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Abstract  This article presents a systematic review of 

public policies aimed at ensuring equitable access to health 

services within the framework of the Sustainable 

Development Goals (SDGs). By analyzing 55 studies 

published between 2015 and 2024, the research identifies 

key strategies, patterns, and institutional innovations that 

have reshaped the architecture of health policies. In 

addition, comparative experiences from developing and 

developed countries are incorporated, allowing for a deeper 

understanding of regional dynamics and their particular 

challenges. The results demonstrate that effective 

alignment with the SDGs, particularly Goals 3 and 10, has 

contributed to the consolidation of more resilient, inclusive, 

and accountable health systems, especially in contexts of 

crisis. It highlights that these advances are especially 

relevant in the face of health emergencies, such as 

pandemics, where equity in access to services is critical for 

the sustainability of the system. The study concludes that 

health equity cannot be achieved through fragmented 

interventions, but rather through structural transformations 

based on political commitment, regulatory clarity, and 

social participation. It also underscores the importance of 

intersectoral governance and international cooperation as 

fundamental pillars for achieving equitable universal 

coverage. Finally, it is recommended that monitoring and 

evaluation mechanisms be strengthened to ensure that the 

policies implemented maintain their focus on equity and 

human rights. 

Keywords  Equity in Health, Public Policy, SDGs, 

Governance, Systematic Review 

1. Introduction

Equitable access to health services not only represents a 

fundamental right but has become an indispensable 

condition for sustaining cohesive societies and functional 

democratic systems [1], [2]. In this context, health equity is 

understood as the absence of unfair and avoidable 

differences in access to services and health outcomes 

between different population groups. As social and 

territorial inequalities worsen, and as health crises - such as 

the COVID-19 pandemic - expose the structural fissures in 

health systems, equity of access is no longer a normative 

ideal but has become the focus of political and technical 

debate [3]. Far from being an exclusively medical issue, 

ensuring equitable access implies intervening on social, 

economic, and environmental determinants, which requires 

articulated multisectoral responses [4]. In this scenario, the 

Sustainable Development Goals (SDGs) have provided a 

common language and a roadmap that allows linking 

national policies with global goals, particularly through 
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SDG 3, which proposes to "ensure healthy lives and 

promote well-being for all at all ages" [5]. 

However, although equity has been repeatedly invoked 

in institutional discourses and strategic plans, the gaps 

between rhetoric and practice remain deep [6]. The 

specialized literature has documented numerous 

experiences of policies aimed at expanding health coverage 

or eliminating economic, geographic, and cultural barriers, 

but in many cases, these interventions are presented in a 

fragmented manner, without a systematic evaluation to 

compare approaches, measure impacts or identify factors 

of success and failure [7], [8], [9]. In addition, most of these 

studies have been developed in specific contexts - either by 

country, region, or population group - which limits the 

possibility of extracting transferable lessons [10]. 

Moreover, very few studies have explored in sufficient 

depth the extent to which these policies are aligned, in 

practice, with the principles and goals proposed by the 

SDGs [11]. There is, therefore, a critical gap between the 

accumulated knowledge and the need for an integrative 

vision to articulate health equity as a cross-cutting 

objective of sustainable development [12]. 

Faced with this shortcoming, this study is proposed as a 

response to the urgency of mapping and understanding the 

policies that have sought to reduce inequalities in access to 

health, examining them in light of the normative, 

conceptual, and strategic framework of the SDGs. This 

systematic review is not only timely due to the proximity 

of the year 2030 and the need to assess real progress against 

the commitments made, but is also justified by the growing 

recognition, both in the academic literature and in 

multilateral spaces, that transformations in health require a 

more ambitious view that transcends efficiency and tackles, 

head-on, the structural roots of inequality. In this sense, the 

present analysis seeks to overcome the dispersion of 

previous studies and offer a critical synthesis that serves 

both as a technical input and as an advocacy tool. 

The central objective of the article is to analyze how 

public policies aimed at guaranteeing equitable access to 

health services improve their design when articulated with 

the SDGs. To this end, a systematic literature review 

methodology is adopted, combining academic sources with 

institutional reports and policy documents, applying 

rigorous inclusion criteria and an analytical framework 

inspired by the intersection between public health, social 

justice, and sustainable development. This perspective 

allows us not only to map existing policies but also to 

interpret their foundations, scope, and limitations, based on 

a critical and contextualized reading. 

The article, therefore, provides an analytical mapping of 

health equity policies that transcends isolated cases and 

makes it possible to visualize common patterns, persistent 

omissions, and strategies with potential for scalability. By 

integrating the SDG approach as a cross-cutting axis of the 

analysis, the contribution is not limited to empirical 

description, but also proposes a normative re-reading of 

how access policies should be conceived and evaluated in 

a world marked by interdependence and the urgency of 

reducing inequalities. Thus, this study is part of the 

collective effort to translate global commitments into 

concrete, sustainable, and fair transformations in the field 

of health. 

2. Materials and Methods 

This study was developed under a qualitative approach 

[13] and was structured as a systematic literature review 

[14]. The choice of this design responded to the need to 

understand in depth the complexity surrounding public 

policies aimed at equitable access to health services, 

considering not only their formulation and implementation, 

but also their articulation with the Sustainable 

Development Goals (SDGs) and their concrete effects in 

various contexts. Far from seeking statistical 

generalizations, the qualitative review allowed us to 

critically examine the narratives, normative arguments, and 

institutional processes that shape public health 

interventions. To ensure transparency and methodological 

rigor, the guidelines established by the PRISMA guide 

were followed, adapted to qualitative studies. A 

standardized critical appraisal tool (such as CASP or JBI) 

was not used, as the purpose of the review was to 

synthesize conceptual approaches and articulation 

strategies rather than to evaluate the methodological 

quality of the studies. Therefore, only the PRISMA flow 

diagram was used to ensure transparency in the selection 

and refinement of information. 

2.1. Research Question 

The review was guided by a central question that guided 

the methodological strategy and delimited the field of 

analysis: How do public policies aimed at ensuring 

equitable access to health services improve their design 

when they are articulated with the Sustainable 

Development Goals (SDGs)? This question made it 

possible to simultaneously address three interrelated 

dimensions: the identification of policies with a focus on 

equity, their explicit or implicit linkage with the SDGs, and 

the evaluation of their impact in practice, whether in terms 

of health outcomes, reduction of inequalities, or 

institutional strengthening. 

2.2. Inclusion and Exclusion Criteria 

The selection of studies was governed by a set of 

previously defined criteria aimed at ensuring the relevance, 

timeliness, and pertinence of the documents analyzed. 

Research published between 2015 and 2024 was included, 

given that this period coincides with the adoption and 

global deployment of the 2030 Agenda, a framework that 
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gives meaning and reference to the articulation of public 

policies with the SDGs. Only works written in Spanish or 

English, the predominant languages in the academic 

production on public health and social policies, were 

considered. Likewise, studies that explicitly address public 

policies related to equitable access to health services were 

included, with an analysis that integrates their alignment-

theoretical or empirical-with the SDGs, in particular with 

SDG 3 (Health and well-being) and SDG 10 (Reduction of 

inequalities). Priority was given to qualitative studies, 

mixed-approach studies, or previous systematic reviews, as 

long as they had peer review and full access to the text. 

On the other hand, works that were limited to a 

quantitative approach without providing contextual or 

reflective analysis of the political or social processes 

involved were excluded. Also excluded were publications 

that, although focused on health, did not address aspects 

related to equity, as well as documents without academic 

backing, such as, opinion columns, editorials or 

institutional reports without scientific validation, duplicate 

studies or articles whose information was tangential or 

irrelevant to the research question. 

2.3. Information Sources and Search Strategy 

The collection of information was carried out between 

January and March 2025 and covered five databases 

recognized for their thematic coverage, disciplinary 

diversity and editorial rigor: Scopus, PubMed, Web of 

Science, SciELO, and Google Scholar. The selection of 

these platforms responded to the objective of capturing a 

broad and representative sample of academic studies from 

different regions and research traditions, both in the 

biomedical field and in the social sciences and public health. 

For each database, a specific search equation was 

designed, which combined controlled descriptors -such as 

MeSH terms in PubMed- with free terms, using Boolean 

operators to establish relationships between key concepts 

(Table 1). The search strategies were structured around 

three axes: public health policies, equitable access, and 

articulation with the SDGs. The time range was limited to 

the period between 2015 and 2024, in coherence with the 

chronological framework of the 2030 Agenda. 

2.4. Organization and Analysis of Results 

The selected studies were organized in a data extraction 

matrix, designed to systematically capture the most 

relevant information from each document. For each case, 

variables such as author, year, country or region of 

implementation, type of policy analyzed, equity approach, 

degree of linkage with the SDGs, and reported results or 

impacts were recorded. This structure allowed thematic, 

geographic, and conceptual comparisons to be made 

between the studies. 

The analysis was carried out at three progressive levels. 

First, public policies that met the established criteria were 

identified and mapped according to their scope, sector 

involved, and target population group. Secondly, policies 

were classified according to their orientation -for example, 

financing, coverage, community participation, regulation, 

or institutional strengthening-which made it possible to 

visualize intervention patterns and predominant 

approaches. Finally, a cross-cutting analysis was developed 

to understand how these policies are articulated with the 

SDGs, how they address equity in specific contexts, and 

what concrete effects have been documented, both in health 

and social terms. 

Table 1.  Search equations by database 

Database Search equations 

PubMed 

("Health Policy"[Mesh] OR "public policy" OR "healthcare access" OR "universal health coverage") AND ("equity" 

OR "equitable access" OR "health equity") AND ("Sustainable Development Goals"[Mesh] OR "SDGs" OR "Agenda 

2030") AND ("2015"[Date - Publication]: "2024"[Date - Publication]) 

Scopus 

TITLE-ABS-KEY("public health policy" OR "healthcare access" OR "universal health coverage") AND TITLE-ABS-

KEY("equity" OR "equitable access" OR "health equity") AND TITLE-ABS-KEY("Sustainable Development Goals" 

OR "SDGs" OR "Agenda 2030") AND PUBYEAR > 2014 AND PUBYEAR < 2025 

Web of Science 

TS=("health policy" OR "public policy" OR "universal health coverage") AND TS=("equity" OR "equitable access" 

OR "health equity") AND TS=("SDGs" OR "Sustainable Development Goals" OR "Agenda 2030") AND PY=(2015-

2024) 

SciELO 
("public policy" OR "access to health" OR "universal coverage") AND ("equity" OR "equitable access" OR "equity in 

health") AND ("SDGs" OR "Sustainable Development Goals" OR "Agenda 2030") AND (year: [2015 TO 2024]) 
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3. Results and Discussion 

After conducting the systematic review according to the 

PRISMA flowchart (Figure 1), 842 records were initially 

identified through various academic databases. After 

eliminating 215 duplicates, 627 titles and abstracts were 

examined, of which 412 were excluded for not meeting 

thematic and methodological relevance criteria. 

Subsequently, 215 full-text articles were evaluated, and 

160 were discarded for lack of relevance to the object of 

study, poor analytical rigor, or insufficient empirical 

evidence. Finally, 55 articles were included in the review, 

which were organized into four thematic axes defined for 

the analysis: strategic approaches in the design of public 

policies based on the SDGs, innovations in governance and 

intersectorality, advances in equity, sustainability, and a 

rights-based approach, and resilience and adaptation to 

crisis contexts. 

3.1. Strategic Approaches in the Design of Public 

Policies Based on the SDGs 

The deliberate integration of the Sustainable 

Development Goals (SDGs) in the design of public policies 

has substantially modified the strategic architecture of state 

interventions in health. Far from being a symbolic 

adherence to international commitments, this incorporation, 

especially of SDG 3, related to Health and Well-being, and 

SDG 10, focused on Reducing Inequalities, has acted as a 

catalyst for structural transformations. Public policies have 

ceased to be conceived as fragmented devices to become 

articulated platforms, guided by defined priorities, 

quantifiable objectives, and intersectoral evaluation 

mechanisms [15]. It is not only a matter of reorganizing the 

bureaucratic apparatus, but also of reconfiguring how the 

relationship between the State, citizenship, and social 

justice is conceived [16]. 

Within this framework, strategic planning has 

abandoned vague and reactive models to adopt structures 

that respond to precisely defined goals, subject to constant 

measurement and technical adjustments based on results 

[17]. Health policies are no longer formulated as 

circumstantial responses, but as deliberate bets to generate 

sustained transformations, with verifiable horizons and 

defined deadlines [18]. This results-based planning has 

displaced the logic of improvisation and uncontrolled 

spending, imposing criteria of effectiveness, efficiency, 

and relevance in the allocation of resources [19]. In this 

way, health policy ceases to be a sum of isolated 

interventions and is consolidated as a coherent system, 

guided by a guiding principle: to produce well-being in an 

equitable, measurable, and sustained manner. 

In parallel, the inclusion of specific indicators of 

universal coverage has allowed effective access to health 

services to cease to be a generic aspiration and become a 

verifiable requirement [20]. Detailed measurement of 

access, quality, and continuity of care has revealed not only 

existing gaps but also structural pockets of exclusion that 

persist within the system [21]. Evidence-based design has 

replaced political intuition with empirical evidence and, in 

doing so, has strengthened state response capacities [22]. 

Universalization of coverage, therefore, is no longer posed 

as an abstract normative principle, but as a technical and 

moral obligation that must be met with clearly established 

standards and constant monitoring [23]. 

 

Figure 1.  PRISMA Flowchart 
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In addition, the effective prioritization of historically 

vulnerable groups has ceased to be a rhetorical slogan and 

has become an operational axis. Under the imperative of 

SDG 10, health policy has had to explicitly recognize the 

structural inequalities that affect certain populations and, 

consequently, it has had to implement differentiated, 

targeted, and sustained actions over time [24]. It is not 

enough to expand coverage; it is essential to transform 

access mechanisms, adapt them to diverse cultural, 

territorial, and social contexts, and ensure that the benefits 

are delivered promptly and with contextual relevance [25]. 

This prioritization also requires a critical review of the very 

institutional logics that reproduce exclusion, and demands 

a redesign of the channels of citizen participation that 

allows the historically ignored subjects themselves to 

intervene in the formulation, implementation, and 

evaluation of policies [26]. 

Thus, the strategic approach derived from the SDGs is 

not reduced to a formal alignment with an international 

agenda; rather, it implies a profound restructuring of the 

logics that have historically guided public policy [27]. The 

State can no longer operate as a neutral manager of 

resources; it must assume an active role in redressing 

inequalities, generating healthy environments, and 

consolidating systems that function with coherence, justice, 

and public accountability [28]. In this transition, the SDGs 

function as a compass, but also as an instrument of pressure, 

vigilance, and permanent demand. Only through this 

structural transformation, supported by data, guided by 

principles and monitored by citizens, is it possible to build 

public policies that do not reproduce inequality under 

technical forms, but rather confront it with determination, 

strategy, and sustained political will. 

3.2. Innovations in Governance and Intersectorality 

The active adoption of the Sustainable Development 

Goals has not only modified the content of public policies 

in health but has also gone beyond their administrative 

limits, forcing a reconfiguration of governance 

mechanisms and modes of relationship between sectors. 

This transformation has not been decorative or peripheral; 

it has required the redesign of institutional frameworks and 

has imposed new demands in terms of legitimacy, 

articulation, and democratic control. The SDGs, far from 

operating as a merely programmatic roadmap, have 

introduced concrete demands: they force us to rethink who 

decides, how decisions are made, and with whom policies 

are implemented [29]. Thus, the notion of governance is no 

longer synonymous with bureaucratic management, but has 

become a complex political practice that articulates 

technical knowledge, social demands and shared 

responsibilities. 

This shift is evidenced, in the first place, by the 

emergence of participatory mechanisms that are not limited 

to symbolic consultations or limited spaces of 

representation. Citizen participation, promoted by the SDG 

framework, has been incorporated as a structural condition 

for policy formulation and evaluation, not as a gesture of 

openness, but as a technical and democratic imperative [30]. 

In this context, stable platforms for deliberation, 

multisectoral councils with advocacy capacity, and mixed 

structures have emerged where the voice of users, 

communities, and social organizations is no longer 

tolerated, but required [31]. This institutionalization of 

participation does not eliminate conflicts, but makes it 

possible to channel them, make them visible, and convert 

them into valid inputs for decision-making. Governance, in 

this new scenario, is defined less by centralized control 

than by the ability to manage complexities without 

resorting to exclusions. 

To this participatory dimension is added, 

interdependently, the expansion of the intersectoral logic, 

which has ceased to be a rhetorical statement to become a 

methodology for public action [32]. Health, understood as 

the result of multiple determinants, can no longer be 

managed from a clinical-institutional viewpoint; it requires 

the confluence of sectors that historically operated with 

parallel and even contradictory logics [33]. Under the 

impetus of the SDGs, real bridges have begun to be built 

between education, housing, environmental protection, 

urban infrastructure, and social development, not as 

operational annexes, but as structural parts of a 

comprehensive health policy [34]. This type of articulation 

is not imposed from manuals or decreed by law; it is built 

in the daily practice of coordination, negotiation, and joint 

design, where actors must give up certain jurisdictional 

privileges in favor of shared results. Intersectorality, then, 

is not an end in itself, but a condition for achieving 

sustainable, distributed, and verifiable impacts [35]. 

At the same time, the need to guarantee results has 

pushed for an equally profound transformation in 

accountability and public control mechanisms [36]. It is no 

longer enough to report on actions or to offer annual 

balance sheets; what is required - and what the SDGs make 

possible - is permanent traceability of processes, 

unrestricted access to information, and active monitoring 

of the commitments undertaken [37]. Transparency, in this 

framework, is not reduced to the publication of data, but 

implies the construction of interoperable information 

systems, citizen audits, and external evaluation with 

rigorous criteria [38]. Social control, far from being a threat, 

has become an indispensable ally for detecting failures, 

correcting deviations, and sustaining the legitimacy of 

public policies in scenarios marked by institutional distrust 

[39]. Thus, accountability ceases to be a final act and 

becomes a continuous practice that structures state action 

from its inception to its concrete results. 

Therefore, innovations in governance and intersectoral 

articulation cannot be understood as technical adjustments 

or as external compliance requirements [40]. Rather, it is a 

profound reconfiguration of authority, where power is no 

longer exercised from the monopoly of knowledge or the 

verticality of mandates, but from the capacity to coordinate 
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diverse actors, to incorporate multiple voices and to sustain 

public commitment with clear, evaluable rules that are open 

to scrutiny. Public health, in this context, ceases to be the 

exclusive responsibility of the health system and becomes 

a field of dispute, cooperation, and permanent innovation, 

where the SDGs not only guide but also demand. 

3.3. Advances in Equity, Sustainability, and Rights-

Based Approach 

The substantive adoption of the principles of the 

Sustainable Development Goals has operated as a lever that 

not only guides public health policies, but also forces them 

to go beyond their inertial structures, their bureaucratic 

languages, and their fragmentary formulas [41]. This 

incorporation has not consisted in a cosmetic readjustment 

or in the superimposition of global goals on national 

frameworks, but in a redefinition of the normative and 

operational foundations that govern state action. 

Intergenerational sustainability, territorial equity, and the 

primacy of the rights-based approach do not act as 

rhetorical slogans; they function as pressure devices that 

challenge technocratic neutrality, demand explicit political 

positioning, and force intervention where institutional 

neglect has been systematic [42]. The mandate of the SDGs, 

in this context, is not only programmatic but profoundly 

disruptive. 

This reconfiguration becomes tangible when we analyze 

the rigorous incorporation of the social determinants of 

health as a design criterion and not simply as a diagnosis. 

A health policy that ignores the structural links between 

disease and degraded living conditions is no longer 

admissible. Unhealthy housing, labor informality, constant 

exposure to pollutants, educational exclusion, and food 

insecurity are not collateral factors, but direct causes of 

physical and mental deterioration [43]. Recognizing them 

is not enough: it is necessary to intervene on them with 

strategies that go beyond episodic assistance and shift the 

focus of policies from response to structural prevention. 

This shift also implies abandoning the fetishism of 

fragmented indicators and moving towards information 

systems that link social data with health outcomes, thus 

allowing decisions based on complex causal relationships 

and not on sterile statistical accumulations. 

At the same time, the rights-based approach introduces a 

logic of obligation that subverts the selective and 

conditional practices of the state apparatus [44]. It is not a 

matter of expanding coverage as a numerical objective, but 

of ensuring that access to quality health services does not 

depend on the ability to pay, place of residence, or 

migratory status [45]. This approach rejects the implicit 

hierarchies that place certain populations as subjects of 

charity and others as full rights holders [46]. Consequently, 

it forces the redesign of regulatory frameworks, the 

revision of program eligibility criteria, and the dismantling 

of invisible barriers - bureaucratic, linguistic, symbolic - 

that perpetuate exclusion. The right to health, in this 

framework, is not measured by the number of registered 

care providers, but by the capacity of the State to eliminate 

the conditions that prevent some people from even getting 

to a consultation [47]. 

Added to this is the demand for intergenerational 

sustainability, which interrupts the electioneering logic and 

budgetary short-termism that have characterized much of 

public policy in the area of health [48]. It is not possible to 

claim commitment to well-being if current decisions 

compromise the habitability of the future. In scenarios 

where territorial gaps are deep and persistent, thinking in 

the long term is not a technical aspiration, but a historical 

debt. Designing sustainable policies implies assuming the 

political costs of intervening on established interests, 

redistributing frontally the resources that have been 

concentrated, and institutionally shielding those decisions 

that seek to guarantee minimum conditions of dignified life 

for those who still have no voice [49]. Sustainability, in this 

sense, cannot be reduced to financial balance sheets or 

projects with long timetables; it must be translated into 

governance structures that do not allow social conquests to 

dissolve with the change of administration or with market 

fluctuations. 

Thus, the SDGs have not softened the transformative 

demands of health policies: they have intensified them [50]. 

They have dismantled the comfort of neutral discourse and 

have made it clear that every health decision - from budget 

allocation to the location of a care center - implies taking a 

position in the face of the historical inequalities that 

structure the territory and citizenship. Governing under the 

principles that promote these objectives does not consist of 

adapting to an international agenda, but of taking on the 

task of repairing social fractures, redistributing institutional 

power, and guaranteeing that rights do not depend on 

geographical fortune or the political tolerance of the 

moment. Sustainability, equity and rights are not 

interchangeable components or deferred goals: they are 

minimum conditions for a health policy to be ethical, 

legitimate, and enduring. 

3.4. Resilience and Adaptation to Crisis Contexts 

The COVID-19 pandemic did not operate simply as a 

large-scale health contingency, but as a seismic event that 

shook the foundations of public policies and 

uncompromisingly exposed the gaps that for decades were 

tolerated or covered up by institutional discourses [51]. 

Faced with this scenario, not all state responses were 

equivalent: where the Sustainable Development Goals had 

been integrated in a structural - and not just declarative - 

manner, stronger adaptive capacities, less vulnerable 

coordination mechanisms and margins of action were 

observed that made it possible to sustain the social pact 

without renouncing fundamental principles [52]. It was not 

a matter of surviving the crisis, but of reorganizing the 

public apparatus without sacrificing rights, without 

trivializing inequalities, and without succumbing to the 
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temptation of the state of exception as the only formula for 

governance. 

Within this framework, one of the most notorious 

transformations was the strengthening of health systems, 

which, far from expanding only in quantitative terms, 

modified their forms of operation to assume with greater 

density the mandates of inclusion, equity, and territorial 

responsibility [53]. It was not enough to increase the 

number of beds or to acquire mechanical ventilators; what 

was decisive was the capacity to articulate levels of care, 

redistribute functions, activate community networks, and 

decentralize resources that until then had remained 

concentrated in administrative capitals [54]. Thus, 

resilience was not expressed in the inertial resistance of 

obsolete structures, but in the capacity to mutate, absorb 

pressures and respond flexibly without losing its sense of 

direction. Where there was prior preparation - inspired by 

frameworks such as SDG 3 - decisions were not merely 

defensive, but strategic: they sought to reduce harm 

without amplifying inequalities or sacrificing the 

legitimacy of the processes [55]. 

Simultaneously, forms of care emerged that broke with 

the rigidity of the conventional clinical model and, under 

pressure, enabled innovation circuits previously considered 

unfeasible or marginal [56]. From mobile units that reached 

areas ignored for decades, to digital platforms that allowed 

remote monitoring in areas without continuous medical 

presence, the devices not only changed in form, but also 

logic [57]. Effective proximity was prioritized over 

technocratic centralization, situated knowledge was valued 

over abstract standardization, and care practices that had 

been historically dismissed by the biomedical canon were 

given rise [58]. These transformations did not occur at the 

margin of the crisis, but thanks to it, and were made 

possible by a regulatory framework that, instead of 

repressing experimentation, knew how to enable it without 

abandoning the principles that define a public policy 

committed to social justice. 

On the other hand, the normative dimension did not 

retreat to a purely reactive logic, but responded through 

deliberate adaptations, based on both scientific evidence 

and legal principles that prevented the erosion of rights 

under the pretext of the emergency [59]. There was no 

room for improvised formulas or self-indulgent decrees: 

the normative decisions that showed greater effectiveness 

and legitimacy were those that were constructed with solid 

technical criteria, intersectoral deliberation, and explicit 

mechanisms of democratic control [60]. Far from imposing 

themselves as vertical instruments, these norms functioned 

as enabling frameworks, capable of ordering state action 

without closing off citizen participation or ignoring the 

complexity of the affected territories [52]. The articulation 

with the SDGs - with their governance, equity, and 

sustainability dimensions - was central to avoid 

authoritarian drift and to maintain, as a horizon a public 

policy that did not degrade the foundations of the rule of 

law. 

It must therefore be stated that resilience and adaptation 

were not simply functional responses to an adverse 

environment, but concrete expressions of an institutional 

capacity that had been worked on, in many cases, since 

before the outbreak of the crisis, through the systematic 

incorporation of the principles of the SDGs. This capacity 

is neither improvised nor decreed: it is built over time, 

organized through consistent decisions, and activated when 

the context demands more than bureaucratic procedures or 

reassuring speeches. Where public policy was able to 

articulate with these principles -not as a superficial 

reference, but as an internal architecture- the response to 

the crisis not only avoided immediate collapse, but also 

enabled more robust, more inclusive, and less vulnerable 

reconstruction processes in the face of future disasters. The 

emergency, then, did not cancel the possibility of 

transformation; on the contrary, it revealed where there 

were prepared foundations and where there were only 

facades. 

4. Conclusions 

The findings of this systematic review allow us to affirm 

that the articulation between public health policies and the 

Sustainable Development Goals is not an abstract 

aspiration, but a structural need to guarantee equitable 

access to health services in contexts marked by persistent 

inequalities. The analysis of the 55 selected studies reveals 

that those policies that substantively incorporate the 

principles of sustainability, equity, and citizen participation 

not only improve their implementation capacity, but also 

manage to transform the State's operational logics, moving 

from welfarist and fragmented models to comprehensive 

frameworks oriented by verifiable results and intersectoral 

commitment. 

The SDGs have also acted as catalysts for institutional 

innovation, forcing health systems to review their 

regulatory frameworks, to generate more open governance 

schemes, and to build state capacities that are less 

dependent on political voluntarism and more anchored in 

accountability and evidence-based evaluation. This 

transformation has been especially visible in crisis contexts, 

where systems more aligned with the SDGs showed greater 

resilience, adaptive capacity, and willingness to integrate 

alternative solutions without renouncing the principles of 

social justice. 

Nevertheless, there are still challenges that cannot be 

ignored. There are still a few policies that decisively 

address the structural roots of inequality in health, and 

many of the experiences reviewed show partial advances 

that fail to consolidate as replicable models. Furthermore, 

intergenerational sustainability and the effective 

participation of historically excluded groups remain fragile 

or insufficiently institutionalized dimensions. Therefore, 

there is a need for sustained political will, a profound 

reform of public policy design and implementation 
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mechanisms, and an active citizenry that demands that the 

commitments made translate into concrete, verifiable, and 

fair transformations. Only under these conditions can a 

health policy be consolidated that does not reproduce 

exclusion, but rather guarantees rights. 

From a policy perspective, the evidence analyzed 

points to several priority actions for policymakers and 

international organizations. First, establish permanent 

intersectoral coordination platforms that align health 

policies with the SDGs and enable the exchange of best 

practices across countries and regions. Second, develop 

financing mechanisms that prioritize interventions in 

territories with the highest levels of inequality, ensuring 

sustained resources and monitoring based on measurable 

equity indicators. Third, strengthen institutional capacities 

for data collection, evaluation, and citizen participation, so 

that policy design and implementation are grounded in 

updated evidence and broad social consensus. Finally, 

promote South–South and multilateral cooperation to 

create adaptable policy frameworks capable of addressing 

both chronic inequities and emerging crises, ensuring that 

health equity functions not only as a guiding principle but 

as an operational reality. 
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