most hospitals rely on
non-renewable sources of energy. Studies have shown switching to
renewable sources can contribute to SDGs while also creating
savings for hospitals (Vaziri, Rezaee & Monirian, 2020; Prada et al.,
2020; Sala, Alcamo & Nelli, 2017).

In addition to energy, hospitals are large consumers of water
impacting SDG6 and SDG9: Clean Water and Sanitation and
Responsible Consumption and Production, respectively. In 2017,
the NHS utilised water equivalent to the total water use of Estonia
(Sala, Alcamo & Nelli, 2017). In Spain, 900 hospitals account for
7% of the total use of water in the country, which amounts to
roughly 600 million euros (Garcia-Sanz-Calcedo et al., 2017). The
use of water in hospitals comes mostly from direct use (35-70%),
research and treatment (15-40%) and food preparation (5-25%).
Studies find this elevated water use could be limited with more
responsible monitoring and auditing of water use (McGain &
Naylor, 2014).

Hospital development can also impact SDGs of decent work (SDG8)
and reduce inequality (SDG10). Hospitals are staff intensive and
offer high opportunities for employment in the regions where they
are located. In France, an average public hospital employs 876
people (Clark & Milcent, 2011). Locating these hospitals in
suburban areas may provide employment opportunities in already
prosperous areas, increasing employment inequity between
suburban, urban and rural communities. In addition to employment
inequality, hospitals and hospital location can increase inequality in
health care access. Reliance on political will for funding and
development of hospitals may lead to a lack of access to hospital
care in marginalised communities (Matheson et al., 2018). Even
when hospitals are accessed by these marginalised communities,
poor hospital culture, such as embedded systematic racism, may
lead to differences in treatment among groups (Matheson et al.,
2018). Additionally, hospitals are generally resistant to change and
show a lack of responsiveness to community needs, which has a
greater impact on quality health care access in marginalised
communities (Matheson et al., 2018).
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Box 7: Example roadmap to reduce carbon footprint
by a Catalan hospital

According to the data provided by the organisation Health Care
Without Harm, the climate footprint of the health sector is equivalent
to 4.4% of net global emissions (Health Care Without Harm, 2019).
This implies that those that are supposed to take care of people’s
health (for example, health care personnel, hospitals) generate harm
as well. Health and the environment are inseparable.

It is on this premise that MutuaTerrassa (a hospital in Catalonia,
Spain) conceived its "Green Commitment". Hospital leaders began
by calculating the carbon footprint of our organisation of more than
5000 professionals. This allowed them to establish a roadmap, in the
form of a Climate Action Plan based on four axes:

Energy transition All the energy consumed by the university hospital
will have a renewable origin from zero kilometres, meaning that the
energy will be generated on-site. The hospital will install photovoltaic
panels on three of the four facades of the hospital, which is the
tallest building in the city and is to make the institutional
commitment to the energy transition visible and inspiring.

Sustainable mobility  All people coming to the hospital are sent an
SMS containing instructions as to how to reach the hospital in the
most sustainable and healthy way.

Circular economy  The hospital has shifted towards using surgical
protection material (sterile gowns, clean air pyjamas and cover for
patients) in its operating theatres that can be reused up to 300 times.
In each major operation the result is an average reduction of 3.5 kg
of waste compared with operations with single-use materials. The
hospital has shown that opting for re-use was more economically
viable, more environmentally sustainable and produced more reliable
than complex supply chains for single-use goods.

Biomedical research on health and climate change MutuaTerrassa
serves around 300 000 inhabitants covering primary, specialised,
mental health and elderly health care. The hospital is working in
partnership with several research groups and the Catalan
Meteorological Service to uncover indicators on the impact of climate
change on prevalent cardiovascular, metabolic, neurological and
respiratory diseases.

Source: Josep Rull i Andreu, Tomas Pérez Porcuna, and David
Dalmau, MatuaTerrassa
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5. Politics and governance: achieving the
co-benefits

Identification of co-benefits is only the first step
towards achieving intersectoral action; they then need
to be implemented and sustained

On one hand, identifying co-benefits means understanding
where impact is likely. That was the focus of the previous
section. But on the other hand, there are often reasons why
potential win—-win solutions are precluded, ignored, or
adopted, not implemented or sustained. Coordination has
long been the "holy grail” of public administration, and
administrative history is littered with more and less successful
efforts to promote "joined-up government" and other such
goals (Bogdanor, 2005). In health, a sector often known for
its comparative isolation from the rest of government, efforts
to achieve this coordination seem particularly important. A
focus on co-benefits is an extension of longstanding research
and practical experience in intersectoral policies. The
intuitions behind it are, of course, much older. Claiming that
a single policy achieves multiple goals is a persuasive tactic as
old as politics. It is often necessary to create or hold together
a political coalition by winning supporters with different
priorities. The question is how to make such claims in a valid,
robust and politically effective way.

Coordination is a key part of the problem of governance.
Governance is how societies make and implement decisions
(Greer et al., 2019). It refers to the formal and informal
institutions that manage conflict and turn it into policy. This
section first identifies the basic logic of failures of
intersectoral action. It then briefly reviews some of the
extensive literature on policy solutions to the problem and
concludes with a discussion of the importance of
implementation and sustainability.

Salience and difficulty in coordination: identifying
practical co-benefits

Many co-benefits can be attained by action within a
single sector, ministry or organisation, but even within
a single sector coordination is not easy and it is much
harder when multiple sectors are involved

Improved school nutrition, green health care facilities, or
reduced catastrophic health care costs can be achieved
without intersectoral cooperation and might not even require
new resources if the money can be redeployed from
elsewhere within the sector. This means, perhaps
paradoxically, that some of the greatest co-benefits will come
from sectoral, rather than intersectoral, actions.

Coordinating within a sector is by no means easy, though; it
is easier to write about redeploying resources from elsewhere
within the sector than to actually do it.

It is also possible to write about coordination and
intersectorality as if it were merely a problem of public
administration. That is not always the case. It is common to
find, hiding behind apparent bureaucratic obstacles,
significant political conflict and interest group influence. It is
difficult to improve coordination without considering this
dimension.

Differing time horizons can obstruct identification of
co-benefits

One problem in identifying practical and effective co-benefits
arguments is time horizons. Advocates of public health
measures and preventive care have long lamented the
problem that the timeline for their initiatives to show results
is much longer than it is for other investments, leading
governments to invest less. Some of the long and indirect
causal chains that shape co-benefits can be difficult to
express or might not deliver results in a time frame that is
relevant to budgeters or politicians focused on electoral
calendars.

Understanding routes to effective action requires
understanding the particular political system and
constraints of the government involved

Fortunately, there are useful middle-range social scientific
tools for political analysis (Greer et al., 2017; Greer et al.,
2018). These can include understanding agenda-setting
dynamics, which are useful for policy entrepreneurship and
advocacy (Kingdon, 2003; Page, 2006; Stahl et al., 2006;
Greer, 2015) as well as understanding the particular
institutional and political landscape of a given country.

How much political conflict a proposal generates and
how important it is to politically determine prospects
for effective action

In terms of identifying prospects for effective action,
intersectoral or within a sector, Edward C. Page developed a
simple four-cell that is very useful for understanding the
prospects of a proposal for action, shown in Table 1 (Page,
2005). It requires coding a given specific proposal — for
example, locating hospitals in city centres — in two
dimensions. The first question is whether the proposal is
contentious between one or more powerful actors. The
second is whether it is salient to high-level political
generalists whose intervention can force a resolution to a
dispute. In the abstract, the ideal situation for policy change
is a high-salience, low-conflict policy. The second best is a
low-conflict, low-salience area where patience can often
achieve good outcomes. A high-conflict, low-salience issue
has a bad prognosis because it is unlikely to attract the
attention of more powerful actors who can decide an
outcome, whereas a high-conflict, high-salience issue is one
that is likely to get a resolution because the top of
government cannot avoid it. An issue's characterisation in
this grid can change, and much of the work of policy experts
and advocates is precisely in trying to change its location —
most often, reasonably enough, by trying to increase the
salience of the issue and perhaps reducing the conflict by
proposing new policy alternatives or rethinking trade-offs.
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Table 1: A high-salience, low-conflict problem has the highest potential of being resolved

High political importance Low political importance

High-conflict, politically important issues are crucial
governments and occur when there are serious dis-

be the highest-stakes and most dangerous political
junctures.

Low conflict

any sort of intersectoral governance arrangement
could, potentially, fix it.

Source: Page (2005).Modified by authors.

Focusing on co-benefits can increase the salience of the
issue and shift the narrative to reduce conflict

A focus on co-benefits has two potential persuasive
advantages in understanding and acting within this type of
situation. First, it can increase the salience of the issue by
offering more, or by documenting greater harms from a
policy than were previously understood. For example, if the
impact of catastrophic health care costs is considered as a
problem of both immiseration — poverty creation — and
health access, then there might be a bigger constituency to
address them than if the focus is only on health care access.
Second, a focus on co-benefits also allows us to consider
ways to redirect the conversation in ways that reduce
conflict. Identifying win—win solutions can release us from
win—lose (or lose—lose) policy debates that have often gone
on for a very long time and which are often formed entirely
within the constraints of very crude budgeting logic (White,
2013). It thereby helps integrate health with other political
priorities by showing the contribution (or potential
contribution) of health and health policy to solutions.

Understanding challenges of implementation and
sustainability

There is no single recipe for implementing co-benefits
that will work across different contexts and survive
political changes

There are two key problems facing a new policy: the problem
of implementation and the problem of sustainability.

Implementation means that actors throughout a system
change their behaviour in order to achieve the intended goal.
It is famously one of the most theoretically and empirically
challenging topics in social sciences, and it is not for want of
attention by researchers in fields as diverse as public

agreements about priorities and strategies. These can

The second easiest kind of problem to solve. Almost

to

In principle, this requires some sort of hierarchical
decision. Progress can require reframing or resolving
conflict or its political importance.

The easiest kind of problem to solve, requiring some
combination of bureaucratic action and work to raise the
profile of the issue for key actors.

administration, political science, economics, change
management, organisational behaviour and psychology.

There are powerful reasons why something that has been
decided might be ignored at the level where it must be
implemented; from habit to complexity, to inadequate
resources to poor communications, to interest group
resistance to corruption, to well-founded disagreement with
the policy. It appears that, for all the effort, there is no one
good theory of implementation or how it works that can be
adopted across different contexts.

Many answers from the field of "implementation science" or
"change management" presume a top—down approach that
does not necessarily work within private sector organisations
and is of still more limited use in understanding problems of
implementation across sectors in a fundamentally political
environment, whereas more politically oriented research
tends to identify enablers and constraints rather than
immediately workable strategies.

Sustainability is a second problem, which is of great interest
to political science researchers and working politicians but
often receives less attention in public health and health policy
literatures (Greer & Lillvis, 2014). Put simply, most officials,
ministers, and governments are not in a given position long
enough to assume that even policies they implement will be
sustained. New officials, ministers and governments will have
their own agendas, might be actively hostile to their
predecessor's activities, and might be unlikely to invest too
much energy in the previous agenda. Interest groups and
others who lost out in the original decision and resisted
implementation will have additional opportunities to
undermine the policy. The problem of sustainability is the
problem of designing policies that will survive political
change, be hard to undermine and even develop their own
supportive coalitions.
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Policy tools exist to implement and sustain policies over
time

Table 2 shows some of the key tools that governments adopt
in order to implement and sustain policies. They include a)
setting objectives that are clear, widely understood,
measurable and monitored; b) establishing who is
responsible, including co-ordination mechanisms where
appropriate, supported by appropriate legislative, regulatory,
or administrative mechanisms; c) engaging all relevant
parties, including those outside government; and d) ensuring
accountability, taking account of existing constitutional roles,
legislation, and programmatic design.

There are a variety of solutions that governments can adopt
in trying to address the sustainability problem and entrench
their programmes. Solutions include entrenching them in
legislation or even constitutional law, the solutions’
effectiveness of which varying by political institutions. The
more difficult it is to legislate; the more value politicians will

see in legislation because the difficulty of legislating will deter

or defeat successors who do not value the policy.

Legislation can also include mandatory requirements of
various sorts which expand the scope of conflict and thereby
make it harder for governments to renege on commitments.

This can mean, for example, mandatory submission of
reports on progress to the legislature, publication of regular
and relevant data, and public consultation processes that
allow allies in civil society to follow policy closely and argue
for continued policy implementation. The legal system can
also sustain policies, especially if there is legislation that
creates rights of action such as a right to health care that can
be enforced through lawsuits.

Simple policy design, with clear and easy to trace
co-benefits, can help sustain policies over time

Policies themselves can be more or less implementable and
sustainable. Implementable and sustainable policy will often
include public visibility and "traceability" of benefits, which
allows voters to know who, and what policy, is responsible
for something good that they received (Arnold, 1990). This is
partly achieved through simple policy design, which makes it
clear where benefits and co-benefits come from. It can also
be achieved by incorporation of existing interest groups,
when necessary, though this can interfere with the simplicity
and traceability of the policy. The key goal is to ensure that
voters and key interests will give credit to those who protect
the policy and blame those who undermine it.

Table 2: What are some of the governance tools and actions that can support intersectoral action?

Category Possible governance actions with these tools

Plan Plan
Indicators & Targets

Indicator

Target
Budgeting

Pooled budget

Shared objectives

Coordinated budgeting

Organisation

Ministerial linkages

Specific ministers

Legislative committees

Interdepartmental
committees/units

Departmental mergers

Engagement (for example, civil
society, industry, public)

Goals & targets, policy guidance, financial support, legal mandate

Evidence support, monitoring & evaluation

Goals & targets, monitoring & evaluation

Goals & targets, financial support, implementation & management
Goals & targets, financial support, implementation & management

Goals & targets, financial support, implementation & management

Coordination, policy guidance, financial support, implementation &
management

Coordination, monitoring & evaluation, policy guidance,
implementation & management

Evidence support, advocacy, monitoring & evaluation,
implementation & management

Evidence support, coordination, monitoring & evaluation, policy
guidance, implementation & management

Coordination, policy guidance, financial support, implementation &
management

Evidence support, advocacy, monitoring & evaluation,
implementation & management

Continued on next page >>>
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>>> Continued from previous page

Category Possible governance actions with these tools

Accountability

Transparent data Evidence support, advocacy, monitoring & evaluation
Regular reporting Evidence support, advocacy, monitoring & evaluation
Independent agency/evaluators Evidence support, advocacy, monitoring & evaluation
Support for civil society Evidence support, advocacy, monitoring & evaluation
Legal rights Advocacy, monitoring & evaluation, legal mandate

Source: Greer et al., forthcoming, drawing on McQueen et al., 2012
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6. Conclusions

It is not only the health sector that can benefit from
policies enacted in other sectors; other sectors benefit
from health policies and better health too

The case for Health for All Policies is not just that other
policies can affect health — it is that health can contribute to
the achievement of a wide range of policy goals. From
avoiding catastrophic spending that pushes people into
health poverty, to reducing gender inequalities in work, to
reducing climate change and enhancing urban environments,
health can be a good route to achieving many of the SDG
targets and goals.

Generalist policy-makers and governments should not
underestimate the impact of health investments on
their economies and societies

Better health can lead to better education, work and
equalities, among many other things. Intelligently used
health expenditure can lead to scientific and industrial
development, workforce investment, and more liveable and
sustainable cities. Investment in health and better health
outcomes are a clear contributor to economic growth.
Understanding the impact of better health across the SDGs
can show the importance of focusing on better health
outcomes.

Health sector policy-makers should pay more attention
to how health and health policies can benefit other
areas of life

The concept of an economy of well-being has attracted focus
as a way to understand the contribution of health and other
social policies to a better society. The policy and scholarly
literature on Health in All Policies is vast. Our research found
that there was far less attention paid to what health policies
and organisations could do for others- to the ways in which
health policies, focused on health outcomes, can contribute
to avoidable problems ranging from global heating to
unsustainable cities to inequalities in the workforce. Health
for All Policies does not just rebrand Health in All Policies; it
also calls on policy-makers, and people across the health
sectors, to do what they have called on others to do and
think about the impact of their decisions on the rest of
society — which, as we all know, will eventually also affect
health.

The time is right to reconsider intersectoral
- and sectoral — action for the SDGs and societal
wellbeing

COVID-19 showed that governments around the world are
capable of extraordinary feats of policy and policy integration
(Greer et al., 2021b). It showed the interconnections of many
policy sectors and ruthlessly exposed weaknesses of all kinds
(Sagan et al., 2021). It created interest in future work to build
the resilience of health systems and societies (Hynes et al.,
2020; McKee, 2021; Williamson et al., 2022); and, in terms
of the SDGs, it also did tremendous damage. The impact of
the pandemic on health, directly and indirectly, was a disaster

for much of the world (World Health Organization, 2022).
The interaction of the pandemic and various social, economic
and policy responses reversed the already faltering progress
the world was making on many other SDGs (United Nations,
2021). A pre-pandemic debate about whether we were
making sufficient progress has turned into a post-pandemic
debate about whether we can ever make up the regress and
start to make gains again. Without Health for All Policies, the
answer might well be no.
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