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SUMMARY
The issue
There are growing public health, inequality, economic and environmental challenges
across the WHO European Region that require urgent and priority-focused investment
if sustainable development (meeting current needs without compromising the
ability of future generations to meet their needs) is to be achieved and health and
well-being ensured for present and future generations. Human health and wellbeing is interrelated with sustainable development in a complex, bidirectional way,
in that investment in health for all supports social, economic and environmental
sustainability, while investment in a healthy planet with inclusive and sustainable
growth and fair and secure societies supports health and well-being for individuals,
families and communities. Investment to improve the social, economic, cultural,
commercial and environmental determinants of health and to reduce health
inequities is critical for achieving health and well-being for a population and is an
enabler and prerequisite for sustainable development. Ensuring this investment
must involve all governance levels, sectors and disciplines, as well as the public,
the academic community and private stakeholders.

The synthesis question
The objective of this report is to inform and support a roadmap to implement
the United Nations 2030 Agenda for Sustainable Development, building on the
Health 2020 policy framework in the WHO European Region by examining the
question: “What is the evidence for social return on investment from public health
policies to support implementing the Sustainable Development Goals by building
on Health 2020?”

Types of evidence
Evidence was gathered using a systematic scoping review of reviews using
comprehensive search strategies adapted to the specific databases and using
terms related to public health combined with terms related to policies, return
on investment and reviews. Key English academic databases were screened and
additional evidence was obtained from grey literature, including the databases
of relevant international and intergovernmental organizations. Google, Google
Scholar and recommendations from the contributors were also used as sources for
potential evidence. The working languages for the contributors included Bulgarian,
viii

English, French, German, Russian and Spanish, which allowed identification of
evidence from a wide range of languages. Out of a total of 4620 sources screened
covering a period from 1 January 2007 to 1 January 2017, a final set of 62 papers were
included in the scoping review.

Results
The evidence reviewed for this report led to three key conclusions as to how
investment for public health can help to achieve a peaceful, secure, inclusive,
resilient and sustainable economy, society and planet:

• current investment policies and practices (doing business as usual) is
unsustainable as it has high costs for individuals, families, communities,
society, the economy and the planet;

• investment in public health policies provides effective, efficient, inclusive

and innovative solutions, defined by values and evidence, and drives social,
economic and environmental sustainability; and

• investment for health and well-being is a driver and an enabler of sustainable

development and vice versa, and it empowers people to achieve the highest
attainable standard of health for all.

Three pathways were identified through which investment for health and wellbeing drives (directly through the health sector) and enables (indirectly through
other sectors) sustainable development:

• the health and security pathway through increasing life expectancy, improving
quality of life, building human capital, enhancing labour productivity and
activity, and ensuring national and global health security;

• the social and equity pathway through reducing the health gap along the
social gradient and gender, building social capital, creating political stability,
and achieving employment equity for women, young people and the poorest; and

• the economic and innovation pathway through direct, indirect and induced

economic effects, such as providing employment and decent jobs, building skills,
establishing infrastructure, purchasing supplies and technologies, delivering
communications, logistics, induced tax and social security contributions, creating
competitive medical services and technological innovations (especially “walking
the talk” by the health sector) driving sustainable production and consumption.

ix
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Policy considerations
From the evidence derived in this analysis and the proposed WHO Regional
Committee for Europe’s roadmap to implement the 2030 Agenda for Sustainable
Development in the WHO European Region, a set of 12 key public health policies
for priority investment are suggested that all demonstrate strong social return on
investment (SROI) and hence benefit sustainable development:

• address social, economic and environmental determinants of health through
a proportionate universalism approach;
• ensure gender equity, ensure women’s and girl’s rights and empowerment
and address violence and abuse;
• ensure the best start in life, leaving no child behind;
• ensure early and youth education, health literacy and decent employment;
• ensure healthy and active ageing;
• reduce smoking, alcohol misuse, obesity, unhealthy diet and physical inactivity;
• address noncommunicable diseases (NCDs) and communicable diseases;
• ensure universal health coverage (UHC) and minimize out-of-pocket (OOP)
payments;
• strengthen public health systems, capacities and services to ensure national
and global health security;
• transform, expand and optimize the health workforce;
• establish healthy and health-enabling places, settings and resilient communities,
including sustainable natural and urban environments; and
• ensure a green and circular economy (minimizing waste and negative impacts)
with sustainable production, consumption and procurement.

These can be considered for decision-making and policy-making in both the health
and the non-health sectors and at all levels (European, national, subnational or
local), depending on context. Investment for health and sustainable development
is a rights- and results-based responsibility for all, driven by values, evidence and
justice to ensure the well-being of present and future generations.

x

1. INTRODUCTION
1.1. Background
Today, the case for sustainable and equitable investment for health and well-being
is stronger than ever in the face of multiple challenges. Global risks and threats (1),
such as climate change and ecosystem deterioration have started to affect population
health. The 2003 heat-wave caused 70 000 premature deaths in 12 countries in Europe
and central Asia, and climate change is projected to cause 250 000 deaths globally
by 2030 (2). Investing in global health security and emergency preparedness has
become a priority in an increasingly globalized and interconnected world threatened
by epidemics, climate change, natural and human-created disasters, violence and
conflicts (3–5). Such investment is also critical to health equity, as vulnerable and
marginalized people are often the major victims.
The WHO European Region itself faces challenges of growing and ageing populations;
youth unemployment and child poverty; persisting and widening social, gender
and health inequality gaps within and between countries; epidemics of NCDs and
communicable diseases; displaced and vulnerable people living in disadvantage;
environmental pressures; and austerity measures and tighter public budgets. All have
an impact on the prospects for healthy, happy and productive lives across generations.
The economic and societal burden of ill health and inequalities is significant for
governments, in addition to the human suffering caused. Trends suggest unmatched
demand in health care and its economic burden will increase unless effective and
cost-effective policies are adopted. The Organisation for Economic Co-operation
and Development (OECD) has predicted that, if no additional measures are taken,
the total cost of health care across OECD countries will almost double by 2050,
reaching, on average, approximately 13% of gross domestic product (GDP) (6).
This would place significant strain not only on health systems but also on social,
economic and environmental sustainability, and it may widen health inequalities
still further.
Governments can have a major impact on all factors influencing health and wellbeing, on the way people live and on their everyday choices. Working together with
people and communities in a participatory and inclusive way (whole-of-society
approach) as well as across different governmental sectors and levels (whole-ofgovernment approach) is essential to inform, develop and implement successful
1
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policies and interventions that are sustainable and conducive to health, well-being
and equity, as well as to prosperity, security and peace.
Investment for health and well-being means investing to achieve the highest
attainable standard of health for all at all ages, within each country and across
countries. Human health and well-being is interrelated with sustainable development
in a complex, bidirectional and dynamic way, in that investment in population
health while leaving no one behind enables all three dimensions of sustainable
development (social, economic and environmental), while investing in a healthy
planet with inclusive and sustainable growth and fair and secure societies leads
to healthy, happy, resilient and empowered people, families and communities (7).
When attempting to assess investment for health and well-being, the basic
financial concept of return on investment needs to be extended to take in a wider
concept of value, capturing aspects across the triple bottom line of economic,
social and environmental value. Decisions made purely on costs and instant return
may not reflect wider and longer-term benefits. This led to the SROI evaluation
method, which aims to capture not only the financial aspect (i.e. monetary or
monetarized economic and socioeconomic benefits) but also the social aspects,
such as empowerment, social cohesion and political participation, which are
assessed in different quantitative and qualitative ways. The SROI method not
only looks for returns generated for the investor but usually also focuses on what
social value has been created for other stakeholder groups, including society as a
whole. It involves a stakeholder consultation from the outset and throughout the
process to help to establish boundaries and indicators and to verify assumptions
made in the analysis (8,9).
The 66th WHO Regional Committee for Europe resolution in 2016 (EUR/RC66/R4:
towards a roadmap to implement the 2030 Agenda for Sustainable Development
in the WHO European Region) (10) reaffirmed that Health 2020, the European
policy framework for health and well-being (11), and the WHO global and regional
strategies and action plans provide a mandate to implement the United Nations
2030 Agenda for Sustainable Development (12); and that the 2030 Agenda provides
renewed commitment and transformational opportunities for an integrated and
multisectoral approach to Health 2020. The resolution requested the Regional
Director for Europe to “develop a roadmap for the implementation of the 2030
Agenda for Sustainable Development in consultation with Member States, major
groups and stakeholders as part of that process, for submission to the Regional
Committee at its 67th session in 2017”.
2

1.2. A framework for investment for health and well-being
An overarching and comprehensive framework for investment for health and
sustainable development has been developed informed by a review of the global
and European strategic and policy context, with wide expert contribution (Fig. 1).
Fig. 1. Framework for investment for health and sustainable development

This framework recognizes the complex multisectoral and multilevel relation
between investing for health and well-being and achieving sustainable development.
It outlines the interdependencies, synergies and enablers between the Health 2020
and the 2030 Agenda, thus supporting the proposed roadmap for the WHO European
Region. While this evidence synthesis report focuses on specific critical aspects of
investment (i.e. in public health policies that bring return on investment), this is only
3
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one aspect of a comprehensive strategy for sustainable investment, which should
involve all government sectors, levels, policies and areas of life. The key elements
and interrelations of investment for health and well-being are described below.
Within this framework, the central concept of investment for health and wellbeing throughout the life-course is guided by and contributes to achieving the
2030 Agenda and its Sustainable Development Goals (SDGs) (12) and builds on the
strategic objectives and policy priorities of Health 2020 (11). A sustainable investment
approach positions health as a driver of sustainability in the health sector and as
an enabler of governance and regulatory processes that steer investment in other
sectors to meet their own goals and to contribute to sustainable development,
health and well-being.
A life-course approach suggests that the health outcomes of individuals and the
community depend on the interaction of multiple protective and risk factors
throughout people’s lives, particularly those in the early years. Consequently,
investment must occur throughout the life-course: ensuring a good start in life while
leaving no child behind; building lifelong skills, resilience and healthy behaviours;
supporting learning, employment and opportunities for young people; ensuring
good living and working conditions; and ensuring a safe, healthy and active older
age (13–18).
The framework also reflects the wider determinants of health, both of individuals
and the planet. These social, economic and environmental factors are multiple and
interactive, taking into consideration equity, gender and human rights approaches and
supporting security and peace. The practical investment mechanisms are embedded
into developing human capital and sustainable infrastructure, goods and services
on the one hand; and in implementing health in all policies using participatory
governance and achieving sustainable systems on the other. Most importantly,
investment for health and well-being happens in a whole-of-government and
whole-of-society manner.
Health is a fundamental human right and an essential prerequisite for, and outcome
of, gender equality. Investment through a human rights approach means that the
right to health should be integral to all priorities and actions (19) and reducing
health inequalities should be seen as a matter of fairness and social justice (13,20).
Non-discrimination is critical to ensure gender equality and to support girls and
women in achieving their full potential and well-being (21–23).
4

The conditions in which people live, work and age, and which shape their
behaviour, are influenced by the distribution of money, power and resources at
global, national and local levels. Investment that addresses this distribution is
itself influenced by policy choices and will have impact on physical, mental and
social well-being (13,24–26). Investing in the wider determinants of health drives
health, well-being and resilience through influencing the social, cultural, political,
economic, commercial and environmental conditions in which individuals are
born, grow, live, work and age.
Alongside issues of equity are issues of peace and security. Achieving and maintaining
peace, prosperity and security, nationally and globally, are fundamental for the
sustainability of systems, infrastructures, goods and services across all sectors
and levels (3–5). This requires participatory governance and joint, coherent and
sustainable action that promotes, prioritizes and supports health and well-being
and integrates health and equity into all policies (27,28). It also requires innovative
and smart investment mechanisms (targeting clear strategic objectives such as
required skills or infrastructures) and reconfiguration of existing governance and
structural approaches to achieve the dynamic, sustainable and inclusive network
that is vital for social, economic and environmental development (29,30).
The concept of healthy places/settings suggests a human habitat in which
environmental, organizational, and personal factors in the widest sense interact
to affect health and well-being. Investing in health-promoting and health-enabling
places will support individuals, families and communities in achieving good
health determinants, behaviours and outcomes; in turn, human impact upon the
ecosystem and natural resources influences biodiversity and has a long-lasting
effect on national and global sustainability (2,10,11,13,18,31). Cities, growing in size,
population, number and complexity, present specific challenges and opportunities
for enabling health and sustainability (18,32).
UHC is fundamental for a fair and resilient health system and contributes to social
cohesion, social justice and sustainable development (33,34). UHC cuts across
all of the health-related SDGs, but achieving UHC by 2030 is the specific goal of
SDG 3 (good health and well-being) (35,36). UHC is defined as universality (access to
good quality care for all), equity (equal access according to need, regardless of any other
factors or ability to pay) and solidarity (financial arrangements to ensure accessibility
to all) (35,37,38). It ensures that all people have access to quality health promotion,
protection and improvement; disease prevention; and the curative, rehabilitative and
palliative health services that they need without experiencing financial hardship.
5
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Health system strengthening is considered the most critical field of investment for
global health (39–43). This requires both an effective workforce and an effective
public health service delivery. Effective investment in the health workforce helps to
ensure the right number of quality jobs and appropriately skilled health workers in
the right places (44–46). The WHO Regional Office for Europe has defined 10 essential
public health operations that support stronger public health services and capacities
(47,48). The most effective and efficient method of delivering these operations is
through an integrated approach, rather than through vertical programmes. These
operations centre around three main areas of service delivery: health protection,
disease prevention and health promotion. These encompass population health
surveillance; monitoring and response to health hazards and emergencies; health
protection, including environmental, occupational, food safety; health promotion,
including social determinants of health and health inequity; disease prevention and
early detection; governance; a sufficient and competent workforce; a sustainable
organization, structures and financing; advocacy, communication and social
mobilization for health; and public health research to inform policy and practice.
A core focus of public health is health promotion and early prevention of NCDs,
communicable diseases and unhealthy behaviours. These require investing in
social, economic and environmental determinants along the life-course (18) plus
multidisciplinary, cross-sectoral action and public engagement and participation
in decision-making (11,13,24,25,49–54).
This report aims to inform and support the development and implementation
of the proposed roadmap to implement the 2030 Agenda, building on Health
2020, in order to strengthen the capacities of Member States to achieve better,
more equitable, sustainable health and well-being for all at all ages in the WHO
European Region; and to support the case for investment in public health as being
central to sustainable development, and to national and global security, prosperity
and peace. The roadmap is also supported by the linked report discussing key
policies for addressing the socioeconomic determinants of health and health
inequities, which suggests that specific policy options that affect living conditions
have an impact on health and equity (18).

1.3. Policy question and approach
Within the wider framework for investment for health and sustainable development,
this evidence synthesis report aims to answer the specific policy question: “What is
the evidence for social return on investment from public health policies to support
implementing the Sustainable Development Goals by building on Health 2020?”
6

Public health as “the art and science of preventing disease, prolonging life and
promoting health through the organized efforts of society” (55) is central to
achieving health and well-being for the current and future generations. It is a social
and political concept aimed at improving health, prolonging life and improving
the quality of life among whole populations through health promotion, disease
prevention and other cross-sectoral and multidisciplinary interventions. In this
review, public health policies are defined as population-level policies, programmes,
projects or interventions led by national government and including health protection,
promotion and improvement only within early (primary) prevention. Screening,
treatment, rehabilitation and specialized care are not considered.
To assess the contribution of public health policies to sustainable development,
the concept of SROI is used to consider issues of health and well-being (8,9).
The purpose and scope of this review restricted SROI considerations to the broad
socioeconomic costs and returns of investment only in monetary terms as assessed
by any of the main economic evaluation methods (56): cost-minimization analysis,
cost–effectiveness analysis, cost–utility analysis, cost–benefit analysis and cost–
consequence analysis (see the Glossary).
To present the links and interrelations between Health 2020 and the 2030 Agenda,
the evidence is summarized using the Health 2020 policy framework (11).
2.1.
2.2.
2.3.
2.4.

Improving health for all and reducing health inequalities
Supporting health through a life-course approach and empowering citizens
Tackling Europe’s major disease burdens of NCDs and communicable diseases
Strengthening people-centred health systems and public health capacity,
including preparedness and response capacity for dealing with emergencies
2.5. Creating supportive environments and resilient communities.
These areas are interconnected and interdependent, with common determinants,
challenges and solutions in that public health policies have multiple benefits (SROI)
across areas. Key cross-cutting links are highlighted across the text and in the
Discussion. The potential contribution of each policy area to the SDGs and their
respective targets is also summarized.
Each section provides summary evidence in two aspects:

• the costs of business as usual (current investment policies and practices), outlining
the problem and its health, social, economic or environmental burden; and
• the SROI of the public health policies, addressing and offering solutions to
the problem.

7
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1.4. Methodology
1.4.1. Sources for the review
The following databases were used to identify relevant evidence from academic
peer-reviewed literature: MEDLINE/PubMed, SocINDEX, the Cochrane Database
of Systematic Reviews and PROSPERO. To identify additional evidence and grey
literature, databases of relevant international, intergovernmental organizations were
searched: HEN Sources of Evidence, Health Systems Evidence, WHO Library (WHOLIS),
United Nations General Assembly, European Observatory on Health Systems and
Policies, European Union (EU) institutions and OECD (iLibrary). Additional searches
were carried out using Google and Google Scholar. The contributors were consulted
to provide documents in the key subject areas and from different Member States.
Working languages included Bulgarian, English, French, German, Russian and
Spanish; this allowed a wider set of evidence to be reviewed if identified through
the searches or provided by the contributors. The searches covered the period from
1 January 2007 to 1 January 2017. Searches were performed in February–March 2017.
Additional documents answering the inclusion/exclusion criteria received from the
contributors or peer reviewers were added during March–May 2017.

1.4.2. Data extraction
A systematic scoping review of reviews was carried out using comprehensive
search strategies adapted to the specific databases. Screening was based on a target
population of whole populations/governments with a focus on WHO European
Region Member States (evidence from other countries was included if appropriate)
and considered terms related to:

• interventions focused on investment for public health (disease prevention or
health promotion) and population-level policies relevant to Health 2020; and
• outcomes focused on evidence on health and well-being; economic, social or

environmental benefits to populations; and costs of failing to address current
public health challenges.

Annex 1 outlines the search terms and the specific inclusion/exclusion criteria.
The searches identified a total of 4657 records (4421 after duplicate removal).
An additional 206 records were identified through the contributors and snowballing
(199 after duplicate removal), resulting in a total of 4620 records screened using
the PRISMA statement (57). After screening by title and abstract, 399 full text
records were examined. Of these, 62 studies and reports were finally included in the
8

review (13,15,23,24,40,58–114). The quality of the included reviews/reports was
ascertained through the selection criteria and considered when analysing the
evidence and developing the report.

9

HEALTH EVIDENCE
NETWORK SYNTHESIS
REPORT

INVESTMENT FOR HEALTH AND WELL-BEING: A REVIEW OF THE SOCIAL RETURN
ON INVESTMENT FROM PUBLIC HEALTH POLICIES TO SUPPORT IMPLEMENTING THE
SUSTAINABLE DEVELOPMENT GOALS BY BUILDING ON HEALTH 2020

2. RESULTS
2.1. Improving health for all and reducing health
inequalities
2.1.1. Cost of business as usual
Socioeconomic disadvantage is associated with ill health and health inequity
Socioeconomic disadvantage, such as unemployment, lower income/social
status or lack of education, is associated with ill health and triggers unhealthy
behaviours: smoking in the United Kingdom is more than two times higher in lowerincome groups, prisoners and homeless people (13,65); ill health and deaths from
alcohol misuse disproportionally affect poorer countries and poorer populations
within countries (82,85); and ill health and comorbidities disproportionally affect
those with low income and vulnerable groups such as migrants and minorities
(13,82,83,90,100,101). Mothers of lower socioeconomic status in the WHO European
Region are least likely to breastfeed, which has negative impacts on the health
and life prospects of these mothers and their infants (115). Evidence from the EU
highlights an association between higher unemployment and premature death
(25). Lower-income groups suffer worse economic consequences as a result of
a chronic illness than their wealthier peers (101). For example, in the Russian
Federation, men earning below the national average income and suffering from
chronic illnesses are 24% more likely to retire early compared with their healthy
counterparts, whereas chronic illnesses have no impact on retirement age in men
with high incomes (101). Children who live in poverty and deprivation are at a higher
risk of dying early, developing obesity or experiencing ill health (65).

Poor health is associated with lasting socioeconomic disadvantage
People with physical or mental illness or disabilities are more likely to be unemployed
or to have poor-quality jobs with fewer opportunities for advancement; to work
in harmful conditions; to be less productive (presenteeism) and to be absent
from work (absenteeism); and to earn less at all ages, with the pay gap increasing
over the life-course (i.e. also affecting pension provision) and between men and
women (25,116,117). For example, people in poor health in the United Kingdom are
twice as likely to be unemployed, often through stigma or unsuitable employment
conditions (118).
10

Gender-based inequalities undermine inclusive economic growth and
sustainability
Gender inequalities based on norms, roles and discrimination undermine inclusive
economic growth, decent jobs and the sustainability of health systems. They create
inefficiency by limiting the productivity, distribution, motivation and retention of
female workers, who also constitute the majority of the health workforce (see also
section 2.4) (23,119). The burden of unpaid and informal work falls disproportionately
on women and girls and this accentuates gender wage gaps (120,121). The gender
employment gap and occupational segregation persist, with women 30% less likely
to be employed than men, and women more likely to be employed in insecure and
part-time jobs without contracts, regular pay or rights protection (2). This affects
resources for the individual and the country. For example, the loss of resources
at EU level resulting from underrepresentation of women on the labour market
amounts to €370 billion per annum (2.8% of GDP) (122). On average, women earn
21.8% less than men in central and eastern Europe and central Asia and 16% less
in the EU (123). The introduction of austerity measures by governments in some
countries (e.g. wage and pension cuts, health subsidy cuts and health reforms) has
many implications, among them impeded access of women and girls to crucial
services for reproductive and sexual health (particularly those with disabilities,
in rural areas or in poor areas) (2).

Age-based inequalities are associated with the risk of poverty
There are significant inequalities in the health of older people in Europe, which
are highlighted by the large differences in the age at which people can, on average,
expect to live another 15 years. This ranges from 62.3 years in the Republic of
Moldova to 72.2 years in France (124). Poverty among people older than 65 years
varies widely across Europe: estimated as 4% in Hungary, 5% in Luxembourg and
7% in Czechia, compared with 51% in Latvia, 49% in Cyprus and 39% in Estonia
(125). The risk of poverty grows with older age and is much higher among women
than men; for example, pensions for those aged 65 years and over are 28% lower,
on average, for women than for men in OECD countries (126). Quality of life is also
unequal, with women more vulnerable to falls than men (127).

Vulnerability is linked to socioeconomic disadvantage and higher risk of ill health
Particular groups, such as women, adolescents and marginalized people such as
migrants, minorities and the homeless, are also vulnerable to socioeconomic and
health inequalities that can lead to physical and mental illness. Europe and central
11
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Asia have experienced increased population displacement and migration pressure,
hosting sizable refugee, asylum-seeking and migrant populations; in 2015, there
were 76.1 million international migrants living in the region, representing 10.3% of
the total population (2). Often these vulnerable groups have poor access to basic
facilities and health care and they are often exposed to hazards and stress, including
heat, cold, poor sanitation and no access to healthy food and/or safe water (2).
Even a short spell of homelessness reduces a person’s chances of reintegration into
society and can lead to poor physical and mental health, including mental illness
and substance abuse (both cause and outcome), and chronic and communicable
diseases (128).1 If long term, these consequences can become irreversible, with the
lifespan of a homeless person reduced by as many as 30 years compared with
the general population (128). There may be around 4.1 million people exposed to
rooflessness and houselessness each year in the EU (128). More young people,
affected by unemployment or poverty, are becoming homeless (128).

Environmental health risks are associated with socioeconomic and health
inequity
Environmental health risks exacerbate inequalities between and within countries,
across the social gradient and across the life-course. Lower socioeconomic groups
usually have increased exposure to environmental hazards and decreased ability
to mitigate them (see also section 2.5): in countries in the WHO European Region
with lower incomes, people have greater exposure to household and outside air
pollution (111); in some Member States, basic housing issues such as a lack of indoor
sanitary facilities still affect up to a fifth of people (130); in central and eastern Europe,
40% of the population is not connected to wastewater collection and treatment
systems (96); and people who are from the most deprived areas have a 50% greater
chance of dying after a road traffic accident than those in the least deprived areas
(60). Children bear a particularly high burden of environmental hazards, which
again affects the vulnerable and disadvantaged the most; for example, 26% of
child deaths globally are linked to air pollution, unsafe water and sanitation and
road traffic accidents (85,105). Poor housing is particularly damaging to children
(60) and can shape future outcomes, such as likelihood of unemployment
1
Homelessness is considered to cover rooflessness (without a shelter of any kind), houselessness
(only a temporary place to sleep in an institution or shelter), living in insecure housing (insecure
tenancies, threat of eviction, domestic violence) and living in inadequate housing (illegal campsites,
unfit housing, extreme overcrowding) (129).
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and poverty in adulthood (104). Social gradients can be further exacerbated by
geographical inequalities. For example, people living in urban areas are exposed to
greater air pollution from road travel than those in rural areas (60), whereas rural
areas may lack basic facilities and/or easy access to health care. In some areas,
such as the Caucasus and central Asia, 62% of the rural population live in homes
without access to piped water, compared with only 9% of the urban population
(96). Environmental determinants interact with gender and social determinants
and have a different impact on men and women (131).

2.1.2. Public health policies which bring SROI
A proportionate universalism approach narrows the health divide
Proportionate universalism is defined as resourcing and delivering universal
services at a scale and intensity proportionate to the degree of need (13). Services
are universally available, not only for the most disadvantaged, and can respond to
the level of presenting need. Such an approach to address the root causes of social
and economic inequalities throughout the life-course is likely to be most effective
and narrow the health divide (13,18,40,65). For example, investing in the United
Kingdom in a combination of universal and targeted early years’ interventions
with paid parental leave could save £1.5 trillion of the £4 trillion spent over 20 years
on social problems (e.g. crime, mental ill health, family breakdown, drug abuse
and obesity) (13,65). Provision of quality education at all ages and to children of
all backgrounds should help to challenge gender stereotypes and reduce genderbased job segregation (13,16,60,65,122).
Policies to ensure fair and decent work for all include investment strategies for
an inclusive economy; active labour market programmes; extending worker
representation, particularly for more disadvantaged workers; adequate health
and safety legislation; and extending employment rights, particularly for selfemployed, temporary, part-time and informal workers (who are mostly women)
(13,16,18,60,65,122). Provision of a living wage (differing from a minimum wage in
that it allows the earner to afford adequate shelter, food and the other necessities
of life) is associated with improved mental health, lower premature mortality and
possibly has transgenerational effects (13,16,18,60,65,122).
Ensuring universal social protection (18) through effective social transfers and
provision of adequate and sustainable funding for social protection, legislation
and administrative systems contributes to social, economic and environmental
sustainability (see section 2.3) (24,66,89,100,132–135).
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Population-level interventions can reduce health inequities
Investing in services that help to prevent ill health and to improve health, well-being
and resilience across the population will contribute to reducing health inequalities and
reduce the costs of avoidable ill health, for example that associated with unhealthy
behaviours such as alcohol misuse or smoking (see section 2.3) (13,16,40,60,65,122).

Achieving gender equity and women’s empowerment can narrow the
health divide
Addressing health inequalities involves achieving gender equity and empowering
women and girls. This includes reaching gender wage and pension equality and
addressing how gender norms, values and stereotypes interact with the social and
economic factors that might have a negative impact on health for both women
and men (see section 2.4) (13,16,21,60,65,122).

Environmental interventions can reduce the social gradient
Interventions to improve the natural and built environment offer a unique opportunity
to reduce the social gradient (18,40). For example, improving spatial planning and
increasing access to green spaces can reduce the effects of deprivation on health;
traffic-calming schemes (such as 20 mph (32 km/h) speed zones in disadvantaged
areas) could lead to a 100% return on investment in the first 12 months based on the
costs recovered from injury and the deaths avoided (see section 2.4) (13,16,60,65,122).

2.1.3. Summary
Investing in improving health for all and reducing health inequalities contributes
across all SDGs and directly supports

• SDG 5
• SDG 10.

2.2. Supporting health through a life-course approach
and empowering citizens
2.2.1. Cost of business as usual
Harmful childhood experiences are linked to long-lasting disadvantage and
ill health
Harmful early childhood experiences (e.g. abuse, neglect, household dysfunction
such as violence or substance abuse) can lead to substantial long-term costs to
14

people, society and the economy (14,60,65,106). Children who live in poverty and
deprivation are at higher risk of developing obesity, experiencing ill health or
dying early (65). For example, adverse childhood experiences lead to higher risks
of adopting health-harming behaviours, developing chronic diseases and taking
part in criminal activity later in life, with a total cost to society of £60 billion
annually for England and Wales (65). The cost of lower cognitive ability, which is
linked with insufficient breastfeeding, can reach US$ 300 billion per year globally,
with higher-income countries bearing over 75% of the cost (136).

Poor education and poor health literacy are detrimental to health and
life prospects
Poor education and poor health literacy are detrimental to health, well-being
and life prospects along the life-course, disempowering individuals to make
healthy choices. Health literacy and access to information are key for people to
have a better understanding of, and control over, their lives (11). Up to 47% of the
European population is thought to have poor or inadequate levels of health literacy,
which has a negative impact on health and well-being across the life-course (15).
For example, in the United Kingdom, each young person (16–18 years of age) who is
not in education, employment or training costs £56 000 to society over their lifetime
based on welfare, tax, health and criminal justice costs (59); the cost increases
to £104 000 when including losses incurred through under- and unemployment.

Youth unemployment remains one of the most significant development
challenges
Youth unemployment remains one of the most significant development challenges.
The severe effects of the economic crises, continuing growth in unemployment,
inadequate access to social protection and an elevated risk of poverty in old age are
creating a risk of a generation that is left behind. Youth unemployment has reached
50% in some countries and the youth labour market participation rates range
from below 20% in the Republic of Moldova to over 60% in the Netherlands (137).

Unsafe and unhealthy workplaces can be damaging to the economy
Unsafe or unhealthy workplaces can have major implications for productivity and
economic output for European countries (59,60,116). In Great Britain, workplace
injuries and ill health had a social cost of £13.8 billion in 2010–2011; sickness absence
and worklessness cost the British economy £100 billion a year; and 300 000
people fall out of work annually onto health-related state benefits (60). In Great
Britain, work-related stress causes employers to lose 13 million working days a
15
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year (60) and mental ill health costs the British economy £30 billion to £40 billion
(see section 2.3) (59).

Disability, inequality and maltreatment in older people is linked to poor health
and well-being
In countries with a high sociodemographic index, nearly everyone over the age of
75 years has some form of disability, and from 60 years of age half the population
has severe or worse disability (138). About 30% of people aged over 65 years and
50% of those over 80 fall each year, with women more vulnerable than men,
and environmental hazards causing 25–50% of falls (139). More than 90% of
influenza-related deaths occur in those aged over 65 years (139). At least 4 million
older people in the WHO European Region experience elder maltreatment annually:
physical, sexual, mental and/or financial abuse and/or neglect (127). Women are
more likely to be victims of elder abuse, as are those with dementia (see sections
2.3 and 2.5) (140).

Violence and abuse are associated with high individual, social and economic
burdens
Community, domestic and gender violence and abuse are associated with high
human, emotional and health costs and have a wider social and economic burden
(see section 2.1). For example, 1.9 million disability-adjusted life-years (DALYs) are
lost annually in the WHO European Region as the result of violence at any stage
of the life-course (40). One in three women (35%) worldwide has experienced
physical and/or sexual intimate partner violence or non-partner sexual violence
in their lifetime (141). In the EU, violence against women costs society €226 billion
per year (142); domestic violence costs £15.7 billion in the United Kingdom through
human and emotional costs (65) and has an even higher long-term cost. Bullying at
school impacts a child’s psychological well-being and their educational attainment,
with estimated loss of lifetime earnings of about £50 000 in 2008 (75).

2.2.2. Public health policies which bring SROI
Societal and economic benefits for all can be achieved by investing for health and
well-being throughout the life-course, particularly in the early years. This investment
can occur through different sectors, settings and approaches and by engaging
and empowering people to take responsibility for their own health (11,17,18,60,116).
This investment should target all of the issues raised above for the stages of the
life-course and the specific areas of workplace health and prevention of violence
and abuse.
16

Ensuring the best start in life for all benefits the individual, society and
the economy
Investing in early years leaving no child behind includes adequate social and
health protection and support for pregnant women, mothers and young families;
breastfeeding and nutrition support; and progress towards universal, high-quality,
affordable health, education and child care systems (42,65,143). Investing in the
first 1000 days from conception to the second birthday is cost-effective and has the
most potential for action in that early child development interventions are good
value for money. The returns to society for each dollar invested varied considerably
across high-income countries, ranging from $1.26 to $17.07, but, overall, indicated a
significant SROI (65,85). Investing in breastfeeding clearly has an SROI (58,109): for
example, in the United Kingdom, a 1% decrease in the number of never-breastfed
children would bring a £17 000–72 000 increase in individual lifetime earnings,
and increasing exclusive breastfeeding rates at 4 months of age from 7% to 45%
could save up to £17.18 million annually from infections (104). Investing in parenting
and family programmes can be cost-effective with an SROI (38,58). The Triple P
Positive Parenting programme in the United Kingdom to reduce conduct disorder
has a saving of 4.2 for every unit spent (saving £19.5 million for a delivery cost of
£4.6 million) (60), and antisocial behaviour family support projects have a return
of 17–44 per unit spent (40).

Good early education benefits society and the economy across generations
Investing in early education can result in high social and economic returns and has
positive intergenerational effects. In the Netherlands, early education is calculated
to return 1.3–5.8% per unit invested (109); every additional four years of education
has multiple benefits, providing returns of up to 7.20 for every unit invested (60).
School is an important setting for forming and changing health behaviours and for
developing social and emotional skills, thus providing long-term SROI. Improving
cognitive development and health outcomes in children has a positive impact on
employment and health in adulthood by empowering individuals to make healthier
choices (11,15,60,104). Improving health literacy in school-aged children through
health promotion programmes can positively influence education and academic
performance, with long-term benefits across the life-course (15). Gender stereotypes
in education at all levels should be eliminated (21).

Educating and supporting young people benefit their health and the economy
Investing in adolescent health and well-being and supporting young people provides
high economic and social returns. For example, interventions that reduce the
17
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number of young people not in education, employment or training have substantial
cost-savings (60). The SROI for adult education is 21.60 per unit invested at age
19–24 years in the United Kingdom; even among those aged 25 and over, the return
is still 5.90 per unit invested (59). A Ready for Work programme for disadvantaged
young people brings SROI of 3.12 per unit invested and an overall social impact of
£3.2 million per year (59), mainly through reduced costs associated with homelessness,
crime, benefits and health care (60).

Health-promoting workplaces benefit health, well-being and the economy
Investing in health-promoting workplaces has positive impacts on individual health
and well-being, the health system and workforce productivity, thus substantially
reducing the economic burden (60,67). Workplace health promotion can be costeffective, reducing health risks and absenteeism and improving performance (67).
Investing in employment support to get people back into work in London has
brought an SROI of 17.07 per unit spent (59); workplace interventions to promote
mental health could save up to €135 billion a year by reducing absenteeism and
early retirement (66). A range of behaviour-change programmes in the workplace
return at least 2 per unit spent and may return as much as 10 (59,60).

Interventions to support healthy ageing are cost-saving and benefit health
and well-being
A life-course approach to healthy ageing gives people a good start in life and influences
how they age, giving them the capability to live a better life and empowering them
to adopt healthier lifestyles throughout their lives and to adapt to age-associated
changes (11). Investing in healthy and active ageing could be cost-saving and bring
an SROI (60,65,83–85,91,127,139). Interventions include falls and injury prevention;
physical activity; communicable disease prevention and vaccination; preventing
mental ill health and elder maltreatment; multifaceted housing interventions;
and reducing poverty, social isolation and exclusion by providing public support
for informal care and home care.

Prevention of violence benefits the individual, society and the economy
Prevention and detection of community, domestic and gender violence has a clear
SROI. For example, in the United Kingdom, parenting programmes for families
with children with conduct disorders has an SROI of almost 8 per unit invested
(6,83). Programmes addressing emotion-based learning in schools may be costeffective and provide an SROI of 50 for each unit invested within the first year
through savings in health and social care and in the criminal justice sector (60).
18

Investing in interventions to identify and provide care for women victims of
domestic violence can also be cost-effective (40).

2.2.3. Summary
Investing in health through a life-course approach and empowering citizens
contributes to specific targets within the SDGs (12):

1.2, 1.4, 1.5

8.3, 8.5, 8.6, 8.8

2.1, 2.2

9.1

3.1, 3.2, 3.7

10.1, 10.2

4.1–4.7

16.1, 16.2, 16.9, 16.a

5.1–5.6, 5.a–5.c

2.3. Tackling Europe’s major burdens of NCDs and
communicable diseases
2.3.1. Cost of business as usual
Unhealthy lifestyles have substantial health, well-being, societal and
economic costs
Smoking, alcohol misuse, physical inactivity and an unhealthy diet are among the
leading risk factors for ill health and disability in the WHO European Region with
high costs for the individual, society and the economy (40,65,78,85,88,90,100,101).
The effects of tobacco cost the world economy $500 billion a year (85), and alcohol
19
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misuse costs society 1–3% of GDP annually (40,85,88). In the WHO European
Region, physical inactivity costs society an estimated €150–300 per person per
year (40,65). In the Russia Federation, smoking was estimated to have health care
costs of Rub35.8 billion (€800 million) in 2009 (76), while in the United Kingdom,
physical inactivity results in £1.06 billion (~€1.50 billion) in indirect medical costs
(40). These risk factors and the diseases they are associated with show important
gender differences (82,85): alcohol misuse disproportionally affects men, while
physical inactivity is higher among women in most European countries (65,85).

The burden of NCDs is significant, with high societal and economic costs
NCDs, including mental ill health, form a substantial burden in the WHO European
Region, with high costs to people, the health system, society and the economy
(65,86,90,144). Two thirds of premature deaths in 2016 were caused by the four main
NCDs: cardiovascular diseases, diabetes, cancer and respiratory diseases (144); these
are responsible for an annual economic loss of $139 per person in countries with a
gross national income under $12 475 per capita (86). Cardiovascular diseases and
cancers alone are estimated to cost society €169 billion and €117 billion, respectively,
in the EU (40). In countries of central and eastern Europe and the Commonwealth
of Independent States, NCDs in general, and cardiovascular diseases in particular,
are the main contributors to the burden of disease and main drivers of mortality
during transition periods (77,101).
Mental ill health and self-harm represent 30% of the WHO European Region’s
burden of diseases (73) and mental illness is the leading cause of disability and
absence from work (14). Depressive disorders are the second biggest cause of
years lived with disability worldwide; in the WHO European Region they affect
33.4 million people at any one time and their cost to the European economy is
between €92 million and €136.3 billion (63,85), mostly from losses in productivity
(73,83,85). The human, social and economic cost of mental ill health is estimated at
between £105 billion and £110 billion per year in England (65). Mental ill health and
conduct disorder in children have lifelong impacts, with an average cost to society
of between £11 030 and £59 130 per child per year in the United Kingdom (40,65).

The health, social and economic burden of communicable disease remains
significant
The burden of communicable diseases is significant across the WHO European
Region but also varies by country and region. Every year, 15.9 million DALYs are
lost in the WHO European Region through communicable diseases (40). Major
20

infections with substantial costs and wider impact include seasonal influenza
(90), measles, pertussis (90), hepatitis B and C, sexually transmitted infections
(90,145), HIV/AIDS (94,100,101,146–148) and tuberculosis (94,100,149,150). Certain
communicable diseases, such as sexually transmitted infections, HIV/AIDS or
tuberculosis, are strongly linked with socioeconomic and/or gender inequalities
and vulnerability (100). There are also substantial costs associated with indirectly
transmitted disease such as those borne in food, vectors or water (72). Despite
considerable progress during past decades, 62 million people in Europe and central
Asia do not enjoy access to basic sanitation and 1.7 million people still practise open
defecation (2). This has a negative effect on health, with a disproportionately large
effect on women’s lives and their health (see section 2.1) (115).
The increase in antimicrobial drug resistance threatens effective treatment and
control of communicable diseases and poses threats to global health security (90).

2.3.2. Public health policies which bring SROI
Cross-sectoral interventions to tackle unhealthy lifestyles show SROI
Public health policies to prevent and tackle smoking, alcohol misuse, obesity,
unhealthy diet and physical inactivity can be cost-effective and show returns to
the economy and society. The policies and interventions presented here are those
that have clearly demonstrated SROI according to two criteria: (i) recommended as
“most cost-effective and feasible for implementation” by WHO-CHOICE analysis
and/or supported by evidence from this review; and (ii) recommended by WHO
(on other grounds) and supported by strong evidence from this review (151).
Increasing tax on tobacco products is considered the most cost-effective
tobacco control policy, with specific considerations of the inequality implications
(61,67,85,88,91,97,152). For example, a 10% increase in cigarette price would reduce
smoking prevalence by 4% in high-income countries (40,85,97). Combining
taxation with other tobacco control interventions, such as smoking cessation
support, advertising and smoking bans or educating the public, can also have an
SROI (61,63,67,85,91,113). Such a combination would cost less than $ 1 per person
per year in middle-income countries and would lead to 25 million to 30 million
DALYs averted (40) or more than 5 million deaths averted across 23 countries in
nine years (82).
The most cost-effective measures to prevent and address alcohol misuse remain
price interventions through taxation or increased minimum unit pricing (40,65,82,85).
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Restricting access to retail outlets or implementing comprehensive advertising
bans costs about $ 0.50 per person and is very cost-effective (67,82,85,97,100).
The cost–effectiveness of individual interventions (such as primary care counselling)
depends on the country (67,82,85,91,100). Combining these interventions is likely
to be cost-effective (63,67,82,85,100,113) for a cost per capita under $5 (82,85) or
even less than $ 1 per capita in countries with a gross national income per capita
under $12 475 (92). Combination of such interventions may achieve a reduction
of the global alcohol burden by 10–20% (40).
Interventions addressing obesity, unhealthy diet and physical inactivity may provide
SROI (40,85,98) depending on national and local contexts (40,67,68,82,85,98).
Policies targeting the market environment and food choices may be cost-effective
(40,97), generate savings in the short term (98) and seem to be more effective than
interventions targeting the individual (82,85). Interventions reducing the consumption
of ingredients such as salt or trans-fat through regulation and reformulation of
foods seem to provide greater SROI and are likely to be cost-effective or cost-saving
(40,63,67,68,85,98,113). Mass media campaigns to promote physical activity can
be implemented at a low cost (40) and be cost-effective or cost-saving (63,85,113),
generating a gain of 1 life-year for every 115 to 121 individuals for a cost of $2 per person
(98). Depending on local contexts, promoting active travel (walking and cycling),
which also provides wider environmental and social benefits (see section 2.5) (60),
and counselling in primary care (91) can be cost-effective (40,82,85).

Early prevention of NCDs and health promotion can bring SROI
Early prevention of NCDs and promotion of good physical and mental health and
well-being can bring SROI in multiple areas. The WHO Regional Office for Europe
recommends a comprehensive approach including both population-wide and
targeted policies and recognizes that individual interventions tend to cost more
than population/group ones (40). Success varies across the WHO European Region,
depending on national context (61). A 10% reduction of cardiovascular diseases
alone in countries with a gross national income per capita under $12 475 would
reduce economic losses by $25 billion a year (63,113). In the Russian Federation,
the reduction of adult NCDs and injury rates to the levels seen in the EU15
(15 EU Member States before May 2004) would represent a gain of between 3.6%
and over 30% of GDP depending on the sectors considered (101).
Universal approaches to promote mental health and well-being and to prevent
mental illness tend to provide wider SROI than targeted ones (84,85,91). In addition,
interventions across the life-course are cost-effective although the degree of
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success varies with the national context (see section 2.2) (65,75,83–85,91,114). In the
EU, interventions to promote mental health in the workplace may save up to
€135 billion a year by reducing absenteeism and early retirement (66) and are likely
to be cost-effective (65,75,83,85,91).

Measures to combat communicable diseases show SROI
Prevention and control of communicable diseases with a combination of vaccination
programmes, environmental interventions, surveillance and control measures
show substantial SROI, with benefits seen across sections: for the health system,
productivity, educational achievements, reduction of health inequalities and
improvements in wider societal well-being and economic development.
Emerging epidemics and pandemics and the effects of climate change, which
increase the probability of outbreaks, require a strong, resilient and sustainable
health system with good emergency preparedness (see section 2.4) (40). Vaccination,
where already developed, provides SROI and is generally less costly than the
therapeutic alternatives. Some childhood vaccinations, including for norovirus,
rotavirus, influenza and pneumococcal infection, can demonstrate an SROI within
five years. In Spain, pneumococcal vaccination of children under 2 years of age
saved €22 million in one year (40). Rotavirus vaccination targeting young children
may show better SROI than routine universal immunization (72). A key prerequisite
for SROI is good immunization coverage of the population (153). For example,
in the United Kingdom, the combined measles, mumps and rubella vaccination
saves an estimated £240 730–544 490 over 10 years in reduced treatment costs
(38); seasonal influenza vaccine returns 1.35 per unit spent, with savings rising to
£12 per vaccination when health care workers are vaccinated (40).
Public health interventions to prevent sexually transmitted infections, viral hepatitis
and tuberculosis are cost-effective compared with treating these diseases (91).
Prevention of HIV through interventions such as counselling, testing, referral and
partner notification and expanded testing have demonstrated good SROI, which
reflects the high burden from infection and the benefits of prevention (81). A practical
example and application of this is the recently developed optimized investment
approach for the national HIV response in Uzbekistan and Tajikistan (154,155).
Environmental interventions, surveillance and control measures show substantial
SROI for vector-borne diseases. Improved provision of water supply and sanitation
has demonstrated SROI of 20 times the cost for these services in selected countries,
including health and time savings (72). Control of the transmission of Salmonella
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through surveillance and early withdrawal of products has an SROI of 3.5 times
and 23 times, respectively, of the costs to the public sector and to society (72).

2.3.3. Summary
The areas covered in this section are very interlinked, and investment in preventing
one disease can have an impact on other diseases. For example, policies to reduce
and control NCDs can have reciprocal impacts on communicable diseases: smoking,
alcohol misuse and diabetes increase the risk of developing tuberculosis and reduce
the chance of treatment.
Investing in tackling Europe’s major disease burdens of NCDs and communicable
diseases contributes to specific targets within the SDGs (12):

3.3–3.6, 3.b, 3.d

11.6, 11.7

4.7

16.1

5.6

17.1, 17.7, 17.17

10.4

2.4. Strengthening people-centred health systems
and public health capacity, including preparedness
and response capacity for dealing with emergencies
2.4.1. Cost of business as usual
Low public investment in health threatens sustainability of health systems
Public investment in health and its efficiency (technical, productive and allocative;
see Annex 2 for definitions) vary greatly in the WHO European Region. Total
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expenditure on health as a percentage of GDP is around 8%, on average, but ranged
from less than 5% in Armenia, Kazakhstan and Turkmenistan to more than 11%
in Austria, France, Germany, Sweden and Switzerland in 2014 (156). The share
of public spending within the total expenditure on health shows even greater
variation, ranging in 2014 from about 20% in Azerbaijan and Georgia to more than
80% in 11 countries of the Region (156). In addition, public spending on health as a
percentage of total government spending in 2013 showed an increasing gap between
countries of high and middle incomes, with governments in the former allocating
about 15% of total government spending to health whereas those with incomes
of upper-middle and lower-middle levels allocating only 11% and 9%, respectively
(156). Similarly, spending on public health (i.e. on health protection, improvement
and promotion and prevention of risks and diseases) varies substantially across the
WHO European Region although comparisons are difficult because of inconsistencies
in national definitions and international classifications.2 Based on OECD data, it is
estimated that, on average, only around 3% of the health expenditure is allocated
to public health (66). For example, in 2014 in the United Kingdom, 4.1% of total
health expenditure was classified as preventive (157).
While increasing health care spending in the EU Member States is a challenge
to the sustainability of health systems (66), many of the countries in central
and eastern Europe and the Commonwealth of Independent States may not be
allocating enough resources nor using them in an efficient way to ensure UHC
and to adequately respond to the needs of their populations (100). Changing
demographics and disease patterns and increasing population needs and demands
require radical reforms and optimization of health and social services, focusing on
integrated, people-centred health services (23).
The health sector remains vulnerable to policy responses (cuts in health budgets)
to global and national economic crises and to austerity measures. For example,
as a response to the economic crisis of 2007–2011, several countries reduced their
health care budgets, including Bulgaria, Estonia, Greece, Hungary, Ireland, Italy,
Latvia, Portugal, Romania and Spain, with a risk of creating new inefficiencies,
undermining access to and the quality of care, damaging health outcomes and
ultimately jeopardizing the sustainability of the health system (158).
As a result of the adoption of the System of Health Accounts 2011 guidelines by almost all OECD
and European Economic Area Member States from 2016, it is possible for the first time to compare
health care spending consistently across most European and OECD countries. Data produced
to this 2011 standard do not form the basis of the figures published for all Member States by the
OECD as many only have data available based on an earlier System of Health Accounts that is not
comparable with the 2011 one. Not all countries are supplying data on the same basis.
2
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High individual spending to meet health needs drives inequalities and can
lead to poverty
Unmet health need is generally low in the EU (under 4% on average) (103); however,
it affected more than 10% of the populations in Estonia, Greece and Latvia in 2014.
Unmet health need has been concentrated in low-income groups, where it is four
times higher than in high-income groups (90). One of the main reasons (along
with geographical access and waiting times) for unmet health needs is financial
constraint, which is also related to discrimination, stigma and vulnerability of certain
population groups (e.g. Roma, ethnic minorities, migrants, sexual minorities and
those disadvantaged or infirm). This remains a challenge for reducing the risk of
impoverishment due to health costs in the WHO European Region (11). Inefficiency
is estimated to take up 20–40% of total health spending (132); consequently,
reducing inefficiency would allow a country’s health system to achieve more with
the available resources.
Financial pressure is one of the major contributory factors for unmet health needs,
with individuals forgoing health care because of the required OOP payments or
moving into financial catastrophe and impoverishment as a result of obtaining care.
A high proportion of OOP payments drives inequalities along the social gradient;
OOP health expenditure drives millions of people into poverty worldwide every
year (159). In the WHO European Region in 2014, OOP payments were about 28%
of total health expenditure, on average, with a large variation between 5% and
72% (156). In 12 countries of the WHO European Region, over 40% of total health
expenditure came from OOP payments. In contrast, 13 other countries managed
to keep the level of OOP payments below 15% of total health expenditure and to
secure good financial protection against the cost of ill health (156). While the level
of OOP payments as a proportion of total health expenditure is a good proxy for
financial protection, it needs to be complemented with data on household OOP
spending related to income and the social gradient to allow consideration of the
likelihood of OOP pushing people below the poverty line. Fees or co-payments for
health care that reach a certain level in relation to income can result in financial
catastrophe for the individual or the household (159); this is estimated to affect
1–18% of the population of European countries (103). For example, the incidence of
catastrophic payments in Tajikistan was 18.8% in 2011 (160). All EU countries but one
(Cyprus) have government schemes and/or a compulsory health insurance system
as the main health-financing structure. However, in Bulgaria, Cyprus, Greece and
Romania, at least 10% of the population has no cover for health care; this particularly
affects vulnerable groups such as unemployed or self-employed people, workers in
the informal sector and disadvantaged communities or minorities (90). In countries
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of eastern Europe and central Asia, the percentage of people defined as poor can
increase by 3–9% because of catastrophic OOP payments for health care (100).

Health workforce deficit and unequal distribution threatens access to health
and health security
Health services are affected by insufficient health workforce, migration of health
workers and persisting gender inequalities. This results in unequal access to
health services and poses a potential threat to national and global health security,
especially in crises and emergency situations (23,161–164). The high risk of major
health crises is widely underestimated. The world’s preparedness and capacity to
respond is insufficient, and future epidemics could potentially result in millions of
deaths and cause major social, economic and political disruption (164).
The health workforce will need an additional 40 million jobs globally by 2030,
particularly in countries of high and middle incomes (22). Paired with this insufficient
supply, health worker migration has been increasing. There are skills mismatches and
inequalities within populations, with rural and remote areas typically underserved.
Failure to invest in and reform the global supply of qualified health workers
contributes to health care inefficiencies, such as the avoidable annual cost of
$ 500 billion linked to a lack of responsible use of medicines (162). The health
sector relies heavily on unpaid and informal work, which falls disproportionately
on women and girls (see section 2.1) (23,163).
Health information systems also need strengthening to support and respond to the
increasing need for access to relevant, timely and quality health information and for
use as evidence in policy-making, in addition to providing disaggregated data (2).

Environmentally harmful practices threaten sustainable development and
our planet
Environmentally harmful practices and services in the health sector (e.g. polluting
the air, inadequately managing hazardous waste) are unsustainable and pose a
serious threat to the health of our planet (110,165). Health systems affect climate
change by increasing emissions of carbon dioxide and other greenhouse gases
through direct energy usage, patient and staff travel, and the procurement of goods
and services (110). NHS England is responsible for around 4% of all emissions and
5% of all road traffic in the United Kingdom, with its total carbon footprint
estimated at 24.7 million tonnes in 2012, comparable to the entire carbon footprint of
Croatia (110). Health systems also impact on environmental sustainability through
waste and waste disposal, contaminating wastewater with a variety of chemical
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hazards (e.g. pharmaceutical, cytotoxic and endocrine-disrupting chemicals;
heavy metals; and microbial hazards) (110,165). NHS England generates around
34 billion litres of wastewater annually (110), while western European countries
produce 3–6 kg of solid waste per bed-day and eastern European countries 1.4–2.0 kg per
bed-day. Countries with higher income tend to have more effective and regulated
waste-disposal mechanisms (110). Landfill disposal can lead to direct environmental
risks, and incineration of waste can lead to high levels of pollutants such as mercury.
Hospitals may be hazardous to the environment through the use of materials such
as asbestos in their construction (110). Health care facilities use significant amounts
of environmental resources, such as water and food, with a considerable impact
on the sustainability of health systems and the environment (110).

2.4.2. Public health policies which bring SROI
The health sector is a major economic driver providing jobs and health security
The aggregate size of the health sector globally is over $5.8 trillion per year (22).
Investment in the health economy potentially generates decent and inclusive jobs,
with gains for social protection, human and health security, equity and human rights,
and women’s and youth’s economic empowerment (21,23,39,166–168). UHC enhances
sustainable and inclusive economic growth, reduces the risk of impoverishment
and fights inequalities (24,66,89,100,132–135). The economic returns on investing
in UHC can be more than 10 times the costs at early stages when the path to UHC
focuses on highly cost-effective interventions (76). Equally important is that UHC
protects households from impoverishing financial risks (169).
Education, labour, wage and social protection policies, strong labour rights and
expansion of women’s leadership roles can address the persistent gender inequalities
in the health sector (18,23). For example, if countries match the historical progress
towards gender parity achieved in all sectors of employment by their best-in-region
country, then $12 trillion could be added to global GDP by 2025: an increase in GDP
of 11% above current trajectories (170).
The WHO High-level Commission on Health Employment and Economic Growth
recommends four reforms to optimize health service delivery (23):

• prioritizing health promotion and disease prevention;
• optimizing the scope of practice of health workers and developing
multidisciplinary and complementary practices;
• building integrated people-centred systems with stronger linkages between
the health and social sectors; and
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• empowering people and communities to play a greater role in designing
health systems and to participate in their own health care.

Strengthening public health capacities and services shows significant SROI
Investing in public health includes health protection, health improvement, health
promotion and disease prevention (see sections 2.2 and 2.3). Investing in human
resources, organization of services and legislation are key enablers for strengthening
public health capacity and services. Local and national public health interventions
are highly cost-saving, showing a return of 14.3 for each unit invested in highincome countries (81). Studies in the United Kingdom show notable long-term
benefits of effective public health policies on the health care system: an effective
public health policy could save over £30 billion a year for the National Health
Service by 2022–2023 (80).

Public investment in health shows clear SROI
Public investment in health (an essential component of UHC) is associated with
improved health outcomes, reduced child and maternal mortality and reduced
adult deaths. For example, more government spending in the health sector in the
EU25 (Member States in 2004) was associated with positive economic growth in
the short term, including in times of recession, with a two- to four-fold return
(1.92 to 4.32) per unit spent (called a positive fiscal multiplier) (95). A 10% increase in
government spending for health could, on average, reduce deaths in children under
5 years of age by 7.9/1000 children and adult deaths by 1.3/1000 (89). In addition,
the “social investment concept” recognizes that protective and active measures
are two aspects of the same thing and that social protection is an integral part of
a successful investing strategy (171).

Investment in better systems for health can promote inclusive and economic
growth
Investing in the health system benefits sustainable growth through several pathways (23).

• A health dividend is generated from the intrinsic value that health has for

people. It has secondary economic benefits through increased life expectancy,
improved quality of life, enhanced activity in the labour market, increased
economic productivity and advantages through optimal levels of health.

• An economic dividend derives from direct, indirect and induced economic

effects of the wider health economy in providing employment and decent jobs,
building skills through education and training, establishing infrastructure and
facilities, purchasing supplies and technologies, delivering communications
29

HEALTH EVIDENCE
NETWORK SYNTHESIS
REPORT

INVESTMENT FOR HEALTH AND WELL-BEING: A REVIEW OF THE SOCIAL RETURN
ON INVESTMENT FROM PUBLIC HEALTH POLICIES TO SUPPORT IMPLEMENTING THE
SUSTAINABLE DEVELOPMENT GOALS BY BUILDING ON HEALTH 2020

and logistics, spending the generated income and generating tax payments
and social security contributions.

• A social protection dividend derives from investment in decent jobs in the

health sector, which contributes to social protection financing and thus
enhances social protection schemes and systems (e.g. social benefits for
sickness, disability, unemployment and retirement, and financial protection
from OOP and catastrophic health expenditure).

• A social cohesion dividend is created through the political stability seen in
more equal societies; such stability is an important precondition for economic
growth. UHC, together with decent jobs for women, young people and the
poorest, is a vital element in delivering greater equity in society.

• An innovation and diversification dividend arises when investment in the

health economy has been used as a deliberate means of increasing a country’s
economic growth, for example by creating internationally competitive medical
services that attract foreign patients or through technological innovations
(e.g. genetics, biochemistry, engineering and information technology).

• The human security dividend is generated through investment to ensure a
resilient health system that provides effective surveillance, prevention, response
and control of crises and emergencies, such as outbreaks, epidemics and
pandemics. This strengthens a country’s ability to protect its people (and,
therefore, its economy) from the effects of NCDs and communicable diseases.

An example of generating these dividends is the expanded health economy in
Germany, which is estimated to contribute nearly 11% of gross value added and
an additional 8% in terms of indirect and induced effects (23,172).

Sustainable production, consumption and procurement for health can drive
the green economy
Savings in the health sector can be achieved by investing in innovative health
services, practices and technologies, which also facilitate environmental sustainability
(102,110,165,173,174). Better use of information and communication technology
(e.g. e-health, tele-health and m-health) has the potential to reduce the need for
travel (110,165) but might not be accessible and affordable for everyone. The use of
tele-care for long-term conditions could reduce carbon dioxide emissions and save
£2.55 million per year by 2020 in England (102). Social prescribing for mental illness is
highly cost-effective and has a smaller carbon footprint than cognitive behavioural
therapy or medication. Mobile health services may increase environmental
sustainability; for example using mobile breast screening clinics reduces greenhouse
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gas emissions by around 75 tonnes per year, while also improving patient experience
(110). Waste management can also achieve cost-savings; for example, hospitals
in Kyrgyzstan achieved, on average, a 33% annual cost-saving from improved
management of waste (110). In England, reducing medicine waste could save
£37.5 million a year and reduce carbon dioxide emissions by more than 7 tonnes
per year by 2020 (102). Behaviour change among staff may also contribute to
environmental sustainability. A report from six London hospitals in 2015 showed
that educating staff to turn off equipment and lights and close doors/windows
reduced carbon dioxide emissions by 1900 tonnes over two years and reduced
energy costs by around $650 000 (110). Encouraging staff to use healthy/active
means of travel could avoid the emission of over 4 tonnes of carbon dioxide
per year by 2020, save £19.5 million per year by 2026 and improve staff health by
114 000 quality-adjusted life-years (QALYs) by 2020 if only 3% actually did become
more active (see section 2.5) (102). To understand and mitigate the environmental
impact from waste created by global health initiatives in the WHO European Region,
rapid country assessments are conducted by the United Nations Development
Programme in the Region, including Bosnia and Herzegovina, Kyrgyzstan, Tajikistan
and Uzbekistan (173,174).

2.4.3. Summary
Investing in strengthening people-centred health systems and public health capacity
contributes to specific targets within the SDGs (12):
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2.5. Creating supportive environments and resilient
communities
2.5.1. Cost of business as usual
Environmental hazards are detrimental to human health, with a high societal
and economic burden
Environmental hazards are detrimental to human health and well-being with
high costs to the health system, society and the economy. A growing body of
evidence shows that the health of humanity is intrinsically linked with the health
of the planet. An estimated 12.6 million deaths worldwide were attributable to the
environment in 2012: 23% of all global deaths and 12% of all deaths in Europe (105).
Major local and global environmental threats with high health, social and economic
burden include air pollution, noise pollution, harmful chemicals, poor water quality
and sanitation, and climate change.
Air pollution is the largest contributor to the environmental burden of disease
Air pollution has multiple effects on health (65) and large economic costs to the
WHO European Region. For example, as of 2010, the annual economic cost of
premature deaths from air pollution across the countries of the Region stood at
$1.4 trillion and the overall annual economic cost of health impacts and
mortality from air pollution, including estimates for morbidity costs, stood
at $1.6 trillion (111). Air pollution generated by road traffic was responsible
for 54% of the economic cost of the health impacts (111). The combustion of
fossil fuels in coal-fired power plants in Europe remains a threat to health,
associated with serious harms such as impacts on fetal development, cancer
and heart disease and premature death (175).
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Noise pollution has multiple negative effects on people’s lives
Noise is a particular problem in urban environments (176,177). It is estimated
that there are at least 1 million healthy life-years lost every year from trafficrelated noise in western European countries (176).
Poor water quality and sanitation is still a burden in some parts of the
WHO European Region
Poor water quality has been identified as the second largest environmental
contributor to the global burden of disease (69). Inadequate water quality
and sanitation still occur in Europe, resulting in nearly 10 people per day
dying from diarrhoea in some countries (see section 2.3) (69,96,105).
Harmful chemicals adversely affect health and the economy
The extent of the impact depends on the chemical involved (40,69,85).
It is estimated that, globally, there will be an estimated $29.4 billion in lost
productivity from mercury pollution by 2020 (40). Chemical exposure to lead,
pesticides, flame retardants, plastics and endocrine-disrupting chemicals is
harmful to health, particularly for children (88). The WHO European Region
still accounts for the majority of the global asbestos-related disease burden
as a consequence of heavy asbestos use during previous decades (178).
Climate change poses threats to population health and the economy
Climate change may affect health through heat- and cold-related effects,
as well as through other impacts such as flooding and infections (72,105).
Health-related costs for the EU from climate change are estimated to reach
€147 billion by 2080 (72).

Unhealthy built environments can have serious negative health, social and
economic impacts
There is evidence of a link between good health and the wider physical environment
in which people live. The effects of inadequate housing, such as cold, damp and
dangerous homes, are significant (60,118), with the annual health costs of treating
people with illnesses directly linked to poor housing estimated to reach €194 billion
in the EU (130). Residential segregation, deteriorated housing and overcrowding,
as well as homelessness, are linked to displaced and minority groups and result in
health inequalities (see section 2.1).
Road traffic injuries are associated with high individual and societal costs across the
WHO European Region (85). For example, road traffic collisions cost the EU €153 billion
each year, or up to 2% of GDP in countries of middle and high incomes (40).
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Many countries in central Asia and eastern Europe face the challenges of inefficient
use and increasing cost of energy, with unsustainable and unaffordable heating
and a high carbon footprint; this is mostly the result of energy losses from old
infrastructure. Fossil fuels remain dominant. For example, the global energy share of
fossil fuels reached 81% in 2014, with western and central Europe’s share at 71% and
central Asia’s share at 94% (2). Renewable energy sources other than hydropower
accounted for only 3.7% of the energy supply in 2014, reflecting the high cost for
renewable energy technologies and informational, technical, regulatory, financial
and administrative barriers (2).

2.5.2. Public health policies which bring SROI
Investing in environmental cross-sectoral public health policies has benefits for
the social and economic determinants of health and well-being and for the health
of the planet. Interventions to reduce the impact of environmental threats can
produce large returns, often for relatively modest investments (40,60,70,72,85,88,
99,105,111,165). Investing in environmental sustainability creates in its turn healthy
places and settings that enable and support community resilience.

Reducing the impact of environmental threats can have large benefit–cost ratios
Interventions to reduce the impact of environmental threats can produce large
returns, often for relatively modest investments (85).
There is a positive benefit–cost ratio for air pollution control measures
This varies by sector, ranging from three in agriculture, five in industry,
six in transportation and energy, 16 in household interventions and 17 in the
service sector in Hungary for a unit cost (72). Pollution emission reduction
in the oil extraction industry has an estimated benefit–cost ratio of 5.7:1 per
year in Kazakhstan (72). A review of options to reduce pollution estimated a
6:1 benefit–cost ratio in the United Kingdom (179). Reducing emissions
through adding filters to trucks and buses would save an estimated 120 000
lives a year, with a net benefit of $ 24.7 billion, or 200 000 life-years and
$10 billion when applied to individual vehicles (99).
Provision of clean water and sanitation reduces preventable disease
An investment of $1 in small-scale water supplies in the WHO European
Region leads to a return, in terms of reduced preventable disease, of between
$2 in higher-income countries and $21 in lower-income countries (96).
Interventions to attain universal access to improved sanitation in the
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Caucasus and central Asia have estimated a benefit of 4.8 for every unit
invested (71) with the level of this return likely to vary and to be lower in
more developed countries (69).
Chemical hazards include both old and new chemicals
Existing chemical hazards include asbestos from construction of older buildings.
Effective waste-disposal mechanisms for health service-related hazards
(e.g. pharmaceuticals, heavy metals and microbial hazards) tend to be more
effective in countries with higher incomes. Implementation of EU regulations
aiming at combating the effects of new chemicals has an associated cost of
between $3.6 billion and $6.7 billion, with estimated economic benefits of
$34 billion to $68 billion over the next 30 years (85).
Mitigating climate change has effects on life expectancy and health costs
Reducing greenhouse gases in the EU by 20% in 2020 would improve life
expectancy by 3.3 months and reduce health damage costs by €12 billion
to €29 billion (72). Cross- and multisectoral interventions provide the most
benefit (72).

Ensuring safe and healthy housing conditions
Homes that are dry, warm and free of fuel poverty are likely to produce the greatest
benefits to health (18,130). Dutch evidence shows that for every €1 spent on
preventing homelessness, about €2.20 is saved elsewhere, including in emergency
health care, psychiatric services and prisons, and that healthy housing remains
a multisectoral responsibility (128). Multifaceted and wide-ranging interventions
that involve residents are most likely to succeed (130).

Reducing road traffic injuries
Numerous European interventions show SROI (40,81,85) for road traffic injury
reduction. Examples include a return on investment of 6.80 per unit spent in
medical and societal costs over two years from the use of speed cameras in an
urban setting in Spain (81), an estimated SROI of 29 per unit spent in the United
Kingdom on encouraging the use of bicycle helmets (104), a return of 3.23 per
unit spent for families who buy car seats in Sweden (88), and a cost-saving per
life-year saved of $5550 in a Greek scheme allowing new parents to borrow child
car seats (88). The most effective strategies are likely to involve a combination of
interventions to reduce speed, increase safety and modify the driving environment
(85), although some safety features are likely to be more cost-effective in low- and
middle- income countries if their costs could be reduced (85,100).
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Improving spatial and urban planning
Spatial and urban planning initiatives benefit individuals through increased social
cohesion, with reciprocal benefits for the individual and the wider community (60).
Increases in green spaces such as parks, gardens and playgrounds are linked to
improved health (59,104): every 10% increase in exposure to green space translated into
a reduction of five years in the age of expected health problems in the Netherlands
(60). An active health campaign in the United Kingdom gave a return of up to
23 per unit spent in benefits in terms of quality of life, reduced health care use,
increased productivity and gains to the local authority (59). Health and well-being
improvements are likely to be related to increased levels of physical activity and
reduced obesity, resulting in fewer NCDs, fewer mental health admissions and
improved educational performance (see section 2.3) (60).

Encouraging active methods of travel
Increasing active travel (walking and cycling) has the potential to reduce environmental
harm, improve road safety and improve the health of the individual (60,64). Increasing
active travel across urban England and Wales could save the health system
£17 billion over 20 years, with savings of between £539 and £641 a year for every
person who cycles instead of using their car, in terms of the health benefits to
individuals, health care cost-savings, productivity gains and reductions in air pollution
and congestion (40,60). The economic return on investing in cycle networks in
Norway is between three and 14 times greater than the costs (see section 2.3) (72).

Building resilience
Investing in social networks can increase people’s resilience to threats to health and
well-being and improves recovery from illness (60). Social capital is reciprocally
associated with better health and well-being (100,180,181). For example, every single
unit spent on health volunteering returns between 4 and 10 in benefits, which is
shared between service users, volunteers and the wider community (60). A health
champions community project has shown an SROI of 3.55 for every unit spent
(104). A range of community interventions to improve diet and nutrition, increase
physical activity and improve mental health through an asset-based approach
showed an SROI of between 0.79 and 112 per unit spent (104). Other interventions
such as time banking (where people contribute and exchange their time and
skills) have demonstrated a net economic benefit of £667 a year, rising to £1312 if
improvements in quality of life are also included (104).
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2.5.3. Summary
Investing in creating supportive environments and resilient communities contributes
to specific targets within the SDGs (12):

1.2, 1.4, 1.5

10.1, 10.3, 10.4

2.4

11.1–11.7, 11.a, 11.b

3.2, 3.6, 3.9, 3.d

12.2, 12.4–12.9, 12.c

5.5, 5.a, 5.c

13.1–13.3, 13.a, 13.b

6.1–6.3

14.1

7.1–7.3, 7.a

15.1

8.3, 8.4

16.3, 16.6, 16.7

9.4, 9.5

17.7, 17.17
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3. DISCUSSION
The purpose of this evidence synthesis report is to inform and support the creation
of a roadmap to implement the 2030 Agenda and to build on Health 2020 in the
WHO European Region. It achieves this through:

• developing a framework for investment for health and sustainable development;
and
• synthesizing evidence for SROI from public health policies to support

implementing the SDGs by building on Health 2020, thus contributing to the
proposed WHO European roadmap.

3.1. Strengths and limitations of the review
The report uses a review of reviews methodology including both peer-reviewed and
grey literature. This approach has limited the authors’ ability to include primary
research on specific policies/intervention or economic evaluation/modelling that
has not been assessed and published at a review level. This can also be considered
as adding strength, as it increases the validity of the evidence presented, which,
by definition, has already been reviewed by independent researchers before
inclusion in this report.
Despite searching only English language databases, the composition of the authors’
team and expert group allowed evidence to be considered in other European
languages, including Bulgarian, French, German, Russian and Spanish. The review
results may be influenced by publication bias and selection bias because of the
focus on Health 2020 as a review framework.
The identified policies and interventions varied substantially in approach, scope,
method, implementation, evaluation and context. Using economic methods,
which focus on a single intervention, creates difficulties in comparing studies
and countries or generalizing outcomes, as real-world practice usually involves a
package of interventions (182). Another challenge is the time horizon (achieving
returns in the short, mid and long term) when comparing policies as well as when
considering the public finance sector, which usually operates with a short-term
perspective (182). Here the SROI concept becomes very useful in providing a
common methodology to measure the wider social, economic and environmental
value of interventions. However, studies using targeted application of SROI in its
full scope were rare, especially in the context of sustainable development and
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health; consequently, application was restricted to evidence from cost–benefit
(and related monetary) analyses (9,183).
Populations and communities differ from country to country, and the fact that
one policy or model works in one place does not necessarily mean that it will
work in another. Consequently, conclusions and policy options should always
be considered with particular attention to the national and local context, system
limitations and cultural considerations.
There is much scope for further in-depth research to explore the contextual and
qualitative aspects of policy evaluation and to identify challenges, barriers and
enablers for successful implementation. The importance of regional, national,
subnational and local context should be explored and how different levels influence
implementation across the WHO European Region.
A large body of evidence considered and evaluated health and the health sector only
from an economic perspective. Policy- and decision-makers need to consider that
health, equity and well-being have an inherent value for people and communities
(living longer, having a better quality of life and better opportunities) and contribute
to social capital, social cohesion, peace and security, which are unrelated to
the economic argument (184). The SROI method is particularly suitable in this
context and the existing evidence base can be enriched by applying genuine SROI
approaches, taking explicit account of the non-monetary social benefits or social
returns of investments for health and well-being. Assessing and measuring gains in
community and personal resilience and empowerment is particularly challenging
and complex and require further attention.

3.2. Policy options and implications
Informed by the review evidence, three key conclusions were drawn regarding
investment for health and well-being:

• current investment policies and practices (doing business as usual) are
•
•

unsustainable as they have high costs for individuals, families, communities,
society, the economy and the planet;
investment in public health policies provides effective, efficient, inclusive
and innovative solutions, defined by values and evidence, and drives social,
economic and environmental sustainability; and
investment for health and well-being is a driver and an enabler of sustainable
development and vice versa, and it empowers people to achieve the highest
attainable standard of health for all.
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From the evidence, three pathways could be identified through which investment
for health and well-being drives (directly through the health sector) and enables
(indirectly through other sectors) sustainable development:

• health and security pathway through increasing life expectancy, improving

quality of life, building human capital, enhancing labour productivity and
activity and ensuring national and global health security;

• social and equity pathway through reducing the health gap along the social
gradient and gender, building social capital, creating political stability and
achieving employment equity for women, young people and the poorest; and

• economic and innovation pathway through direct, indirect and induced

economic effects, such as providing quality employment, building skills,
establishing infrastructure, purchasing supplies and technologies, delivering
communications, logistics, induced tax and social security contributions,
creating competitive medical services and technological innovations (especially
by the health sector), thus driving sustainable production and consumption.

Based on the evidence and expert contributions and in support of the roadmap,
a menu of 12 key public health policy options for priority investment is suggested.
This menu can be used by decision- and policy-makers from the health and nonhealth sectors as potential options when considering their own specific context.
All 12 address areas of high health, social, economic and environmental burden
and demonstrate strong SROI and hence benefit sustainable development.
Proportionate universalism to address social, economic and environmental
determinants of health
Poor health and health inequalities are associated with lasting socioeconomic
disadvantage across the life-course, incurring high costs for individual,
families, the health system and wider society. For example, the total welfare
loss linked to health inequalities in the EU in 2004 amounts to 9.4% of GDP
or €980 billion (65), and England has estimated £31 billion to £33 billion
of productivity losses per year and £20 billion to £32 billion of lost taxes
and welfare payments (13,65). Conversely, socioeconomic disadvantage is
associated with ill health and health inequity, with certain marginalized groups
such as migrants, minorities and the homeless being particularly vulnerable.
Reducing the health inequality gap is key to accelerating sustainable
development. This requires investing in proportionate universalism policies
to reduce the social gradient, for example through provision of a living
wage, ensuring universal social protection coverage, providing free child
care and having active labour market programmes.
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Ensure gender equity, women’s rights and address violence and abuse
Gender-based inequalities undermine inclusive economic growth, decent jobs
and the sustainability of health systems. Violence and abuse are associated
with high emotional and health costs to the individual, society and the
economy. Achieving gender equity requires investment in approaches such
as ensuring gender wage and pension parity, non-discrimination, actively
promoting women for senior posts and identifying and providing care for
victims of domestic violence.
Ensure the best start in life, leaving no child behind
Harmful early childhood experiences can lead to long-lasting disadvantage
and ill health, with accompanying high costs for the individual, society and
the economy. Investing in interventions to support health throughout the
life-course has economic, social and environmental benefits. Investment
should target especially the early years and preventive policies as this offers
good value for money; examples include supporting breastfeeding and
healthy mother nutrition, providing parenting and family programmes,
providing universal affordable high-quality child care systems and ensuring
early, universal and non-discriminatory education.
Ensure early and youth education, health literacy and decent employment
Poor education and poor health literacy are detrimental to health, well-being
and lifelong prospects. Youth unemployment remains one of the most
significant development challenges. Unsafe and unhealthy workplaces can
have a negative impact on productivity and the economy. Investment is
required across all sectors and settings, not just the health sector, to provide
health literacy and behavioural interventions in schools, provide youth
education and active employment (ready to work) programmes, ensure safe
working conditions and provide well-being programmes at the workplace.
Ensure healthy and active ageing
Disability, inequality and maltreatment in older people are linked to poor
health and well-being with high accompanying costs to individuals,
the health system, society and the economy. Healthy-ageing interventions
include actions to prevent falls and injury, programmes to increase physical
activity, vaccination, multifaceted housing interventions, and protection
against poverty, social isolation and exclusion.
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Tackle smoking, alcohol misuse, obesity, unhealthy diets and physical
inactivity
Smoking, alcohol misuse, physical inactivity and an unhealthy diet are
among the leading risk factors for ill health and disability in the WHO
European Region and have substantial health, well-being, societal and
economic costs. Investing in preventing harmful behaviours and promoting
health should be done through a comprehensive strategy combining crosssectoral, gender-responsive multilevel interventions, for example minimum
unit alcohol pricing, comprehensive advertising bans, restricted access to
retail outlets, primary care counselling, food regulation and encourage
reformulation of products to reduce salt, sugar and fat.
Address NCDs and communicable diseases
The health, social and economic burden of NCDs, including mental ill health,
is substantial. A similar burden is linked to communicable diseases, which
have significant but varying impacts across the WHO European Region.
Investing in protecting health and in preventing disease can be highly
efficient, with multiple benefits to health, equity, well-being, society and the
wider economy. This includes tackling NCDs through universal and targeted
interventions to promote good physical and mental health, interventions
to prevent and control communicable diseases (e.g. with vaccination
programmes, early detection, environmental interventions, surveillance
and control measures). These areas are very interlinked and investment in
preventing one disease can also have an impact on other diseases.
Ensure UHC and minimize OOP payments
Low public investment in health threatens the sustainability of health
systems, and the requirement for high OOP payments drives inequalities
along the social gradient and may push people into poverty. Investing in
UHC and increasing public financing for health improves social and financial
protection and enables prosperity and sustainable development.
Strong public health systems support national and global health security
Achieving fair, efficient and resilient systems for health, strengthening
public health capacity and services, and prioritizing health promotion and
disease prevention contribute to national and global health security and
bring significant SROI. Approaches include providing training for emergency
preparedness and responses and developing universal and targeted health
promotion and early prevention interventions.
42

Transform, expand and optimize the health workforce
An inadequate health workforce, migration of health workers and persisting
gender inequalities result in unequal access to health services, which
carries high economic costs and poses a potential threat to health security.
Ensuring a sufficient, optimally distributed, motivated and qualified health
workforce requires investment in improving education and training in
medicine and health care, increasing the quota for training, redistributing
and incentivizing health professionals and ensuring gender wage parity
and non-discrimination.
Healthy and health-enabling settings help to reduce the social gradient
Environmental hazards are detrimental to human health and well-being with
high costs to the health system, society and the economy. Environmental
health risks exacerbate inequalities between and within countries, across
the social gradient and across the life-course. Key issues are air pollution,
noise pollution, harmful chemicals, poor water quality and sanitation,
and climate change. There is a link between good health and the quality
of people’s homes and the wider physical environment in which they live.
Investing in the immediate human, natural and built environment and in
planetary health through multifaceted, cross-sectoral interventions is a
key determinant of health, well-being and equity. There is an explicit link
to sustainable development, community resilience, social cohesion and
social capital. Environmental public health policies and interventions that
demonstrate co-benefits to individuals, communities and the planet include
establishing healthy and health-enabling settings and resilient communities
and creating sustainable natural and urban environments with increased
access to green spaces and encouragement for active travel (walking, cycling).
Ensure a green and circular economy with sustainable production,
consumption and procurement
Environmentally harmful practices and services in all sectors are unsustainable
and threaten the health of people and the planet. Achieving innovative and
environmentally sustainable systems for health and well-being include
implementing appropriate information and communication technologies,
using mobile health and e-health and improving waste management.
These policy suggestions are supported by a companion report discussing key
policies for addressing the socioeconomic determinants of health and health
inequities, which suggests that specific policy options that affect living conditions
have an impact on health and equity (18).
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All public health policies have a complex cross-sectoral multidimensional nature.
Leaving no one behind requires addressing wider determinants that have an
impact on the health and well-being of individuals (behaviours, NCDs and
communicable diseases) and on community resilience across the life-course. It is
also dependent on ensuring UHC and creating supporting environments. Living in
safe and healthy places and settings enables people to make healthy choices and
practise healthy behaviours, which can provide the essential prerequisites for good
health and well-being from the early years through to active and healthy ageing.
Such settings support the reduction of NCDs and infectious diseases and ensure
sustainable and safe and health sector facilities and infrastructure. Finally, health
system strengthening and UHC support financial and social protection and work
towards a green health economy. Such protection is important to avert poverty
and decrease the social gradient; to ensure availability and access to vital health
services, including health promotion and disease prevention; and to protect and
improve health and well-being over the life-course.
Evidence and practice clearly show that investment for human and sustainable
development cannot be carried out in isolation by just one (i.e. the health) sector.
Investment pathways extend across all polices (health in all policies approach),
all sectors and all governance levels (whole-of-government approach). They need
public and community involvement and participation (whole-of-society approach)
(18,28). The interconnected and interdependent nature of current challenges and
solutions requires strong leadership, strategic and political commitment and new
approaches, including networking, collaboration and citizen involvement at all
policy and governance levels (28). Monitoring and evaluation, and establishing
integrated and harmonized information systems and data collection and analysis
for health, are part of this (185). Useful approaches and tools to drive cross-sectoral
and participatory governance and related investment include health, equity,
environmental and well-being impact assessment (186,187) and tools to assess
gender equality (188).
Multisectoral and participatory governance for health and well-being is gaining
momentum, supported by the Paris Declaration of 2016, which committed to
partnership for the health and well-being of our young and future generations,
leaving no child behind (189,190), and the Ostrava Declaration of 2017, which
advanced actions on environment, health and well-being in the WHO European
Region (191). A recognition of health as a “necessary component for socioeconomic
stability” is growing nationally and globally. Health leaders from the leading highly
industrialized and emerging economies have committed to adopting a health
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in all policy approach, prioritizing the most vulnerable, engaging citizens and
communities in policy processes, filling health data gaps, and using evidence to
inform policy and practice and strengthening health systems contributing to UHC
(192,193). A new conceptual framework of social and global boundaries is emerging
(194) which recognizes that human well-being depends on enabling every person
to lead a life of dignity and opportunity while safeguarding the integrity of Earth’s
life-supporting systems. It calls for addressing the existing deep inequalities and for
transforming policy-making and economies so that they become regenerative and
distributive. Achieving a green and circular economy is considered not only efficient
but also fair and socially inclusive, where economic growth and environmental
responsibility are mutually reinforcing, supporting progress on social and human
development and building sustainable systems, infrastructure, goods and services
for the present and future generations (7,10,195–197).
Looking forward, the developed framework for investment for health and sustainable
development and the policy options suggested from the evidence outlined here
align with and support strategic and policy documents and processes already in
place with WHO and the United Nations. The report outlines options to enable
the proposed roadmap to advance the implementation of the 2030 Agenda,
thus translating national, regional and global commitment into tangible action
and investment-driving transformational change.
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4. CONCLUSIONS
Investment for health and well-being aims to achieve the highest attainable
standards of health for all at all ages. It should be guided by the principles, goals
and targets of the 2030 Agenda, while building on Health 2020 and using an equity,
gender and human rights approach. Investment needs to have a local, national,
regional and global context and requires participatory governance for decisionmaking that builds on the principle of solidarity. Investment should optimize the
SROI across the continuum of health promotion and protection, as well as for
disease prevention, treatment, rehabilitation, care and support.
A sustainable investment approach for health and well-being would demonstrate
a fair, rights- and evidence-informed, context-tailored and efficient prioritization
of resources (considering technical, productive and allocative efficiency) across
all governance levels, sectors and disciplines. This is beneficial not only for health
but also for reducing health inequalities and achieving prosperity, security, peace
and societal wealth.
Evidence is strengthening to support the case for investment in public health as a
driver and enabler of social, economic and environmental sustainability, and as a
method of contributing to national and global prosperity and security. This involves
addressing the root causes of inequalities (in health, society, economy and
environment) and establishing UHC and sustainable and resilient health systems.
Priority areas include investing across the life-course, particularly the early years;
investing to create safe, healthy and resilient settings; and investing to protecting
health from risks and crises.
Momentum is building towards integrated, collaborative, participatory action and
investment across all sectors and governance levels to achieve health and wellbeing, leaving no one behind. It requires innovative and smart financial mechanisms
and governance reforms, as well as a fundamental change in the mindset towards
valuing human life and health, equity, sustainable development, planetary health,
security and peace more than pure economic growth.
Investment for health and sustainable development is a rights- and results-based
responsibility for all, driven by values and intergenerational justice and ensuring
the well-being of present and future generations.
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Annex 1. SEARCH STRATEGY
Databases and websites
Searches were performed in February–March 2017 with additional documents
received from the contributors or peer reviewers and answering the inclusion/
exclusion criteria added during March–May 2017. Documents were included if they
were published in the period from 1 January 2007 to 1 January 2017. Academic peerreviewed literature was searched using databases of MEDLINE/PubMed, SocINDEX,
Cochrane Database of Systematic Reviews and PROSPERO. The Health Evidence
Network Sources of Evidence, Health Systems Evidence, WHO Library (WHOLIS),
United Nations General Assembly, European Observatory on Health Systems and
Policies, EU institutions and OECD (iLibrary) databases were searched for additional
evidence and grey literature. A further search was carried out using Google and
Google Scholar. Additional records were identified through the contributors and
snowball searching of reference lists in the included papers. All evidence identified
through the search was screened by two independent reviewers for inclusion/
exclusion by title and abstract and then by full text. Any differences in selection
were resolved by discussion and consensus. The academic literature was limited
to sources providing information in English with full text available.

Search terms
Screening was based on a target population of whole populations/governments
with a focus on WHO European Region Member States (evidence from other
countries was included if and where appropriate) and considered terms related to
public health combined with terms related to policies, return on investment and
reviews. The inclusion and exclusion criteria were as follows.
Study design:
inclusion: evidence from a high-level source (recognized organizations such as
WHO, United Nations, national research institutes) and/or having robust/reliable
methodology (e.g. systematic review performed according to internationally
accepted standards); and
exclusion: evidence not from a high-level source, primary research, no full
text available.
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Interventions:
inclusion: focus on investment choices related to overall/general public health
(disease prevention or health promotion) population-level policies; focus on
Health 2020 strategic objectives; and
exclusion: evidence not providing information on public health policies that
are multisectoral or from multiple actors, as defined in Health 2020; policies
reviewed are not reproducible on a larger scale.
Target population:
inclusion: whole populations, governments, evidence from WHO European
Region Member States or from other countries if appropriate; and
exclusion: not relevant to the WHO European Region Member States or context.
Outcomes:
inclusion: data or description provided on the health AND the economic OR
social OR environmental benefits/return on investment to populations and
governments of public health policies AND/OR an estimate of the costs of
failing to address current public health challenges; and
exclusion: benefits/return on investment not reported or no data reported for
more than one type of outcome (i.e. health, economic, environmental or social).
The following terms were used for the PubMed search strategy. The other search
strategies used these with minor modifications.
Public health
1. “public health” [TIAB] OR “health promotion” [TIAB] OR “primary prevention”
[TIAB] OR “health in all policies” [TIAB] OR “social welfare” [TIAB]
Policies
2. policy [TIAB] OR policies [TIAB] OR governance [TIAB] OR (inequal* [TIAB] OR
equality [TIAB] OR equity [TIAB] OR leadership [TIAB] OR intersector* [TIAB] OR
inter-sector* [TIAB] OR multiagency [TIAB] OR multi-agency [TIAB] OR multisector* [TIAB] OR multisector* [TIAB] OR multi-actor* [TIAB] OR multiactor*
[TIAB] OR communit* [TIAB] OR empowerment [TIAB] OR participat* [TIAB]
OR sustainab* [TIAB]) AND (program* [TIAB] OR strategy [TIAB] OR strategies
[TIAB] OR intervention* [TIAB])
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Return on investment
3. cost [TIAB] OR costs [TIAB] OR costing* [TIAB] OR econom* [TIAB] OR invest*
[TIAB] OR financ* [TIAB] OR funding [TIAB] OR budget* [TIAB] OR “monetary
resource*” [TIAB]
4. benefit* [TIAB] OR effect* [TIAB] OR outcome* [TIAB] OR utilit* [TIAB] OR
consequenc* [TIAB] OR impact* [TIAB] OR evaluat* [TIAB] OR analy* [TIAB]
5. “return on investment” [TIAB] OR “win-win” [TIAB] OR “best buy*” [TIAB] OR
“good buy*” [TIAB] OR “value for money” [TIAB] OR ROI [TIAB] OR SROI [TIAB]
6. #3 AND #4
7. #5 OR #6
Reviews
8. review* [TIAB] OR “health technology assessment” [TIAB] OR overview* [TIAB]
OR (article* [TIAB] OR publicat*[TIAB]) AND combin* [TIAB]) OR meta-analy*
[TIAB] OR metaanaly* [TIAB] OR (report [TIAB] AND “research evidence” [TIAB])
OR (research [TIAB] OR evidence) AND synthes* [TIAB])
9. #1 AND #2 AND #7 AND #8
Fig. A1.1 illustrates the selection of studies based on the PRISMA statement.
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Records identified
through database
searching
(n = 4657)

Additional records
identified through
other sources
(n = 206)

Records screened
(n = 4620)

Records excluded,
not fulfilling
inclusion criteria
(n = 4221)

Eligibility

Records after duplicates removed
(n = 4620)

Full-text articles assessed
for eligibility
(n = 399)

Full-text articles
excluded, not
fulfilling inclusion
criteria
(n = 337)

Included

Screening

Identification

Fig. A1.1 Selection of studies

Studies included in
qualitative synthesis
(n = 62)
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Annex 2. GLOSSARY
Circular economy. Restorative and regenerative by design and looking beyond the
current take, make and dispose extractive industrial model. It relies on system-wide
innovations that redefine products and services to reduce waste and minimize
negative impacts. The circular model builds economic, natural and social capital
and is underpinned by a transition to renewable energy sources (1).
Cost–benefit analysis. Places monetary values on both costs and outcomes with
the aim of answering the question “is the benefit worth the cost?” (single monetary
value). Main outputs are the cost–benefit ratio, economic interval rate of return,
net present value and break-even point.
Cost–consequence analysis. Collects, categorizes and lists the cost components
of a chosen intervention in a disaggregated format, without making judgements
of their relative importance. The aim is to create a balance sheet of outcomes that
can be weighed against the costs.
Cost–effectiveness analysis. Compares the costs of alternative procedures, services
or interventions with an intervention’s common therapeutic/health-related goal,
expressed in terms of one main outcome measured in natural units. It aims to
compare the costs and impact of alternatives within the same domain and avoids
placing monetary values on health outcomes. Main outputs are the incremental
cost–effectiveness ratio, DALYs, QALYs, life-years gained and health utility scores.
Cost-minimization analysis. A form of economic evaluation used when an
intervention or service and its alternative (e.g. usual care or current practice) achieve
outcomes that are the same. Under these circumstances, cost-minimization analysis
aims to identify the least costly option.
Cost–utility analysis. An economic evaluation in which health benefits are usually
measured in preference-based non-monetary units such as DALYs or QALYs. It aims
to compare costs and impact of alternatives within the same domain and avoids
placing monetary values on health outcomes. Main outputs are the incremental
cost–effectiveness ratio, DALYs, QALYs, life-years gained and health utility scores.
Decent work/job. Work that is productive and delivers a fair income, security in
the workplace and social protection for families, better prospects for personal
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development and social integration, freedom for people to express their concerns,
organize and participate in the decisions that affect their lives, and equality of
opportunity and treatment for all (2).
Efficiency (technical, productive and allocative). Technical efficiency addresses
the issue of using given resources to maximum advantage. A technically efficient
position is achieved when the maximum possible improvement in outcome is
obtained from a set of resource (capital and labour) inputs. Productive efficiency
addresses the issue of choosing different combinations of resources to achieve the
maximum benefit for a given cost; it directly compares alternative interventions,
where one intervention produces the same (or better) health outcome with less
(or more) of one resource and more of another. Where different combinations of
inputs are being used, the choice between interventions is based on the relative
costs of these different inputs. Allocative efficiency addresses the issue of achieving
the right mixture of health care programmes to maximize the health of society.
Resource allocation decisions in this broader context uses a global measure of
efficiency taking into account not only productive efficiency but also the efficiency
with which these outcomes are distributed among the community (3).
Green economy. An economy that results in improved human well-being and social
equity, while significantly reducing environmental risks and ecological scarcities.
In its simplest expression, a green economy can be thought of as one that is low
carbon, resource efficient and socially inclusive (4).
Health, equity (and well-being) impact assessment. A combination of procedures,
methods and tools that systematically judges the potential, and sometimes
unintended, effects of a policy, plan, programme or project on both the health
(and well-being) of a population and the distribution of those effects within the
population. Health impact assessment identifies appropriate actions to manage
those effects (5).
Health inequalities/inequities. Health inequalities are defined as differences in
health status or in the distribution of health determinants between different
population groups, whereas health inequities are avoidable inequalities in health
between groups of people within or between countries (e.g. from social or economic
conditions). While some health inequalities are attributable to biological variations
or free choice, others are attributable to external environment and conditions
mainly outside the control of the individual and may be unnecessary and avoidable,
as well as unjust and unfair, thus leading to inequity in health (6).
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Inclusive and sustainable economic growth. Inclusive economic growth creates
opportunity for all segments of the population and distributes the dividends of
increased prosperity, both in monetary and non-monetary terms, fairly across
society. The OECD approach to inclusive growth is multidimensional, going beyond
income, and considers that the proceeds of economic growth must be shared (7).
Sustainable economic growth will require societies to create conditions that allow
people to have quality jobs that stimulate the economy while not harming the
environment. Job opportunities and decent working conditions are also required
for the whole working age population (8).
Resilience. The dynamic process of adapting well and responding individually
or collectively in the face of challenging circumstances, crisis or stress. It can be
described as an ability to prevent, withstand, cope with or recover from the effects
of such circumstances and the process of identifying assets and enabling factors (9).
Social capital. The degree of social cohesion that exists in communities. It refers
to the processes between people that establish networks, norms and social trust,
and which facilitate coordination and cooperation for mutual benefits (10).
Social prescribing. Sometimes referred to as community referral, this is a means of
enabling general practitioners, nurses and other primary care professionals to refer
people to a range of local, non-clinical services. Recognizing that people’s health
is determined primarily by a range of social, economic and environmental factors,
social prescribing seeks to address people’s needs in a holistic way. It also aims to
support individuals to take greater control of their own health. Social prescribing
schemes can involve a variety of activities that are typically provided by voluntary
and community sector organizations (e.g. volunteering, group learning, befriending,
healthy eating advice and sports). Social prescribing is designed to support people
with a wide range of social, emotional or practical needs, and many schemes are
focused on improving mental health and physical well-being (11).
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Annex 3. PRACTICAL EXAMPLES OF
APPLYING EVIDENCE FOR ADVOCACY
Infographics can be used to communicate a message to a target audience such as
doctors, policy-makers or the public. Two examples are given (Figs A3.1 and A3.2).
Fig. A3.1 Policies to reduce health inequalities
Note: Where possible, the figures used were the latest available for Wales in 2016.
Where data are unavailable, figures for Wales were estimated from the latest United
Kingdom/England/other data on an unadjusted per capita basis.
Source: Dyakova M, Knight T, Price S. Making a difference: investing in sustainable
health and well-being for the people of Wales. Cardiff: Public Health Wales NHS
Trust; 2016.
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The Solutions
Preventing ill health
across the population is
generally more effective at
reducing health
inequalities than a focus
on clinical interventions

Tackling the
causes of social
and economic
inequalities that drive
inequalities in health are
likely to be most effective

Legislation

Ensure a living wage

Wales 2007 Smoke free legislation
resulted in fall in the reported exposure
to second hand smoke in adults from

70%

40%
2008

Taxation
Smoking is one of the major causes
of health inequalities

+10% = 2.5% to 5%

fewer cigarettes smoked

1
unit = 50p

Minimum unit pricing (MUP)
for alcohol
Alcohol causes the greatest harm to
the most disadvantaged

MUP reduces harmful alcohol
consumption in those with the
lowest income by

6%

RIP

£

A living wage is associated with
living longer and dying less, better
mental health and drinking less

to

2007

TAX

Addressing Health
Inequalities in Wales

MUP reduces deaths among
heavy drinkers in routine/manual
occupations by

8%

JOBS

Reduce unemployment
Almost a quarter (20–25%) of the
deaths among unemployed people
over 10 years could be prevented if
these were employed

Improve physical
environment

The traffic congestion charge
in London resulted in a
9% reduction in hospitalizations for
a lung condition
Addressing cold and damp
housing could save the
Welsh NHS £35 million

Invest in early years
Targeted interventions + universal
childcare and paid parental leave
could address £72 billion costs of
social problems due to crime,
mental ill health, family breakdown,
drug abuse and obesity

Universal services
Providing accessible services to all
whilst investing in additional
support for the vulnerable groups
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Fig. A3.2 Leaving no child behind
Source: Presented at the Paris high-level conference, Working together for better
health and well-being, December 2016. Copenhagen: WHO Regional Office for
Europe; 2016 (http://www.euro.who.int/en/media-centre/events/events/2016/12/
paris-high-level-conference/multimedia/infographic-working-together-to-ensurehealth-and-well-being-for-all-children-and-adolescents, accessed 17 July 2017).
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