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6.1. Introduction
Health is a human right and a core aspiration of every 
human being. Not only is health itself a dedicated goal 
of the 2030 Agenda for Sustainable Development Goals 
(SDGs), it is also recognised as a prerequisite, contributor 
and indicator for all other Goals. Conversely, health outcomes 
are influenced by a multitude of factors that correspond to 
policy areas located outside the health sector. 

Health is defined as a state of complete physical, mental and 
social well-being, and not merely the absence of disease or 
infirmity.1 Compared to the Millennium Development Goals 
(MDGs), the SDGs adopted a broader notion of health and 
well-being, and acknowledged today’s burden of diseases. 
While maternal deaths (SDG Target 3.1), neonatal and under-
five deaths (Target 3.2) and communicable diseases (Target 
3.3) are still serious threats, there is increasing concern 
of non-communicable diseases and mental health issues 
(Target 3.4), substance abuse (Target 3.5) and traffic road 
accidents (Target 3.6). Ensuring universal health coverage 
(Target 3.8), universal access to sexual and reproductive 
health-care services (Target 3.7) and reducing mortality 
rates attributed to pollution and contamination (Target 3.9) 
remain far-reaching and ambitious targets in many countries.  

Multi-disciplinary work by the science community has 
highlighted the many linkages between SDG 3 and other 
SDGs.2 The existence of strong linkages between health 
and other policy areas makes integrated approaches a 
necessity for improving health outcomes across the board. 
On one hand, most of the targets under SDG3 are 
unachievable through actions in the health sector alone. 
On the other hand, achieving health targets will contribute 
to the effective implementations of other goals and targets. 
The 2016 Shanghai Declaration on Health Promotion in 
the 2030 Agenda for Sustainable Development highlighted 
that “healthy lives and increased well-being for people 
at all ages can be only achieved by promoting health 
through all the SDGs and by engaging the whole of 
society in the health development process”.3 Recognising 
the cross-cutting nature and deep interlinkages of health 
with other sectors, the 2017 High Level Political Forum 
emphasized that investment in health will contribute to 
reduced inequality and to sustainable and inclusive economic 
growth, social development, environmental protection, and 
to the eradication of poverty. It also called for strengthening 
inclusive and resilient health systems, addressing the social, 
economic and environmental determinants of health and 
investing in scientific research and innovation to meet the 
health challenges.4 Effective policies for the health sector also 
need to consider different perspectives, starting with those 
of users and beneficiaries of health services and those of 
service providers. And because health service provision is 
inherently local, integration and coordination across actors 

operating at different geographical levels is also a critical 
element of effective health policies. This highlights the value 
of integrated approaches to health. 

The recognition of interlinkages and interdependency of 
health with other sectors and the call for integrated action 
are not new. Already four decades ago in the Alma-Ata 
Declaration, governments highlighted that the right to health 
“requires the action of many other social and economic 
sectors in addition to the health sector”, and called for 
“the coordinated efforts of all related sectors and aspects 
of national and community development, in particular in 
agriculture, animal husbandry, food, industry, education, 
housing, public works, communications and other sectors”.5 
In fact, many gains in health-related MDGs were recognised 
as being driven by progress in other sectors.6,7 Global 
monitoring of health exhibits strong integration features, as 
exemplified by studies on the global burden of disease, 
which span data well beyond the health sector itself.8   
The framing of the 2030 Agenda has further and strongly 
reinforced this interdependency concept, highlighting that 
health, like other Goals, is indivisible from and integrated to 
the whole of Agenda 2030, although national circumstances 
and contexts are different. 

Accordingly, as this chapter will highlight, a vast array of 
policies and institutional settings have been developed at 
the national level to address the various linkages between 
health and other SDG areas, with the aim of supporting 
integrated approaches. Research reveals, however, that the 
focus of many past and current attempts at integrated 
health initiatives has largely remained within the health 
care sector itself. In some cases, integration was seen in a 
siloed fashion, examining it through the lens of one specific 
health condition or illness.9 It has been said that in other 
cases, attempts at integration have been focused on finding 
ways to make non-health sectors and actors serve the goals 
of the health sector, without necessarily considering the 
impact of health on those sectors and their overarching 
objectives.10 Thus, the potential of integrated approaches 
to achieve synergies and minimise trade-offs, across sectors 
and government levels as well as across communities and 
other stakeholder groups, may remain relatively untapped 
in many countries.11 

This chapter considers integrated approaches to health 
through the SDGs lens, based on peer-reviewed literature 
and limited scoping of grey literature in the field of public 
administration and public health. Examples of interlinkages of 
health with other sectors are presented through multisectoral 
determinants of health and a few selected nexuses. To 
look at integration, the chapter uses the three structuring 
dimensions introduced in chapter 1: horizontal or cross-
sectoral integration, vertical integration across various levels 
of governments, as well as engagement of non-State actors. 
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6.2. Addressing interlinkages 
between health and non-health 
sectors 
6.2.1. Multisectoral determinants of health

Evidence has shown that many of the enormous 
improvements in health experienced over the past two 
centuries owe as much to changes in broad economic 
and social conditions as to medical advances.12,13 Such 
conditions can be seen as a complex web of determinants 
beyond the health sector, collectively referred to here as 
the multisectoral determinants of health and comprising 
of: (i) the social determinants of health; (ii) the commercial 
determinants of health; and (iii) the political determinants 
of health. 

The well-established concept of “social determinants of 
health” highlights the influence of social, economic, cultural 
and environmental conditions as well as individual lifestyle 
factors on individual health and well-being.14,15,16 The 
integrated nature of health is also articulated as “social 
medicine,” given the strong relationships between health 
and the income level, housing circumstances, water and 
sanitation, nutrition, working environment that people 
encounter, among other factors.17 About 12.6 million deaths 
annually, representing 23% of all deaths worldwide, are 
attributable to environmental factors.18 On the one hand, the 
social determinants of health can influence the prevention, 
treatment and trajectory of illness of both physical and 

mental health. On the other hand, many health conditions 
and diseases are prevented, mitigated or precipitated by 
the conditions under which people are born, grow, learn, 
work, play, worship and age.19 Figure 6.1 shows a mapping 
of social determinants of health as set out by Dahlgren 
and Whitehead in 1991, superimposed with relevant SDGs 
and targets. 

The group of factors known as the commercial determinants 
of health stem from commercial and profit motives.22,23 
Highlighted in the 2017 Adelaide Statement on Health in 
All Policies,24 these refer to commercial and related interests 
which stand to gain from the sale and marketing of unhealthy 
products, such as sugary drinks, unhealthy processed foods, 
tobacco, alcohol and drugs. One piece of research shows 
that national trade and investment policy is a plausible 
causal driver of adverse diet-related health outcomes as a 
result of high-sugar, high-fat and high-sodium food products, 
which relates directly to Target 3.4 on non-communicable 
diseases.25 In some situations, the private sector, at times 
though a few large corporations, has the power to shape 
the national health discourse.26 The marketing of unhealthy 
food as lifestyle choice has also been extensively critiqued, 
especially in relation to food for children and infants.27 
Although this issue has gained renewed attention from 
policymakers and other actors, some experts and practitioners 
view this policy area as insufficiently explored and highlight 
the need to understand the potential of regulations and 
sanctions in addressing the drivers and channels through 
which corporations propagate “profit-driven diseases”.28,29,30 

Figure 6.1.
Mapping of “Social determinants of health” as set out by Dahlgren and Whitehead (1991)20, superimposed 
with SDGs

Source: Author’s adaptation from Dahlgren and Whitehead, 1991.
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Third is the role of political economy and governments. 
Differences in health outcomes are not just a matter of 
social conditions and health behaviours but are also a result 
of the interplay of political economy factors -- some of 
which are affected by government policies and government 
action or inaction at both national and local levels.31 From 
health education and health promotion to urban planning 
to workplace health and safety to providing universal health 
coverage and combating epidemics, government policies 
and public institutions have always influenced and impacted 
on national health and well-being.32 

The evidence base for the impact of multisectoral deter- 
minants of health has been strengthened considerably in the 
last decade. Such determinants, separately or collectively, are 
increasingly seen as a rationale for actions to achieve not 
just the health Goal but also other related SDG targets, for 
example, on education, labour and social protection policies. 

For integrated approaches to be effective, an intricate and 
contextual understanding of the multisectoral determinants 
is required, including the historical context and how these 
determinants impact people’s needs and influence different 
stakeholders’ interests. This includes, among others, how an 
issue is framed—whether it be in terms of development, 
equity, economy in general or specific health target—and 
the extent to which this resonates with political agendas 
in both health and non-health sectors.33

One of the key challenges is how to effect change with 
understanding of the complex relationships of these 
multisectoral determinants and avoid a siloed approach 
to problem identification and solution.34,35 Because of the 
complex interplay of macro-, meso- and micro- determinants 
of health, a persistent problem for public administrators in 
developing and evaluating health policies is identifying the 
causal link between a specific policy intervention and an 
improvement in a specific health outcome.36 

Many determinants of health are perpetuated across 
generations -- not everyone starts on equal grounds, 
depending on birthplace, socioeconomic circumstances 
and other factors.37 Implementation of integrated health 
approaches thus requires policymakers to be aware of 
these differences and seek to mitigate the risks of inequality 
through prioritization, inclusivity and social justice. 

6.2.2. Health-SDGs nexuses

With the multiplicity of determinants of health, it is not 
surprising that relatively strong policy evidence and scientific 
agreement exist on the multiple interactions between health 
targets and other SDGs and targets in the 2030 Agenda.38   
A comprehensive assessment of the interlinkages and 
interconnectedness of health (SDG3) and other SDGs is 
beyond the scope of this chapter. For illustrative purpose, the 
following section briefly presents some of these relationships 

and interactions through: (i) the health-nutrition-food system 
nexus; (ii) the health-electricity-pollution nexus; and (iii) the 
health-poverty-inequality nexus. 

The health-nutrition-food system nexus 

Whereas hunger affects 870,000 people worldwide, 
malnutrition, or nutrient deficiencies, affects much larger 
populations, especially in Africa.39 What we eat is more 
often than not limited by choice, but also depends on 
several drivers, as highlighted earlier. There is also a clear 
relationship between malnutrition and poverty. 

Food systems play a central role in generating and 
exacerbating health disparities.40 Many epidemiological 
studies and government reports reveal drastic changes in 
recent decades in the way food is produced, distributed, 
advertised and consumed across all geographical regions.41 
Production patterns have changed, but the very strategies that 
promote efficient production of food, such as concentrated 
farming systems, monoculture cropping, and use of chemical 
inputs such as fertilizer, pesticides, and herbicides, have 
unintended consequences that threaten health and well-
being.42 Health disparities related to food consumption are 
also driven by the social, commercial and environmental 
impacts of food production and processing. It is estimated 
that one-third of all food produced for human consumption 
globally is lost or wasted every year.43 There are obvious 
synergies between efforts to reduce food loss and manage 
waste (SDG target 12.3) and those promoting public health.44

In many countries, obesity and other diseases related to 
low-nutrient diets are growing rapidly.45 Such diets usually 
contain either highly-processed food or high-calorie food, or 
both, that contribute to obesity and chronic diseases including 
heart disease, high blood pressure and cancer.46 The growing 
availability of high-calorie, nutrient-poor foods is generating 
a new type of malnutrition, in which a growing number of 
people are both overweight and undernourished.47 One study 
claimed that more people are obese than underweight in 
general, with problematic developments affecting people 
across income levels, but particularly acute for those 
living in low-income communities.48 Strong evidence ties 
socioeconomic disparities to diet quality or diet healthfulness 
and to obesity and diet-related diseases.49 Food insecurity 
has been found to be highly correlated with obesity.50 

One illustration on health-nutrition-food-system nexus is 
shown in Figure 6.2, based on research conducted through 
screening over 5,000 references from relevant literature.51 A 
conceptual model was developed to show the relationships 
among five food-related population health issues: (i) obesity; 
(ii) food allergy; (iii) infectious foodborne illness; (iv) food 
insecurity; (v) dietary contaminants; and how they are 
connected via shared drivers. Figure 6.2 shows the top 11 
drivers and 227 interconnections identified that are common 
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Figure 6.2.
Causal map of top drivers of food-related health issues, superimposed with goals and targets of the 2030 
Agenda

Source: Majowicz, S. E. et al. (2016) , with author’s adaptation (superimposed with SDGs and targets).
Note: The map was drawn in a 2016 study based on 5,145 academic references, which found as food-related health issues (in increasing order): (i) obesity; (ii) food 
allergy; (iii) infectious foodborne illness; (iv) food insecurity; and (v) dietary contaminants. See footnote52 for reference.
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to two or more of the five main food-related health issues. 
This model highlights the importance of considering the 
impacts of multisectoral determinants in addressing nexus 
issues.53 

The health-electricity-pollution nexus 

Reduction of ambient air pollution in cities is directly linked to 
improved health and reducing non-communicable diseases. 
Outdoor and indoor air pollution is responsible for 7 million 
deaths annually.54 Household air pollution due to cooking 
with inefficient fuels and technologies led to an estimated 
4.3 million deaths in 2012 worldwide, while ambient air 
pollution was responsible for 3 million deaths.55 Large 
urban settlements in low and middle-income countries are 
the most exposed to this burden. Air pollution, whether 
indoor (household) or outdoor (ambient), increases the 
risk of cardiovascular disease, stroke, chronic obstructive 
pulmonary disease, lung cancer and acute respiratory 
infections. Exposure to household pollution is particularly 
high among women and young children, who tend to 
spend more time indoors and near the stove.56 

Improved access to electricity has proved positive impacts on 
several multisectoral determinants of health. Not only does 
electricity access reduce the use of solid fuels and kerosene 
for cooking and lighting, which is still prevalent in many 
low-income settings, it also enables the use of alternative 
sources for heating and lighting such as electric kettles and 
light bulbs, and the use of ventilation appliances.57 There 
are also reduced health risks related to fuel collection. In 
households, the availability of electric appliances improves 
food preservation, which both reduces contamination and 
enables an increase in the variety of foods that are being 
consumed. Electricity also enables the use of electric water 
pumps and water purification techniques. 

Electricity also has positive impacts on health systems in 
communities. Electricity access enables refrigeration for 
medical purposes and improves health care infrastructure.58 
For example, refrigerated medicines and vaccines may be 
stored longer; health care facilities with electric lighting 
can be open after dark, and electricity enables the use of 
many health services and interventions such as x-rays and 
ultrasounds. With electricity access, information technologies 
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including radios or televisions as well as short message 
service (SMS) or mobile applications, can be used to spread 
public awareness and knowledge related to, for example, 
specific diseases and health practices. Figure 6.3 shows 
a casual map of relationships of the health-electricity-life-
expectancy nexus. 

The health-poverty-inequality nexus

Over 400 million people still do not have access to 
essential health services and a further 6% of people in 
low- and middle-income countries are tipped into or 
pushed further into extreme poverty because of health 
spending.60 As evidenced by recent reports of the World 
Health Organisation, health inequalities within and between 
countries remain substantial.61 It is, however, difficult to assess 
trends in within-country health inequality due to a lack of 
comparable and relevant data across health indicators in a 
large number of countries.

The SDGs include a specific target (3.8) focused on 
achieving universal health coverage (UHC). Beyond being a 
target, UHC is widely seen as an instrument for achieving 

Figure 6.3.
Causal map of relationships of the health-electricity-life-expectancy nexus, superimposed with SDGs targets

Source: Collste, D., Pedercini, M. and Cornell, S. E. (2017),59 with author’s adaptation (superimposed with SDGs and targets).
Note: A ‘+’ sign represents a ceteris paribus positive causal relationships (an increase in A causes B to increase, all things equal) and a ‘-‘ sign represents a ceteris 
paribus negative causal relationship (an increase in A causes B to decrease, all things equal).
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integrated health outcomes. The 2030 Agenda’s principle 
of leaving no one behind also provides a framework for 
dealing with issues of discrimination, exclusion, and power 
asymmetries in priority setting in health policies.62 With the 
aim of reaching the furthest behind first, countries could 
prioritize the health and well-being of the most vulnerable 
and marginalized within their own national contexts. This 
consideration is pertinent not only in developing countries 
but also in advanced countries that have largely achieved 
UHC but where parts of the poorest and most vulnerable 
people are still left out.63

Not only has UHC gained momentum in many countries, 
integrated efforts are also seen in implementing UHC with 
other targets such as through social protection policies. 
Many countries have introduced conditional cash transfer 
programmes that give money or vouchers to increase access 
to health services on condition of, for example, children 
attending schools.64 For example, Mexico’s Oportunidades 
programme provides income support to vulnerable families 
on condition that parents send their children to school.65 
Under the programme, children receive health check-ups, 
nutrition support and health services. 
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UHC as a concept encompasses a broad variety of 
interpretations in terms of population coverage, service 
coverage, and financial protection.66 Regarding the latter, 
people may be insured or entitled to health services but 
still face high medical out-of-pocket payments.67 In addition, 
financial risk of individuals may change over time with 
rising healthcare costs but no change in entitlement to 
health coverage. At the same time, UHC policies do not 
automatically or fully address the needs of the poorest 
and most vulnerable groups, including the “missing” or 
“hidden” populations and other vulnerable groups. There 
are data gaps, in particular on who currently does not have 
access and who is being impoverished because of health 
care costs and other reasons.68 Example of demographic 
groups that are often overlooked and unable to access 
health and related services are adolescents, migrants and 
refugees (see chapter 5). Another hidden population is 
made up of uncounted births and stillbirths.69 Delivering 
on health equity therefore implies using many tools as well 
as actions outside the health sector to include populations 
being currently or at risk of being left behind. 

One vulnerable group with respect to health inequalities is 
migrants (see chapter 5 in this report). In understanding, 
framing and addressing the multifaceted challenges of 
migrant health, different integrated approaches have been 
used, such as: (i) monitoring migrant health, e.g. in Finland;70  
(ii) developing and implementing migrant-sensitive policies 
and legal frameworks, e.g. Sri Lanka’s whole-of-government 
approach to migrant health;71 (iii) building migrant-sensitive 
health systems, e.g. providing interpretation services for 
immigrants in health services;72 (iv) collective actions through 

partnerships, networks and multi-country frameworks, e.g. 
the Canadian Collaboration for Immigrant and Refugee 
Health.73 Box 6.1 illustrates how UHC is implemented for 
all migrants in Thailand. 

In conflict and post-conflict situations, there is a critical 
need for enhanced cooperation between health officials, 
communities and stakeholders in other sectors including 
education, sanitation and water, to address the underlying 
causes of infection and transmission of infectious diseases. 
Poor access to conflict zones allows infection rates to rise 
and then spread as people flee. To illustrate, the Ebola 
epidemics introduced pressures on health systems in post-
conflict countries (see chapter 7 in this report). Resilient 
health services are therefore vital for risk reduction as part 
of integrated reconstruction strategies.76 

6.2.3. Examples of institutional initiatives addressing 
specific health-SDG linkages

Beyond the examples provided above, governments across 
the world have put institutional and administrative initiatives 
in place that address specific linkages between health and 
other SDGs. As mentioned earlier, multisectoral approaches 
in health are not new, but more dynamic and effective 
policies and strategies are being sought after in various 
domains of sustainable development to achieve overall health 
and well-being. Even though there are some documented 
examples of such initiatives, the reasons for their successful 
implementation -- and for implementation failures -- have 
not been systematically studied. 

For illustration purposes, an empirical review of the past 
winning cases of the UN Public Service Awards (UNPSA) 
was conducted for this chapter. The database contains public 
initiatives put forward by government themselves, which 
received an award for being outstanding in their regional 
and sectoral context, based on information submitted by 
the public institutions.77 In 2017, a specific category on 
health was added to the Award, with the aim to encourage 
public institutions to share successful innovations in this area. 
Out of the 292 winning cases for the period 2003-2017, 
57 cases were related to the SDG on health. In observing 
interlinkages between health and other Goals, it is found 
that these health cases were linked to SDG2 on food and 
nutrition (n=14), SDG10 on inequality (n=14), followed 
by SDG4 on education (n=13), SDG10 on gender (n=10) 
and SDG11 on cities (n=9). More than half of the cases 
exhibit at least one interlinkage with other sectoral Goals 
(excluding Goal 16 and 17); 19 cases show at least two 
linkages and 8 cases have at least three linkages. Figure 
6.3 shows the illustration of the UNPSA winning cases in 
relation with SDGs and their linkages. While clearly not 
representative of government actions in health, this sample 
of initiatives illustrate the broad range of health-SDG linkages 
that governments have sought to address for a long time. 

Box 6.1. Universal healthcare for all migrants 
in Thailand
In Thailand, migrants account for more than 6 percent of 
the country’s 67.1 million population. At the time of this 
writing, it is the only country in the world where illegal 
migrants have the same health care rights as nationals. 
This means that all migrants, like Thai nationals, can 
access the country’s universal health care. This policy 
was introduced in 2013 by the government through 
multisectoral action, coordinated across the interior, 
labour, public health and immigration ministries. This 
includes health insurance schemes for both documented 
and undocumented migrants, and covers medicine to 
manage chronic illnesses such as HIV, which is critical 
for patients who need constant and consistent treatment 
with antiretroviral drugs. While the 28 countries of the 
European Union provide universal health coverage for 
nationals, few offer migrants equal coverage. 

Source: Tangcharoensathien, V., Thwin, A. A. and Patcharanarumol, W. 
(2017);74 Wudan Yan (2016).75
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Figure 6.4.
Winning cases (n=57) of the United Nations Public Service Awards for the period 2003-2017 that were related to 
health, with observed linkages to the 17 Goals of the 2030 Agenda for Sustainable Development
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6.2.4. Trade-offs in resource allocation in the health 
sector and implication for integrated approaches

Various “false dichotomies” or dimensions of tension in 
relation to where to focus efforts and resources have been 
observed through research and practice in health in past 
decades78,79 While some of these refer to arbitrages within 
the health sector itself, other clearly impact choices and 
allocation of resources between health and other sectors, 
and as such are relevant to integrated approaches.80,81 Table 
6.1 presents a list of such dimensions. One of them is the 
consideration of disease-specific or vertical programmes, 
versus horizontal health programme or primary care in 
competing for resources and attention. Such approaches, 
while important, may fail to produce long-term insights and 
impacts, given the various determinants of health.82 Another 
tension is between universal health coverage and disease 
outbreak preparedness, which should be viewed as two 
sides of the same coin, as epidemics and disease outbreaks 
like Ebola are not fully predictable.83 Yet another tension 
exists between investing in health systems versus investing 

in health determinants that are usually in non-health sectors, 
even though the relevance of non-health conditions as 
determinants of health has been observed for centuries. In 
order to navigate such false dichotomies, when considering 
policy coherence and integration policymakers should be 
aware of the multiple dimensions involved. 

6.3. Horizontal integration in health 
As argued earlier in this chapter, achieving any of health-
related goals is likely to require approaches that involve 
non-health sectors and actors, as well as transformative 
policies and political commitment.88 The value of intersectoral 
approaches in health has long been recognised. “Every 
minister is a health minister and every sector is a health 
sector. If we put fairness at the heart of all policies, health 
would improve”89-- a quote from Sir Michael Marmot, the 
chair of the Commission on Social Determinants of Health in 
2005, illustrates the need for horizontal integration in health. 
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Table 6.1. False dichotomies of health and related policies with an impact on integrated policies
False dichotomies Brief description

Horizontal (primary care) 
versus vertical (disease-specific) 
programmes

Horizontal health resources include health systems that covers a broad spectrum, while vertical 
care programmes are disease-specific with precise services and equipment

Universal health coverage versus 
disease outbreak 

While UHC covers health by population reach, service reach and financial inclusion, there is 
also a need to include emergency needs during disease outbreak. It is therefore important 
to integrate emergency measures in health systems as part of UHC strategy, as a defence 
to prevent disease outbreaks from becoming epidemics or pandemics

Investing in health systems versus 
investing in health determinants 

Some views hold that investment in health determinants and in health systems are opposing 
choices; but they should be integrated in practical terms to achieve overall health and well-
being for society

Infectious diseases versus non-
communicable diseases (NCD)

Both are specific targets in the SDGs (Target 3.3 and 3.4). Although NCDs are fast emerging, 
in most countries there have not been sufficient attention and efforts to combat NCDs

Treatment versus prevention Investing in resources for cure and treatment resources, versus search for preventive measures 
such as through vaccines and antibiotics, or behavioural change in term of diet, physical 
activity or life style

Source: Author’s adaptation from varied sources: Frenk, J. and Gómez-Dantés, O. (2017);84 Michael Porter (2009);85 Sepúlveda J. et. al. (2006);86 Murray et. Al (2000).

Box 6.2. Ireland’s Sustainability Strategy for Health 2017-2019 
The Sustainability Strategy for Health of Ireland was identified as “the first step on the pathway to achieving a more 
sustainable health system”. The strategy is part of and aligned to Ireland’s “Our Sustainable Future” -- a framework for 
sustainable development for Ireland, which sets the overarching national policy framework for sustainable development. Not 
only does it embrace the entire health sector, it also identifies integrated policy actions for successful implementation of 
the strategy, including:

(i)	 Water conservation, such as through minimising water consumption in healthcare facilities, promoting awareness of applicable 
water management legislation and environmental stewardship

(ii)	 Energy efficiency, meeting the National Energy Efficiency Action Plan (NEEAP) and the National Renewable Energy Action 
Plan (NREAP) targets and obligations

(iii)	 Waste management, such as through increased recycling, reuse and recovery in healthcare facilities, providing waste 
management education to healthcare staff

(iv)	 Sustainable transport, promoting health and well-being through improved opportunities for active and sustainable transport 

(v)	 Green procurement, e.g. to promote sustainability in procurement processes to reduce waste, operating costs and 
environmental footprint

(vi)	 Designing the built environment, e.g. promoting green building legislation and sustainability audits of healthcare facilities

Source: National Health Sustainability Office, Ireland (2016).90
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In the United Kingdom, the 1980 Black Report was 
launched as a landmark review of health inequalities, 
recommending the Cabinet Office machinery to lead 
efforts across departments for reducing health inequalities.91 
China’s response to health and the SDGs -- the “Health 
China 2030 Development Plan” was drafted by over 20 
Departments in areas of transportation, education, sports, 
food and drug inspection, environmental governance, media, 

legislature, customs and others, recognising the significance 
of intersectoral collaboration.92,93 Another example is the 
“Sustainability Strategy for Health 2017-2019” in Ireland, 
based on integrated priorities of 33 key actions under 
seven pillars across different sectors (see Box 6.2). Table 6.2 
shows some examples of policies in non-health sectors with 
potential for integrated approaches to health and well-being. 

Table 6.2. Examples of policies in non-health sectors with potential for integrated approaches to health 
and well-being
Social policies (i)	 Conditional cash transfer programmes and microloans

(ii)	 Collective health insurance for people on low incomes
(iii)	 Reducing social isolation (e.g. older people, the disabled, indigenous people) 
(iv)	 Community or self-help organisations for the vulnerable populations (elderly, disabled, women and girls, 

indigenous people, migrants and refugees, etc.) 
(v)	 Promoting overall well-being of people (for example, happiness programmes) 
(vi)	 Improving socio-cultural integration of all ethnic groups including minorities and indigenous people

Education policies (i)	 School meals/breakfasts programmes
(ii)	 Health education (on healthy foods, healthy lifestyle, violence prevention, drugs, safe sex, and overweight)
(iii)	 Sports and extra-curricular facilities at schools
(iv)	 School accommodation (hostels, school boarding with meals provided)

Youth policies (i)	 Community centres; youth and family centres (promoting health and social education)
(ii)	 Reducing alcohol and drug use amongst teenagers and young adults young people
(iii)	 Availability of baby clinics for extra consultations in deprived neighbourhoods

Labour policies (i)	 Ensuring decent work for all 
(ii)	 Promoting healthy work environments (e.g. workplace health; work-life balance)
(iii)	 Workplace safety (e.g. unsafe equipment, exposure to toxic chemicals)
(iv)	 Promoting employment participation amongst ethnic minorities, migrant workers etc.

Urban/spatial/
infrastructure 
planning and 
housing policies

(i)	 Sustainability and liveability policies 
(ii)	 Maintaining clean and healthy public spaces 
(iii)	 Availability of community sports facilities and playgrounds
(iv)	 Smart cities 
(v)	 Greening (urban forests, parks, trees for shades, etc.) and open public space
(vi)	 Smoke-free public places and alcohol control (regulating sales and merchandising display, etc.) 
(vii)	 Improved clean water access and sanitation especially in urban slums, rural and remote areas
(viii)	 Eliminate or rebuild hazardous housing sites (e.g. hazardous wetlands, garbage dumps)
(ix)	 Regulating the use of unsafe building materials and passing building codes, laws and regulations

Transport/Mobility 
policies

(i)	 Active mobility (e.g. promoting active lifestyle, walking/riding bicycles as complementary modes to public 
buses, railways, etc.) 

(ii)	 Road safety and pedestrian safety
(iii)	 Effective, clean and sustainable public transport
(iv)	 Vehicle safety and emissions

Environmental 
policies

(i)	 Noise abatement 
(ii)	 Air and water quality, pollution control policies
(iii)	 Waste management
(iv)	 Protection of natural environments, marine coastal areas, etc.

Sport policies (i)	 Sport promotion (e.g. community/regional sport activities/facilities/competitions)
(ii)	 Encouraging ethnic minorities to participate in sport
(iii)	 Regional and local sports clubs

Security/safety 
policies

i)	 Increased neighbourhood safety, especially for lower-income areas/districts/slums
(ii)	 Improving the health/living conditions of ex-drug offenders
(iii)	 Food inspection and food safety policies

Source: Authors’ adaptation from various sources, including Storm, I. et al. (2016),94 Rudolph, L. et al. (2013).95
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6.3.1. Policy Instruments 

The World Health Assembly recently elaborated various 
considerations for effective policy instruments in integrated 
health approaches, including but not limited to (i) building 
the knowledge and evidence base for policy options; (ii) 
ensuring sustainable and adequate resources, agency support 
and skilled and dedicated staff; (iii) assessing health and 
health-related gender impacts of different policy options; 
(iv) understanding the political agendas of other sectors 
and creating intersectoral platforms for dialogue and 
addressing challenges, including with social participation; 
and (v) evaluating the effectiveness of intersectoral work and 
integrated policy-making and working with other sectors of 
government to advance health and well-being.96

Some countries have adopted Health in All Policies (HiAP) 
as a specific integrated approach to deliver policies across 
sectors, systematically taking into account the health 
implications of policy decisions, seeking synergies and 
avoiding harmful impacts with an aim to achieve common 
goals.97,98,99 Such approach encourages the development of  
policies for improving health across all sectors of society 
and advocates health as a priority for all sectors.100,101 This 
provides opportunities to identify strategies that address 
multiple SDGs and targets at the same time. In essence, HiAP 
is in itself making health a whole-of-government priority and 
ensuring intersectoral cooperation and integration through 
a range of mechanisms and institutions.102,103 

Identifying co-benefits across sectors is one of the essential 
strategies for HiAP in building a shared vision, shared 

goals, and synergistic outcomes. Finding so-called “win-win” 
intersectoral strategies that benefit multiple partners is key 
to establish buy-in, allow partners to leverage resources, and 
increase efficiency by simultaneously pursuing health and 
other goals. This can be seen as a reasonable response to 
resource scarcity for health especially in low and middle 
countries, as well as the limited flexibility of funding and 
mandates.104

In addition, three other HiAP approaches are105,106: (i) health 
at the core, where health objectives are at the centre of 
the activity. Examples include obesity measures, tobacco 
reduction policies or mandatory seat belt legislation to prevent 
road accidents; (ii) co-operation: emphasis is on systematic 
cooperation between health and other sectors that benefits 
the government as a whole, e.g. improving workplace 
health and safety, which also affects work productivity; (iii) 
damage limitation: efforts are made to limit negative health 
impacts of policy proposals, such as restricting the sale of 
alcohol near schools. Some countries that have introduced 
specific HiAP approaches at the national or sub-national 
level include: Australia (2007),107 Brazil (2009), Cuba (2000), 
Finland (2002), Iran (2006), Malaysia (1988), New Zealand 
(2009), Norway (2005), Sri Lanka (1980), Sweden (2003),108 
Thailand (2007), United Kingdom (2003).109 The Pan American 
Health Organization (PAHO) has begun to incorporate the 
Health in All Policies framework, putting it into practice 
across the region of the Americas, acknowledging HiAP 
as an important mechanism to identify synergies between 
health and other SDGs.110 Box 6.3 illustrates some details 
of selected national HiAP approaches.

Box 6.3. Examples of national Health-in-All-Policies (HiAP) 
While some countries have put in place an integrated policy, for health as part of their National Sustainable Development 
Strategy, others have defined a separate HiAP strategy, such as the Health Master Plan in Iran.111 Other countries have adopted 
new bills and legislation which include health-impact assessment as part of the adoption and review of HiAP policies.

The Mae Coruja Program in Brazil is a winning initiative in UNPSA 2016. The initiative was implemented at the local level on 
a limited scale to provide comprehensive care to women and children through integrated articulation of the Health, Education 
and Social Development sectors, with the main objective of reducing infant and maternal mortality rates (Target 3.1, 3.2) and 
associated social indicators.

In Namibia, in implementing a national response to combat HIV and AIDS, an AIDS policy was developed as a guide for 
a national multisectoral response.112 A National Strategic Framework (NSF for HIV and AIDS for FY2010/11 to 2015/16) was 
established and developed through a participatory and consultative process,113 with clear roles spelled out of various ministries 
and agencies, including the National AIDS Council, Office of the Prime Minister, HIV and AIDS Unit, Ministry of Health and 
Social Services, Ministry of Regional and Local Government, Housing and Rural Development, Ministry of Gender Equality and 
Child Welfare, National Planning Commission and the Central Bureau of Statistics, Ministry of Education, the National Business 
Coalition on AIDS (an umbrella body that mobilises the private sector) and the Council of Churches in Namibia (NGO for 
faith-based organisations). 

In Switzerland, in the implementation of the Health 2020 Strategy, the Government has focused on the main action in the 
implementation of “Health in all Policies” -- to define and realise specific procedures together with other federal offices in the 
domains of environment and energy, economy and social policy, and thus contributing to all three dimensions of sustainable 
development and several SDGs.114 

Source: Author’s elaboration.
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Human intrusion into animal habitats has contributed to 
the spread of infectious diseases, with more than half of 
emerging infectious diseases spread by animals. The recent 
Zika infection, Ebola virus and Severe Acute Respiratory 
Syndrome (SARS), among others, are salient reminders of 
how human and non-human health are inextricably linked.116  
Against this backdrop, some countries have adopted 
a holistic “One Health” policy approach, supported by 
multidisciplinary research, working at the human, animal and 
environmental interfaces to mitigate the risks of emerging 
and re-emerging infectious diseases.117 In Switzerland, three 
out of seven ministries are responsible for One-Health policy 
implementation, including Home Affairs, Economic Affairs, 
and the Environment, Transport, Energy and Communications. 
Similarly, at the regional level, the European One Health 
Action Plan Against Antimicrobial Resistance was adopted 
in 2017.118 

6.3.2. Institutional arrangements 

The implementation of integrated health policies needs to 
be supported by adequate institutional arrangements. Some 
forms of institutional set-ups are needed to establish rules 
of engagement and set the stage for ongoing interactions 
and strategy development across ministries and agencies for 
integrated approaches in health. In practice, different forms of 
institutional arrangements are found to support intersectoral 
health approaches in public administration (see Table 6.3). 
They range from informal to formal networks, from light-
touch coordination mechanisms across sectors to collaborative 
problem solving for deeply rooted health-social problems, from 
inter-ministerial bodies to parliamentary deliberation. Across 
these mechanisms, different actors may be involved. Contexts 
in terms of history, institutional capabilities, and accountabilities 
vary enormously. Navigating formal and informal institutional 
hierarchies, such as deciding the role of health ministry vis-à-vis 
that of other ministries, may be key to successful mechanisms.119 

Table 6.3. Examples of institutional arrangements that support intersectoral approaches to health
Institutional 
Instruments Examples in countries

Parliamentary bodies 1.	 Parliamentary Public Health Commission in Sweden120

2.	 Labour, Welfare and Health Parliamentary Committee in Israel, with sub-committees considering mental 
health reform, handicapped law, etc.121,122

3.	 The United Kingdom House of Commons Health Select Committee – role of inquiry into health inequalities;123 
Beyond All-Party Parliamentary Health Group (APHG) is dedicated to disseminating knowledge, generating 
debate and facilitating engagement with health issues amongst Members of both Houses of Parliament124

Inter-ministerial or 
interdepartmental 
taskforce/working 
group

1.	 Initiated by the Ministry of Agriculture, the Estonian Food development plan is a broad-based council 
established to coordinate the preparation and implementation of the development plan, which focuses 
on increasing consumer awareness of the safety and quality of food, the components of a healthy diet 
and traditional food products. 

2.	 The Supreme Council of Health and Food Security (SCHFS) in Iran was founded at the national level 
in 2006, followed by provincial district Councils of Health and Food Security (CHFSs), to ensure political 
commitment to inter-sectoral collaboration for health and Health in All Policies (HiAP). In 2009, the SCHFS 
mandated all provincial CHFSs across the country to develop provincial Health Master Plans to operationalize 
the HiAP approach.125

Multistakeholder/
participatory 
National Health 
Commission/Councils

1.	 In Brazil, National Health Councils and Conferences are convened at the national, provincial and municipal 
levels with strong social participation.126 These bodies meet every four years to assess the health situation 
and propose policy directives. They are not informal consultative platforms but permanent bodies 
institutionalised in the country’s constitution and legislature. As a rule, half of the council membership are 
users of health-care services, and the other half are health workers, managers and providers. 

2.	 National Collaborating Centres (NCCs) for Public Health, Determinants of Health, Aboriginal Health, in 
Canada127

3.	 For the period 2007–2015, a multistakeholder National Health Programme had been developed to define 
Poland’s national strategies and policies regarding public health. The programme involved more than 30 
organisations from different sectors, including governmental agencies and civil society.128

4.	 Thailand’s National Health Commission (NHC), established in 2007 under the National Health Act, is 
responsible for ensuring that public policies, including health policies, are participatory and engage all 
actors, including through convening an annual National Health Assembly and other related Local Assemblies. 
The health impact assessment conducted to evaluate the outcomes was positive and showed that the 
institutional arrangement contributed to participatory evidence based policy formulations.129

Source: Author’s elaboration from various sources.
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The decision on the type of institutional arrangement to be 
pursued needs to consider the profiles, interests, incentives, 
and relationships of key individuals and institutions operating 
in health and other sectors. 

One common approach chosen by countries is to identify 
an inter-ministerial or inter-departmental body comprising 
relevant sectors to drive integrated health approaches. This 
can allow for joint programme design, common risk analysis, 
comprehensive solutions, joint targets, joint accountability, 
and eventually aiming for joint success.130 In some cases, 
however, interdepartmental groups charged with leading 
integrated health strategies might have no formal authority 
on other departments and therefore would be able to 
generate limited or no change.131 In other words, developing 
interdepartmental committees can end up with new teams 
and administrative structures that are not well integrated with 
existing departments. While some departments continue to 
carry the burden of accountability and implementation, they 
may lack the implementation capacity to get things done. 
As the effects and consequences of some health policies 
may only become visible a long time after introduction, 
it is important that institutional arrangements to support 
integrated approaches be introduced with a mid- to long-
term horizon. This may in turn conflict with the agendas of 
different stakeholders for various reasons such as changing 
politics or public views and sentiments. 

6.4. Vertical integration, engagement 
and partnerships 

Integrating the actions of actors operating at different 
geographical and administrative levels is important. Local 
authorities and communities have unique ground knowledge 
and opportunity to address the multisectoral determinants 
of health.132 In some cases, however, the inadequacy of 
resources has forced them to prioritise activities in ways 
which may not be focused on synergistic actions or may 
undermine opportunities for integrated approaches. 

6.4.1. Cities, slum and urban health 

The majority of the world’s population has been living in 
urban centres since 2007. It is estimated that by 2030, about 
60 % of the population will be living in urban settlements, 
rising to about 66 % by 2050.133 Health inequalities in urban 
areas and slums are a continuing concern.134 For example, 
in a study of urban areas in 46 countries, children in the 
poorest quintile were more than twice as likely to not survive 
till their fifth birthday (Target 3.2) than children in the richest 
quintile.135 Urban living conditions, infrastructure and utilities 
have a critical influence on physical and mental health. Health 
disparities can occur due to inadequate or unsustainable 
urban planning, lack of decent work and employment, lack 
of affordable housing, or lack of access to basic services. 

In urban slums and other informal settlements, it is not 
uncommon that pockets of marginalized, vulnerable 
populations have major health needs that are not being met. 
There is also a phenomenon of violence, including physical, 
sexual, gender-based and psychological violence in these 
areas.136 As a result of the combination of these factors, slum 
dwellers increasingly face the multiple threats of burden of 
diseases, including infectious diseases, non-communicable 
diseases, as well as mental illness and injuries due to violence 
or road traffic accidents. The provision of health services for 
the urban poor is therefore a critical part of action to health 
targets, including universal health coverage. Conversely, slum 
upgrading as called for by SDG target 11.1 will directly 
contribute to reduce health inequalities experienced by the 
urban poor. Research suggests, however, that more work is 
needed to integrate multisectoral determinants of health as 
criteria into slum upgrading projects’ design and evaluations.137 

Some major cities have put in place transformative strategies 
to address rapid urbanization and to also improve health 
outcomes. The co-benefits of joint investment in urban planning 
and health measures have been shown to be significant. 
Moreover, mayors around the world are increasingly becoming 
an important global voice for integrated action for health.138 
Mayors, especially those of large cities, may leverage on 
their visibility and managerial authority to cross interagency 
boundaries.139 For instance, the Metropolitan Area Projects in 
Oklahoma City of the United States was made possible when 
voters agreed upon a one-cent sales tax to help revitalize 
the city’s downtown, providing funds for a downtown park, 
biking and walking trails, senior health and wellness centres, 
as well as other city infrastructure and amenities. This is also 
an example of innovative financing that cuts across multiple 
sectors and ultimately supports the urban residents’ health 
and well-being.140

6.4.2. Engagement, inclusion and community health 

The SDG’s principles of inclusion and engagement apply 
to all goals including health. Already in 1978, the Alma-Ata 
Declaration established that community participation is a core 
principle of health, emphasizing that “people have a right 
and duty to participate individually and collectively in the 
planning and implementation of their health care”.141 This set 
the impetus for engaging people and communities inclusively, 
in a whole-of-society approach towards health and well-being.

Evidence shows that communities are usually keen to contribute 
directly to the development of local strategies through which 
they can improve their own health and well-being.142 Such 
an approach can strengthen the sense of ownership of local 
problems, as opposed to the perception that problems can 
only be solved by external professionals or other stakeholders. 
The structure of community participation and leadership in 
health should include marginalised groups including women, 
youth and older people, as social exclusion is a contributor 
to health inequalities in itself.143 The inclusion of women 
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and the most vulnerable groups in these processes as key 
stakeholders and agents of change is crucial in solving 
health inequities and creating sustainable changes.144 As 
in other sectors, tokenistic participation, i.e. participation 
where community members are only informed or consulted 
to seek their consent, offers reduced opportunities for 
enhancing community members’ sense of engagement 
and ownership.145 See Box 6.4 on community-based health 
planning and services in Ghana. 

There is well-documented success of community mobilization 
for fighting communicable diseases such as dengue in 
Nicaragua and Mexico.150 Despite barriers stalling their 
initial engagement, when policy spaces are created and 
opportunities are available, communities can mobilise to bring 
about transformative change. For example, preventative health 
care through efforts of the community is often a foundation 

Box 6.4. Community-based health planning 
and services in Ghana, highlighting gaps of 
community leadership and needs assessment 
Many countries have taken active steps to involve 
community members in addressing health problems at the 
community level. In Ghana, this was carried out through 
the Community-based Health Planning and Services 
(CHPS) Programme that advocates the systematic planning 
and implementation of primary health care facilities and 
activities as part of integrated community development. 
CHPS facilities are health care delivery centres, managed 
and run by the communities they serve. In practice, this is 
achieved through the mobilization of community leadership, 
decision-making systems and resources within defined 
catchment zones.146 CHPS is integral in national policy 
agendas including the current National Health Policy.147 
While resource mobilisation and organization are areas 
that had excelled in this programme, more reflection is 
needed in areas of needs assessment, i.e. empowering 
the beneficiaries in identifying their health needs and 
in designing the intervention; and of leadership - the 
inclusiveness and representativeness of all community 
interests groups. One key success factor was that CHPS 
are well integrated with other community (non-health) 
units in a collaborative manner.

As in other low-income countries in Africa and Asia, 
Ghana’s most deprived communities are also affected 
by neglected tropical diseases (NTDs), also known as 
“diseases of the poor”. Effective treatments exist for many 
NTDs but may not be available in low-income areas. 
Ghana has demonstrated some success in combating 
the guinea worm, largely because local communities 
were “in charge”.148 

Source: Baatiema, L. et al. (2013).149

Box 6.5. Relationship between trust in government 
and public health: Liberia’s experience in 
combating Ebola 
The 2014 Ebola epidemic killed more than 4,800 people in 
Liberia. The epidemic affected many Liberians in one way or 
other, and directly or indirectly. Three-quarters of respondents 
in a large-N research survey reported experienced at least 
one of four hardships: (i) nearly one-quarter (24%) reported 
seeing dead bodies awaiting retrieval in the streets; (ii) over 
one-quarter (28%) knew at least one Ebola victim; (iii) nearly 
one-third (32%) reported foregoing health care. Nearly half 
(47%) reported losing their job in the six months during 
which the epidemic took place, and most attributed their 
job loss to Ebola specifically.

In the survey, it was found that Liberians who expressed 
trust in government were much more likely to support and 
comply with policy restrictions designed to contain the spread 
of the virus, and were much more likely to take precautions 
to prevent transmission in the home. Conversely, respondents 
who expressed low trust in government were much less 
likely to take precautions against Ebola in their homes, 
or to abide by government-mandated social distancing 
mechanisms designed to contain the spread of the virus. 
It was suggested that respondents who refused to comply 
may have done so not because they failed to understand 
how Ebola is transmitted, but rather because they did not 
trust the capacity or integrity of government institutions to 
recommend precautions and implement policies to slow 
Ebola’s spread. It was observed that respondents who 
experienced hardships during the epidemic expressed less 
trust in government than those who did not, suggesting 
the possibility of a vicious cycle between distrust, non-
compliance, hardships and further distrust. 

Source: Blair, R. A., Morse, B. S. and Tsai, L.L. (2017).153

for addressing non-communicable diseases, which requires 
people-centred, multisectoral approaches involving education, 
food security, nutrition, and other cultural and social drivers. 

The recent years, however, have seen divergent trends in 
participation and engagement in health, for example, the 
increasing demand for participation in health policy making 
from opinion groups and individual citizens, and the rapid 
growth in the amount of health information to which people 
can have access, accompanied at times by a questioning of 
the reliability and truthfulness of health policies.151 Such trends 
show that genuine engagement is essential to ensure that 
integrated policies in health are responsive to community 
needs and gain public trust. Building and strengthening 
communities’ public health capacities can lead to increased 
trust between authorities and communities, which in turn 
can be seen as social investment measures to contribute 
to prevention, preparedness and response in combating 
health crisis such as epidemics.152 See Box 6.5 on Liberia’s 
experience in Ebola. 
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Engagement and inclusion are particularly important to 
deliver on the “well-being” component of SDG3 that goes 
beyond mental health. Even though the empirical evidence for 
most countries is limited, available studies show that people 
living with mental health illness have a life expectancy at 
least 10 to 20 years lower than the general population, and 
this life expectancy gap is mostly due to undiagnosed and 
untreated co-existing physical health conditions.154,155 While 
addressing physical health has demonstrated a positive effect 
on mental health, likewise, addressing mental health issues 
has a proven positive effect on physical health.156 

Community participation will not only lead to empowerment 
of the marginalised group but also foster policy integration 
in health.157 The value of community-based knowledge is 
often overlooked in understanding multisectoral determinants 
of health or identifying possible health interventions. Regular 
dialogue and relationship building between health providers 
and service users are central to addressing tensions, changing 
mind-sets and fostering respectful and culturally appropriate 
health care practices.158 Table 6.3 shows some examples of 
participatory or multistakeholder institutional arrangements, 
such as National Health Commissions or National Health 
Councils in supporting integrated approaches in health. 

Active engagement can thus help policymakers to manage 
the complexity arising from multiple determinants of health. 
The approach may also support more effective negotiations, 
by enabling stakeholders to see more clearly where their 
interests coincide, where they diverge, and how they might 
reconcile their differences. Public support is more likely 
if people understand the issues at stake and if policy 
implementation reflects community values and preferences. 
To this end, citizen journalists and citizens’ juries have been 
employed in some countries such as Australia, Bangladesh, 
and the United Kingdom, to explore issues and identify 
communities’ needs and preferences in health. It has been 
argued that such arrangements often represent informed 
public opinion better than other social research methods (e.g. 
surveys or focus groups) because the process of providing 
participants with factual information and establishing trust 
results into structured and constructive dialogue with experts.159 
Engagement efforts are also more likely to succeed if they 
are institutionalized in existing structures and not championed 
by a single group or individual. In general, the challenges 
related to health are persistent and require sustained efforts, 
which is more likely if they are not dependent on a single 
personality or group or driven by ad-hoc structures outside 
of formal institutional arrangements.160

6.4.3. Partnerships in health

Goal 17 underpins the importance of partnerships between 
governments, the private sector and civil society in achieving 
sustainable development. “Working with markets” captures 
the fine balance of successful public-private collaboration 

and it continues to shape the health development landscape. 
In some countries, the private sector is gradually taking on 
a more meaningful role in public health and partnerships 
provide an opportunity for the public sector to access 
cutting-edge products and services. 

The European Union Platform on Diet, Physical Activity 
and Health is an example of health-focused public-private 
partnership, facilitating joint action between the European 
Commission, the industry and many non-governmental 
organisations.161 Some countries have mirrored these EU-
based activities with similar focused national public private 
partnerships. However, these partnerships are under critical 
scrutiny, as they are evidently attractive to industry partners, 
especially in the food, alcohol, and entertainment sectors, 
with potentially undesired outcomes associated with the 
promotion of unhealthy products (see section 6.2.1).

Multistakeholder partnerships are gaining prominence and 
importance. To effectively implement health innovations, there 
is a call for a shift of the traditional concept of public-private 
partnerships, from the traditional bilateral and transactional 
models to an ecosystem of partnerships, where the type 
of cooperation changes over time and sustainability and 
accountability are key objectives.162 Not only is there a need 

Box 6.6. Brazil’s national school feeding 
programme 
Brazil has had a national school feeding programme 
for decades, which has evolved significantly over time. 
The programme was hailed as a good example of how 
public services with direct impact on health are delivered 
through the collective engagement of a wide range of 
actors through partnerships. The programme links schools 
with local farmers to provide quality meals for students. 
The programme emphasized the participation of actors 
at different levels — in having a say in what children 
should eat at school; in providing feedback on school 
food quality; in contributing to the transparent selection of 
contractors; etc. Linking loosely organized local farmers to 
a school feeding system presented challenges, including in 
relation to identifying the kind of institutions and capacities 
that had to be built and addressing multiple objectives 
and constraints through public procurement. Interestingly, 
even in a single country, it appeared that the best way to 
implement the programme differed across regions according 
to the level of infrastructure development, the degree of 
organisation and capacity of local farmers’ cooperatives 
and other factors. This case shows that the success of 
an integrated health public programme, as judged by its 
recipients, depended on often overlooked factors such 
as public participation, government support and genuine 
partnership mechanisms that helped small farmers reach 
a level of organisation and capacity where they were able 
to compete for public contracts.

Source: Kei Otsuki (2011).163
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for different stakeholder groups to work together, it is also 
important that different stakeholder groups collaborate to 
pool resources and work in an integrated manner, and not 
create competing efforts. Box 6.6 shows a case study of the 
Brazilian national school feeding programme that focuses on 
enhancing the quality of public services through inclusive 
engagement of various actors.

6.5. Key enablers of integrated 
approaches to health 

6.5.1. Health financing 

Countries are confronted by challenges related to health 
on several fronts: (i) the increasing incidence of non-
communicable diseases; (ii) the way healthcare is delivered is 
changing or going to change; and (iii) the ageing population 
in many middle and high-income countries. These trends 
have in turn led to, among others, increasing costs and 
risks in delivering public health services. The emergence of 
non-communicable diseases has further taxed national health 
finance, in both developed and developing countries. It is 
estimated that the annual cost of obesity to the Canadian 
economy is $7 billion, which is driven partly by increasing 
availability of relatively cheap ultra-processed sugar and 
food products.164 That increases annual healthcare costs for 
taxpayers and for those who pay private health insurance, 
also results in costs of lost productivity.

In nearly all European countries, the public sector remains 
the main source of financing in health, as seen in data 
sources of public and private (out-of-pocket) expenditure 
on public health. The proportion of private expenditure, 
however, varies widely across counties, ranging from 
less than one per cent in some to over 50 per cent in 
others. A global average of 45 per cent of expenditure 
on health was out-of-pocket in 2014.165 Increasing the role 
of private sources of funding has been a deliberate policy 
in some countries, including some in Europe and Central 
Asia, to ensure sustainability. European countries differ in 
whether they mediate their publicly-funded health systems 
through social health insurance agencies (funded through a 
combination of social insurance contributions and general 
tax transfers) or rely strictly on general tax revenues, and 
for the latter, in which administrative level pays for public 
health activities. Joint budgets from different public sources 
of financing are an intersectoral structure that can facilitate 
the funding of health-related activities. Joint budgets are 
used, for example, in England and in Sweden. The challenge 
of agreeing and establishing joint accountability has been 
a hurdle for ministries in many countries from developing 
joint budgets.166,167 

Box 6.7. Example of enacting and implementing 
“sin taxes” in the Philippines
In 2012, the Philippines enacted and implemented 
legislation for “sin taxes” for alcohol and tobacco 
consumption through an elaborate process. The health 
benefits, strongly supported by evidence from other 
countries, were not sufficient to win political support to 
pass the legislation. Instead, the turning point came when 
the reform was framed as a health measure with additional 
revenues from higher sin taxes earmarked to finance the 
universal health care programme. The Ministries of Health 
and Finance worked together with a civil society coalition 
to enlist the support of Congress and other political 
leaders. This example of a successful multisectoral effort 
between finance and health sectors for “sin taxes” has 
since been replicated in other jurisdictions. It is unclear, 
however, whether this experience will lead to sustained 
improvements in collaboration between these two sectors 
towards improved health outcomes.

Source: Kaiser K, Bredenkamp C, Iglesias R. (2016),172 Rasanathan, K. 
et al. (2017).173 

Cross-sectoral financial allocation systems can help to 
promote the integration of policies.168 For example, in the 
Netherlands there is a joint budget for research and policy 
activities in connection with the national action programme on 
environment and health.169 In Sweden, the government sets 
objectives that cut across ministerial and budget boundaries 
and the budget system, at least initially, allocates money 
according to policy areas, rather than to departments.170 One 
example of integrated approaches to financing in health is 
the allocation of a percentage of taxation on tobacco and 
alcohol for the creation of health promotion agency.171 Box 
6.7 illustrates an example of enacting and implementing 
“sin taxes” in the Philippines.

6.5.2. Capacity development 

Capacity building for multisectoral health work is essential 
for all levels of governments across ministries and at the 
community level. Capacity building involves information, 
resources and communication, and particularly education, 
training, research, administration and the provision of 
infrastructure related to health. The need for building capacity 
for integrated health actions at both national and local levels 
requires institutionalizing it. Integrated or joint work requires 
effective communication via a shared lingo that is understood 
across different sectors, and between national and local 
governments. It is also important to encourage openness 
and exchange in data collection and analysis, research and 
innovation. Without the capacity and competence, institutions 
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Box 6.8. Building capacity of health workers and improving health facilities in developing countries
Health systems in many countries are facing human resource constraints. Many local communities, especially in sub-Saharan 
Africa, there are severe shortfalls in health systems as well as health workers, partly because of migration.178,179 The World 
Health Organisation (WHO) gives a basic threshold of 23 skilled health professionals per 10,000 people, but there are still 
83 countries that fail to meet this bar.180 The issue is important and widespread enough to have generated a (voluntary) 
Global Code of Practice, produced by WHO in 2010. 

Coping with the personnel resource challenge in the health sector requires a multi-pronged integrated strategy.181 One 
key policy is through long-term education, as well as short-term, broad-based training programmes for existing health-care 
professionals. Motivating and retaining health workers is key to addressing the shortage to prevent emigration of trained 
health-care personnel from countries which severely lack them. An example of positive intervention is Malawi’s Emergency 
Human Resources Programme, which employed measures such as a 52% salary top-up for top candidates and an expansion 
of postgraduate medical training.182 This, however, required substantial help from outside donors and organisations.183 The 
structural difficulties associated with not only training a health workforce, but maintaining that workforce despite the strong 
pull of other countries with a better integrated health infrastructure, working conditions and wages, require a deep overhaul 
of the health system of origin countries and the cooperation of destination countries.

Source: Author’s illustration from various sources.

might also hesitate to enter partnerships with other key 
agencies or actors who may fill the gaps to develop and 
implement integrated health policies. 

It has been argued that in order to support an integrated 
health agenda, public health professionals should have 
a broader mind-set and enhanced knowledge of various 
SDG areas, including in economics, social and environment 
aspects, and beyond their own sectoral expertise in health.174 
New skills are required to negotiate the interface between 
varied groups with different interests, legitimacy, and power. 
In addition to classical technical skills and knowledge in 
health, public health professions need new skills such as 
critical thinking and creativity, understanding of related 
sectors such as education, transport, climate change, and 
among other goals; as well as soft skills such as diplomatic 
communication and political competences, and good general 
knowledge of economics and health economy.175

Moreover, the health sector is a leading source of skilled 
migrant workforce and the international migration of health 
workers is increasing. Over the past decade, the number 
of migrant doctors and nurses working in OECD countries 
increased by 60%.176 While migration of health personnel can 
bring mutual benefits to both source and destination countries 
such as through increased remittance flow to developing 
countries, it can raise various concerns for countries already 
experiencing various challenges in developing their health 
workforce as it may further weaken already fragile health 
systems. Given the acuteness of this challenge, the 2010 
World Health Assembly adopted a Code of Practice on 
the international recruitment of health personnel, providing 
ethical principles for international recruitment in a manner 
that will strengthen health systems of developing countries.177 

See Box 6.8 on building capacity of health workers and 
improving health facilities in developing countries.

6.5.3. Data, information and science-policy interface 

The collection and use of timely high-quality health data 
remains a challenge in many countries, especially in lower 
income countries where resources are scarce. At the same 
time, health sectoral data is often disconnected from other 
non-health data. 

Health information systems can be defined as integrated 
efforts to collect, analyse, report and use health information 
and other knowledge to influence policymaking, programme 
action and research.184 Such systems include a wide range 
of population-based and facility-based sources, both health 
and non-health, including census, households’ surveys, 
service-generated data derived from health facilities and 
patient-provider interactions covering aspects such as quality 
of care. Such database could include geographic data. One 
example is a multisectoral reporting system for nutrition 
data in Madagascar, carried out through five levels of 
decentralized structures and sent via the Regional Nutrition 
Offices to the national level.185

Effective monitoring of indicators requires well-functioning 
national health information systems that integrate data 
from sources including civil registration and vital statistics, 
household and other population-based surveys, routine 
health-facility reporting systems and health-facility surveys, 
administrative data systems and surveillance systems.186 
Figure 6.7 shows a snapshot of a real-time health information 
dashboard of Bangladesh at the national level, with data 
from multiple sectors in addition to the health sector (such 
child malnutrition, water and sanitation, clean energy, death 
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Figure 6.5.
Snapshot of the real-time health information dashboard of Bangladesh

registration, etc), as well as disaggregated data at the local 
levels (divisions and districts).

Countries may want to create mechanisms for easy sharing of 
health-related data to maximise data utilization in integrated 
policy-making, for example through establishing multisectoral 
health data dashboards and portals. At the same time, there 
is a need to exercise caution in exchanging of personal 
health data with other sectors, as it poses ethical problems 
in relation to, for example, employment screening, genetic 
therapy, and potential discrimination in some areas.188 To 
safeguard the exchange of health data, there is a need for 
legal and regulatory frameworks, for example regarding the 
provision of appropriate firewalls between different sectors 
for safeguarding individual privacy and rights. 

Information exchange should go beyond the technical 
linking of databases. To support integrated approaches in 
health, it is also necessary to integrate health data and 
analysis across sectors, including through clustering of health, 
socioeconomic, and environmental indicators across sectors 
to produce a composite profile of progress towards health 
and well-being. Data and analytical integration tools relevant 
to integrated health approaches include the following: (i) 
health lens analysis;189 (ii) foresight mechanism,190 e.g. the 
Finnish foresight mechanism191 Foresight 2030 Report which 
traverses election cycles and includes mechanisms for cross-
party collaboration in health and other sectors; (iii) scenario 
planning; (iv) system thinking and long term analysis; (v) 
health equity impact assessments;192 (vi) health technology 
assessment;193 (vii) health analytics and learning analytics;194 
and (viii) health decision support systems.195

Integrated policies in health require scientific studies 
that integrate social sciences, epidemiology, ecology, 

Source: Government of Bangladesh (2017). Real-time health information dashboard.187

microbiology, economics and other disciplines.196 Total 
health and well-being involves complex interactions of 
multisectoral determinants, and systems thinking can improve 
understanding of the interplay between various health 
determinants and suggest practical approaches. 

Academic institutions can act as trusted conveners and 
brokers, to not only bring evidence, data and analysis to 
bear on health policy issues, but also to provide spaces 
and platforms where different societal actors can engage 
in these debates in an informed and inclusive way.197 

The achievement of health goals is also dependent on 
reliable multidisciplinary scientific research and innovation 
levers in the areas of social science, health science and 
information communication technologies. The motivation 
and capacity within government to process and apply 
policy advice developed by regional or national health 
policy analysis institutes, such as the European Institute of 
Health, National Institutes of Health (for example, in Finland, 
Peru, Republic of Korea, United States), Canadian Institutes 
of Health Research,198 were found to contribute to success 
of intersectoral policies in health. Enabling factors for such 
institutions have included a supportive policy environment, 
some degree of independence in governance and financing, 
and strong links to policy makers that facilitate trust 
and influence. Such institutions may become even more 
important in the future due to rising health-care costs and 
increased demands from the population for transparency 
and accountability on how policy decisions are planned 
and implemented.199 

Beyond the national level, effective science-policy interfaces 
are also relevant at the sub-national level to tackle 
contextualised local health issues. Capable national think 
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tanks and academic institutions are instrumental in the 
process. However, as seen in most literature, including peer-
review and grey literature, the majority of health-focussed 
think tanks and academic institutions are from Northern 
America and Europe. While think tanks tend to be seen 
as contributing to accountability and pluralistic debate in 
society, it is important to keep in mind potential conflicts 
of interest, especially where industry funding is supporting 
research.200 For example, research on alcohol regulation has 
revealed the extent to which the alcohol industry has used 
think tanks to influence policy debates.201 This underlines the 
importance of an independent funding base and credible 
processes for identifying conflict of interests for think tanks 
to safeguard their impartiality. 

6.5.4. Health technologies and innovation 

The health sector is one where new paradigms on 
science, technology and innovation (STI) in areas such 
as microelectronics, nanotechnology, biotechnology, and 
information technology, are developed or intensively 
applied.202 In recognising STI as a fundamental cross-cutting 
issue to achieve the SDGs, the 2030 Agenda proposed the 
global Technology Facilitating Mechanism (TFM) to advance 
knowledge exchange and collaboration, and to realise 
the potential of health-related and other STI initiatives for 
the SDGs.203 The Brazilian experience of linking academic 
research with innovation and implementation policies for the 
“Health Care Economico-Industrial Complex” showcases the 
potential of STI in innovative health approaches.204 

Appropriate technologies in health, or digital health in 
general, should no longer be identified with high income 
luxuries but be readily explored in all relevant contexts 
when pursuing integrated health approaches especially in 
low income countries for leapfrogging technical hurdles. 
Disruptive innovations and the use of technologies 
could be seen as levers to counter challenges such as 
reconceptualising how universal health coverage can 
work in resource limited settings; and exploring how to 
best create intersectoral policies to tackle the causes of 
non-communicable diseases. From providing services to 
remote populations and underserved communities through 
telehealth or mobile health, or virtual medicine, there are 
untapped opportunities for innovations that could help 
nations accelerate implementation of health goals and targets. 

Given the right enabling conditions, the strategic use of 
innovation and technologies also has the potential to 
drastically improve the operations and financial efficiency 
of multisectoral health care systems.205 Sensors, mobile 
apps and data analytics allow healthcare to be delivered 
online through virtual services, delivering health to the 
poorest and vulnerable groups. Cost-saving innovation also 
can put downward pressure on healthcare spending and 
digital health can also help prevent medical errors, initiate 
rapid responses and better track health events through 
multisectoral approaches.206 Box 6.9 describes features of 
initiatives aiming to enable “aging in place”, where older 
people’s health can be monitored in their own homes rather 
than in care homes. 

Box 6.9. Using technology to support “ageing in place”
While conventional models of institutionalised care such as nursing homes have been imperative in providing long-term care 
for elderly who require such services, there is a shortage of facilities due to the ageing population in some countries. Not 
only are there costly and undesirable outcomes for the elderly and their family members, there is often a disconnect of 
those who stay in nursing homes with the rest of the society.

Through digital health, the point of care for older people could be moved from costly health facilities to the home and 
the community, or “aging in place”, i.e. integrating enabling health factors with the urban environment. Recent years have 
witnessed the proliferation of home and community care to support ageing-in-place whereby the elderly can stay within the 
comfort of their homes and familiarity of their neighbourhoods, and have minimal disruptions to their lives and activities. 
This allows them to age gracefully, safely and comfortably in the community that they live in, and have access to a range 
of aged care facilities and partake in other societal activities through active ageing. In Singapore, a national vision is in 
place for enabling holistic and personalised ageing through technology, together with its exemplification in the form of 
responsive and pre-emptive care and intervention models.207 The efficiency, effectiveness and responsiveness of this model 
is dependent on the integration of care across social and health services, collective effort of the whole-of-society, as well 
as availability of admissible technological solutions. To support the needs and wants of the elderly and to enable them to 
age in place, several government-initiated schemes are currently underway, with focus on the individual, community and city 
levels. These include the roll-out of initiatives to ensure that the elderly can receive better services from healthcare providers, 
live in elderly-friendly homes, travel about more easily, and enjoy public spaces such as aged-friendly public walkways and 
other public spaces and facilities. 
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Box 6.9. (continued)
Likewise, in Australia, a digital assisted living solution using Artificial Intelligence and sensor technology is on trial to support 
seniors to live independently.208 This non-intrusive solution monitors residents’ behavior and engages them with family 
members or health providers whenever there is a need. The primary interface for a resident with the technology is via low-
cost sensors, a home-based computing device and a multi-modal end-user interface with voice and speaker, with no new 
wiring or complicated installation. The goal of this system is to provide reminders (hydration, medication), issue alerts such as 
weather forecasts, identify potential security risks (back door has been left open), identify anomalous situations, and automate 
the physical environment (heating, cooling). 

The UNPSA winning initiative on “Excellent Happy Home Ward” in Khaoprangram Municipality, Thailand, is an example of 
provision of integrated health and social services to senior citizens with chronic illnesses.209 As a result, there was improved 
understanding of the needs of elders and increased involvement of communities, families and patients themselves in a 
network of support and social care.

Source: Author’s illustration from various sources.

6.6. Conclusions 
The recognition of the multiple linkages between health and 
other SDGs makes a compelling case for public institutions 
to adopt integrated approaches. This chapter illustrates 
how multiple determinants of health, various nexuses of 
issues and associated challenges and opportunities can 
be addressed in practice through policies and institutional 
arrangements. The chapter focuses on three dimensions of 
integration – horizontal integration across sectors, vertical 
integration across levels of governments, and engagement 
of people and communities in planning and implementing 
policies that are related their own health and well-being.

This chapter has shown that there already exist many examples 
of practical approaches to integration for health, which 
cover different linkages with the SDGs, both horizontally and 
vertically. This is valid both in terms of policies and in terms 
of institutions. In comparison with other sectors, integrated 
approaches seem rather common and well developed. 
Lessons learned in terms of how various institutional and 
administrative approaches have worked could prove useful in 
other areas of the SDGs that also have strong connections 
with other SDGs. 

However, the path to integrated approaches to health, 
though compelling, is not easy. Adopting and implementing 
integrated approaches has proven to be difficult, partly 
because of the complexity and the dynamics of the 
multisectoral determinants of health and the involvement 
of multiple actors. Many questions remain regarding how 
best to kickstart integrated approaches: on how to define 
priorities in specific national contexts in order to best address 
multisectoral issues; how to jar the inertia that surrounds 
health inequities; and how to sustainably promote whole-
of-government efforts to tackle the root causes of ill health. 

There is insufficient systematic evidence to reveal the most 
effective policy processes and institutional arrangements 
that allow for successful integrated approaches to SDG 
implementation, for example, in elaborating integrated 
policy for health and urbanisation. Further work of combing 
the available evidence about policy experimentation and 
framing appropriate policy research is required and will 
help to develop the necessary metrics and evidence base 
for integrated approaches to health problems.
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