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Executive summary

Over recent years, universal basic income (UBI) has become an important reference point when
discussinginnovative basicincome policies as promising alternatives to address shortcomings resulting
from the changing nature of traditional employment patterns and work. Related to this is the notion
of new insecurities that have arisen, which existing welfare state arrangements are not in a position to
adequately tackle.

These aspects also resonate with the debate on health and well-being, emphasizing the role of income
security - either through employment or social protection measures - in playing a key role in achieving
more equitable health. More recently, this debate has gained momentum, as global and domestic
factors are forcing a rethink of income security design, to generate conditions in which income support
systems effectively counteract insecurity.

Changing employment and income patterns, the impacts of technological change, austerity, and
structural trends in providing and reforming income security have rendered increasingly insecure the
provision of income security through employment and social protection mechanisms. The rise in non-
standard employment as a consequence of increasing globalization and liberalization of trade makes
it increasingly difficult to obtain income security through work. Automation is compounding these
effects, in particular for low-income population groups and those with lower levels of education. At the
same time, non-standard employment patterns increasingly limit access to welfare state provisions,
whichin turn is linked to a large extent to the capacity of workers to contribute.

Austerity measures since 2008 have led to increased use of targeted approaches, which further limit
access to basic social welfare schemes. The economic crisis has reinforced the use of behaviour
conditionalities as a punitive approach aiming to promote labour market participation; it has also
increased the application of sanctions regimes in response to failure to comply with requirements
relating to work searches and employment offers.

Health consequences are substantial. The generally poor job quality - including a range of measures
of “low worker control” - is considered an important dimension of public health risk. In particular, the
adverse mental health impacts of unstable in-work patterns are increasingly recognized. The rise in
inequality and poverty across Europe has also increased the public financial costs of poverty. There is
ample evidence across countries that insecurity surrounding income support status has adverse effects
on people’s physical and mental health. Conditionalities that cast benefit status into doubt tend to
reinforce these effects further.

In this context, UBI policies, that is, the first steps towards a UBI, are increasingly perceived as one set
of measures that may insulate subsistence guarantees from increased economic pressure; increase the
impact of other welfare policies, such as education and health; as well as re-incentivize employment
and savings.

Recently, several countries and cities within Europe and North America have embarked on basicincome
experiments in order to test some of these assumptions. The rationales behind the experiments are
fourfold: (1) anti-poverty and health-linked rationales, which are very prominent in countries with
mid-sized welfare states and higher levels of poverty (and their associated health inequalities) (e.g.
Canada and Scotland); (2) a self-motivation and socio-psychological rationale, focusing on positive
motivational impacts of controlling resources in relation to labour market participation, which has



been strong in countries with high income dependency (e.g. Denmark, Finland and the Netherlands);
(3) administrative efficiency, which has played a role in particular within welfare states with strong
income behaviour control systems; and (4) concerns about labour market change (automation and
increasing non-standard employment) and preparing for a new model of social protection to better fit
the modern labour market have also been mentioned among stakeholders.

While these basic income experiments mimic only some features of UBI, in particular un-conditionality,
they mark a significant turning pointin moving the emphasis away from disqualifications and sanction-
based regimes to self-motivation. This is particularly significant from a health equity perspective and
the massive negative mental health impacts that have been observed in this regard. At the same time,
the experiments in most countries are taking place in complete isolation from other ongoing debates
on inequality, including those about health.

Local governmentand municipalities play a key role ininitiating and carrying out these experiments. On
the one hand, this is the result of the traditional role of local government in delivering social assistance;
on the other hand, local governments are also usually the first to notice the effects of austerity and
cut-backs in public services, including in terms of the administrative and financial burden of increased
demand and casework.

The UBI experiments have heralded a new way of thinking around the close interconnectivity between
basic social services and basic income security, which have become increasingly disconnected in the
context of austerity and fiscal constraints, being juxtaposed against each other in reference to fiscal
trade-offs and value-for-money alternatives. However, it is only in their complementarity that they may
realize their respective full potential.

The UBI debate covers a range of different design options, in view of the broad variety of existing
welfare state typologies, institutional and legal challenges, as well as fiscal space across countries and
regions. This report focuses on a foundation model put forward by Louise Haagh and by the Council of
Europe, proposing an additional third basic income tier in addition to the traditional two-tier welfare
state model (detailed in Chapter 4). The proposal involves both targeted income support schemes and
contributory schemes, which it argues appears to be the most comprehensive approach, also allowing
for other income security mechanisms to develop or remain in place.

As part of a tiered model, UBI - in close complementarity with universal services - can help support
the building of welfare systems based on the principle of proportionate universalism, providing basic
income stability that is both crises-preventative and health-constitutive. This is in line with WHO’s
proportionate universalism approach, providing universal policies that act across the whole gradient
but are implemented at a level and intensity that is proportionate to need.

Adopting a universal income scheme would imply a profound transition in how social welfare systems
are currently set up. Hence, UBI is best thought about as a long-term goal and as part of a basket of
measures, which gives room for adopting differently staged transitions and models across countries,
in view of differential institutional and fiscal capacity and political contexts. The type and scale of
challenges involved will vary by country and across the WHO European Region.

An understanding of UBI as a long-term objective should not prevent policy-makers from undertaking
first steps towards this goal. UBI experiments have shown that even small changes to the current
known welfare logic can have huge impact, such as lifting conditionalities and sanctioning regimes.
Other potential short-term measures towards UBI as a long-term goal include the universalization of
access to specific benefits, such as child allowance or disability benefits.



UBI policies are but one measure in a policy basket to improve systems of economic security and
health. While a UBI can help support work incentives, the overall impact of it on the labour market
and health will depend on a wider range of factors; labour market policies, such as better control
over working life or more stable contracts may be equally important for people to experience better
health. Wider macroeconomic dimensions, such as (among others) disinvestments in the productive
sphere, and innovative solutions for creating fiscal space are key to creating a more stable economic
environment that allows for inclusive growth. This, in turn, may create feedback effects on financing
social protection measures.

In many countries across the WHO European Region, the health sector has only recently started to
respond to these developments. One of the reasons for this seems to be that the health sphere largely
lacks the vision and narrative in order to engage in the institutional and political debate around
economic security and health. Herein, WHO may have an important role to play to support Member
States in doing just that.

In particular, this involves supporting Member States in developing a health (equity) narrative that
moves away from health as a lifestyle issue towards health as a social justice agenda, as well as
emphasizing the key role of implementing income security as part of a set of preventative health
measures. Understanding health as a common good would imply a stronger engagement of the health
sector with other sectors, in particular in the debates around much-needed universal income policies,
in close interconnectivity with universal health care services.

As a regional knowledge broker and facilitator, WHO could play an important role in creating
communities of interest by uniting different stakeholders engaged at various levels in health, social
services and income protection. As such, it could be a centre of excellence that collects and provides
evidence on health inequities across countries, policy sectors and different government tiers, providing
guidance on methodological issues in collecting evidence, as well as identifying priorities for building
datasets on health equity at country level to support such efforts. This would include the promotion
and further development of tools for data collection (e.g. health impact assessment for health equity
purposes, or the recent WHO European Health Sector Social and Economic Footprint Initiative), as well
as supporting countries in feasibility research, modelling and micro-simulation of different UBI models.
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Chapter 1. Introduction

The debate on UBI, a “periodic cash payment unconditionally delivered to all on an individual basis,
without means-test or work requirement” (BIEN, 2019) has experienced a remarkable renaissance over
recent years, attracting the attention of policy-makers and decision-makers alike (OECD, 2017a; Council
of Europe, 2013, 2018; ILO, 2018). Most policy options discussed do not resemble a full UBI. However,
in the context of increasingly volatile economic conditions and constrained social spending, UBI has
become an important point of reference to discuss basic income policies that represent promising
alternatives to address shortcomings resulting from the changing nature of traditional employment
patterns and work and, related to this, new insecurities that existing welfare state arrangements are
not in a position to adequately tackle (Handler, 2006; Jordan, 2008; Haagh, 2006, 2017a, 2017b). In
reference to its universal and unconditional character, UBI is perceived as having a positive impact
on what are known as the “underlying drivers of equity”, including empowerment, participation,
democratization and equal opportunities for all through fairer redistribution of resources, and social
justice (Patemann, 2004; Wright, 2006; Haagh, 2011a, 2017b; Goodhart et al., 2012; Sloman, 2017;
Ruckert, Huynh & Labonté, 2018).

These aspects also resonate with the debate on well-being and health equity, emphasizing the role of
income security - either through employment or social protection measures - as playing a key role for
health and well-being (Lundberg et al., 2010; Reeves et al., 2016; Haagh, 2011a, 2011b, 2019b, 2019c;
Forget, 2011; Samuels & Stavropoulos, 2016). The role of wider policies and governance mechanisms
in addressing pathways to better health by taking action on social, economic, environmental and
commercial determinants also lies at the heart of the new WHO European health policy framework
Health 2020, adopted in 2012, emphasizing an integrated and multisectoral approach to achieving
better health and well-being (WHO Regional Office for Europe, 2013b).* The determinants of health
equity are represented in many - if not all - of the 17 Sustainable Development Goals (SDGs) of the
2030 Agenda for Sustainable Development (United Nations, 2015) and resonate in the European Pillar
of Social Rights (EC, 2017), emphasizing the role of social rights in the creation of efficient employment
and better social outcomes, and an inclusive and fair growth model (WHO Regional Office for Europe,
2017).

The implementation of Health 2020 is progressing significantly in all WHO European Region Member
States. Despite progress being made, the regional situation remains mixed, in particular with regards
to gapsin health between countries; significant gaps persistin mortality and amenable morbidity, well-
being and self-reported health between countries with similar economies, cultures and health systems.
Within-country inequities in health remain high, and in some cases have increased since the mid-2000s
(WHO Regional Office for Europe, 2012, 2013a, 2013b). Constrained fiscal spending on public policies,
including on health and social protection, along with reinforcement of conditionalities on these
policies, have further increased the risk for many of falling into poor health and have exacerbated the
situation for those already experiencing poor health and well-being. As a consequence, health sector
representatives within countries are increasingly urged to respond to and act upon health challenges
that lie beyond their own sectoral boundaries. For this, they look to WHO for guidance.

* Health 2020 aims to support action across government and society to “significantly improve the health and well-being
of populations, reduce health inequalities, strengthen public health and ensure people-centred health systems that are
universal, equitable, sustainable and of high quality” (WHO Regional Office for Europe, 2013b:11).
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Based on a series of requests from Member States, the WHO European Health Equity Status Report
Initiative (HESRI)* has commissioned this policy paper on UBI policies, which is part of a new series of
discussion papers on innovative approaches to implementing a healthy, prosperous life for all. The aim
is to contribute to a more structured debate on social and economic policies that may in turn contribute
to accelerating progress to reduce inequities in health within the diverse context of the WHO European
Region. This exploratory discussion paper aims to provide a more hands-on debate, contributing to
a formal dialogue informing the WHO European HESRi’s position on policies discussed in the context
of UBI, and their potential role in reducing health inequities. The paper does not seek to promote a
specific type of UBI. Rather, it takes as its starting point a view of UBI as one potential option that,
alongside and as part of a basket of other, complementary proportionate UBI policies and services,
may contribute together, in such a way as has proven effective elsewhere, to reducing health inequities.

1.1. Approach

The discussion paper is based on a broad literature review, including academic literature, policy
documents, impact evaluations from UBI pilot approaches, and other, similar programmes currently
being implemented (with a specific focus on the WHO European Region and North America), along with
media clippings and relevant websites discussing UBI. The conceptual debate on UBI is underpinned by
primary data collected though qualitative interviews?® with public health practitioners, health experts
and policy-makers involved in the implementation of experiments and trials testing one or more
features of UBI; in particular, unconditionality. Several countries, regions and cities across the WHO
European Region and beyond have recently embarked on social welfare experiments testing two or
three features of UBI, in particular applying no or alternative forms of conditionality.* While in the public
debate they are commonly termed UBI experiments, they can at best be considered partial UBI trials,
partially mimicking some of the features. The aim of the interviews was to get a better understanding
of how people from within and outside the health sector perceive UBI as a potential mechanism for
addressing health inequities and to provide a more structured overview of the major emerging issues
around UBI, in particular in view of the relatively minor role of health in the UBI debate so far.’

2 See Annex 1 for a short description of the HESRI, a forthcoming suite of tools being developed to promote and support
policy action for health equity and well-being in the WHO European Region.

* Intotal, sixin-depth interviews were carried out, based on a structured interview guideline (see Annex 2). Questions revolved
around income security and pathways to health, resulting health inequities, the potential role of UBI in reducing health equity,
the role of health and well-being in current UBI experiments, the public debate around UBI (in particular with regard to moral
and social justice arguments), as well as related perceived design and implementation challenges. The interviews were either
conducted over the phone or using Skype and were recorded, transcribed and analysed using ATLAS.ti software.

* These countries and regions include the Canadian region of Ontario, the city of Barcelona in Spain, along with Denmark,
Finland, and five Dutch cities (Groningen, Nijmegen, Tilburg, Utrecht and Wageningen). In several other countries (e.g. Italy,
Scotland, and the United Kingdom), intense debates and planning for trials are ongoing.

® Morris et al. (2007) and Davis et al. (2012) developed minimum standards for a healthy living in the British context, sparked
by the conspicuous absence of health needs from the minimum income requirements. The minimum income for healthy living
(MIHL) and the minimum income standards (MIS) both define health needs as being more than food, clothes and shelter.
They also consider resources needed for physical activity, as well as for psycho-social integration and participation in society,
including costs for (among other things) telephone and television (Marmot et al., 2010). Historical evidence on the positive role
of UBI policies for health and well-being exists, for example from the 1970s Manitoba negative income tax (NIT) trial (Forget,
2011). However, the more substantial debate around UBI as a potentially powerful mechanism to tackle structural barriers and
inequalities to health and well-being is only just beginning to evolve (see, for example, Ruckert, Huynh & Labonté, 2018; Haagh,
2011b, 2019c; Painter, 2016; Prochazka, 2017; NHS Health Scotland, 2017a, 2017b; Richardson et al., 2018; Forget, 2017).
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Chapter 2. Context factors shaping the case and
conditions for basic income reform

The debate about UBI relates to major social, economic, institutional and political shifts that have
affected the way welfare schemes are able to provide income security at a broad level. This also has
major impacts on health and well-being, in particular health inequalities. The pathways through which
income security impacts health are complex,® but a central factor relevant to the discussion about UBI
is the role of certainty around basic income flows and legal rights to protection. This means that the
design of income security systems has both direct and indirect implications for health outcomes and
policies.

This chapter reviews the sources of new challenges to income security systems, in response to
which basic income can be viewed as a central pillar within a basket of measures to strengthen the
effectiveness of health systems and policies. It is important to separate general reasons why UBI is
viewed as an anchor within welfare state development, on the one hand (internal factors), and the
specific problems surrounding development policy, employment, and social contribution systems,
which generate contextual challenges, on the other hand (external factors). More recently, several
contextual factors that compound health risks and health equity concerns have become more central
to the case for UBI, in response to both a challenging external environment, and changes in government
responses to income security risks. While poverty and inequality have increased in the WHO European
Region in response to labour market reforms, economic crises and austerity, public sector cuts to social
provision also have further limited access to social support. This coincidence of global and domestic
factors has forced a rethink of income security design, in order to generate conditions in which income
support systems counteract insecurity effectively.

2.1. Explaining UBI

UBI is generally known to have three basic features: universality, individuality, and unconditionality
(BIEN, 2019). In addition, most UBI experts consider uniformity and regularity (Van Parijs, 1995),
payment in cash (Torry, 2013), and lifelong coverage (permanence) (Haagh, 2019b) to be equally
important features. For example, UBI as a cash payment is viewed as a corollary of unconditionality:
UBI is distinct from payments or subsidies in kind (Torry, 2013). Permanence is regarded as a basis
for the psychological impact of basic income, linked with the anticipation of rights-based and lifelong
status security (Haagh, 2019b)."*

¢ The pathways between health and income security are usually described as being a three-way relationship, including direct
consumption effects leading to material exclusion, psycho-social effects of exclusion, and a mix of both (Lundberg et al., 2010).
Beyond individual-level differences, Wilkinson & Pickett (2008), along with Mackenbach (2006) argue that socioeconomic
differences in health also tend to be influenced by the structural differences in society or overall levels of societal inequality.

" Non-withdrawability (Torry, 2019), non-mortgageability (Haagh, 2019d), and state-backed legality (De Wispelaere & Morales,
2016; Haagh, 2019c) of UBI payments have also been emphasized as relevant factors when considering basic income as an
effective source of income protection. Legal stability of basic income is viewed by many as central to insulating subsistence
guarantees from the economic cycle, and to the potential for UBI to support and extend the impact of other welfare policies,
such as education and health (Haagh, 2007, 2012; Forget, 2017; Jordan, 2008), as well as incentivizing employment and
savings (Haagh, 2017b). The feasibility and efficacy of UBI is connected with a broader challenge involving consolidating the
fiscal basis for welfare policy and supporting the effectiveness of individual interventions by improving the architecture of
welfare provision as a whole (see Annex 3).

¢ In the literature that is concerned with using basic income to improve the welfare state, basic income is thought to extend
the well-known social, health and political benefits of institutions such as the basic citizen pension and universal child grants
(Haagh, 2007, 2011a, 2012, 2017b; Jordan, 2008; Downes & Lansley, 2018).
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For most UBI experts the key aim is to ensure a lifelong structure of security that cannot be withdrawn,
in the assumption that supportin this form of individuals’ basic sense of security also positively impacts
other government functions and society at large (Haagh, 2017a, 2019b). These assumed features of UBI
play a salient role in present-day debates about how to improve income security and welfare systems
in European countries in response to changing conditions.

2.2. Shifts in welfare state development

During the 2010s in Europe a pattern of long-term problems in income security design emerged,
intensified by increasing tensions in the context of what are known as workfare policies, existing since
the 1990s and sandwiched between rising insecurity and income benefit reform (Bambra, 2011). This
involved states having reduced capacity to adapt proactively within the constraints of the European
budgetary framework (Radice, 2014). Before examining how conditions generated by structural change
have pushed the case for UBI to the forefront, it is apt to examine flaws in the design of post-war
income security systems, which lay the groundwork for the policy menus through which countries have
responded to global trends.

2.3. Structural context factors in the case for UBI reform

Four long-term structural shifts have accentuated failings in modern income security provision systems,
based on means testing as the lowest tier of income security. The same trends also generate new
challenges for countries seeking to build formal income security systems for the first time.

2.3.1 Employment and income trends

Global marketization of development, comprising trade and finance liberalization, privatization
and labour market deregulation, along with fiscal pressures on countries, have all contributed to
changes in production structures, wage compression, income insecurity, and poverty. Since the 1990s,
Organisation for Economic Co-operation and Development (OECD) guidelines have promoted financial
and labour market deregulation as an instrument to achieve growth (OECD, 2012). A number of studies
find that deregulatory reform contributed to financial imbalances and reduced welfare, in particular
but not only for lower-income households (Bertola & Lo Prete, 2015; IMF, 2015; OECD, 2018).°

For example, looking at England, interregional health inequalities relating to unemployment fell
approaching the 2008 crisis (Buck & Maguire, 2015). However, between 2006 and 2016 in the United
Kingdom, the number of employees on precarious contracts - defined as being in jobs linked with status
insecurity - rose from 5.3 to 7.1 million, to around 20% of the labour force, leading to both new levels
of health equity and general public health risks (Booth, 2016). Part-time, temporary work, and self-
employment have also substantially increased disproportionately during the crisis at European level,
affecting workers with fixed-term contracts. On average 14% of dependent employment is temporary,

® A 2015 International Monetary Fund (IMF) World Economic Output report found no evidence of a positive link between
deregulation and countries’ potential for economic growth (IMF, 2015). The OECD Employment Outlook edition for 2018
recognizes that rising employment was overshadowed by unprecedented wage stagnation. In addition, while low inflation
and productivity growth have a part to play, the dynamics of low-paying jobs and the wages associated to them also play a
significant, but understudied, role (OECD, 2018).
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with high variations across countries.*® Similarly, there was rapid growth in part-time employment
during the crisis, increasing from 14.6% in 2007 to 16.5% in 2015 across the EU (COPE, 2017). The crisis
has also accelerated informal employment. Whereas comparable data over time do not allow clear
regional trends to be identified, country-level data indicate either a reverse trend towards increased
informalization in some countries, including Serbia and the Russian Federation (ILO, 2017), or a high
level of informal employment in a number of eastern European countries and the Russian Federation
(ILO, 2018). In particular, the share of informally employed people among women who are employees
is greater in high-income countries, which highlights the particular threat of informalization of formal
work for women in Europe (ILO, 2018), along with the associated vulnerability in benefit systems that
follows. This means that the negative health impacts associated with contemporary punitive benefit
systems - affecting those in precarious employment - are likely to be most acute in the gendered
dimensions of health inequality (Etherington & Daguerre, 2015; Haagh, 2019b).

According to European data on working conditions, the period 2010-2015 saw no improvement
in subjective impacts of precariousness, albeit with fixed-term contract work, marginal part-time
employees,andagencyworkersmostatrisk (Eichhorst&Tobsch,2017). Consequently, whilethe negative
health impacts of unemployment (Voss et al., 2004) and in particular involuntary unemployment
(Gallo et al., 2004) are well-known (BMA Board of Science, 2016; Bramley et al., 2016), today generalized
poor job quality - including a range of “low worker control” measures - is considered an important
dimension of public health risk (Eurofound, 2014). In particular, the adverse mental health impacts of
unstable in-work patterns of working are increasingly recognized (BMA Board of Science, 2016; Marmot
etal., 2010).

Such developmentnotonly leadstoawidening of theinequality gap to the detriment of those who are at
the lower end; while the link between labour deregulation, employment growth, reduced work quality,
and rising inequality is well-established (Bertola, 2008; European Comission, 2010), in a deregulatory
context a fall in the quality of employment at the lower end contributes over time to a corroding of
standards across the board.™ This explains how a “levelling down” effect can highlight an equalization
of outcomes along some dimensions of disadvantage, followed over time by a generalization of poor
outcomes for all (Rubery & Piasna, 2016).

A consequence is to make economic stability a general health equity and social justice concern. A call
for re-regulation - to achieve a more inclusive labour market - is emerging within the European agenda
(EC, 2017), which entails levelling up instead of the aforementioned levelling down, as was seen at the
core of the deregulation agenda of the 2000s.

2.3.2 Impacts of technological change

Rapid changes in the structure of work and impacts of new technologies in work organization have led
to new forms of displacement that are beyond individuals’ control. While a lot has been written about
prospective job losses caused by automation (e.g. Acemoglu & Restrepo, 2017),*? also significant in

1 In 2015, over 20% of the jobs in Poland, Portugal and Spain were temporary; in the United Kingdom the figure was 6%, and
around 35% in Estonia (COPE, 2017).

' Hence, the general state of social opportunity (conveyed by general employment and welfare standards) ultimately affects
the standards enjoyed by those with the least opportunities. Conversely, where the standards for those with least opportunity
are lowered, as typically occurs at the beginning of a trajectory of deregulatory reform, over time the effect of low-wage, low-
skill competition degenerates the average social standard for all (Pagano, 1991; Haagh, 1999, 2002, 2012).

2 The speed and level of displacement are hard to predict, with certain job markets (such as in the United States) that rely
more heavily on services and global outsourcing facing greater disruption.
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the case of basic income are the effects of technology on work processes and lifestyle patterns, which
generate a need to supportin new ways economic autonomy and systems of access to lifelong learning,
respectively.

The impact of changes in work organization is complex and unpredictable in ways that contribute to
different forms of psychological stress. For example, according to a study commissioned by the United
Kingdom’s Advisory, Conciliation and Arbitration Service (Bridne & IPA, 2017) the nature and pace
of technological change carries significant mental health risk, linked with disruptive effects of rapid
change, a loss of boundary between work and private life, and reduced worker autonomy. Key factors
in the negative mental health impacts of technology are loss of control and lack of voice. The United
Kingdom Workplace Employment Relations Survey (2011) showed that about half of workplaces
consulted with staff about technological change, and a much smaller number engaged in formal
negotiation (cited in Brione & IPA, 2017: 39). “While workers are in principle welcoming of technology,
their concerns about management intentions and potential control over it might be the bigger source
of concern.” (Ibid.: 36)

An independently guaranteed income in this context would also have a positive impact on improving
people’s voice in the labour market and within employment, while simultaneously facilitating other
public policies targeted towards developing systems of lifelong learning. The effect of technological
change is one of the key factors in the promotion of lifelong learning systems within the education
segment of the United Nations 2030 SDG framework (Education 2030) (UNESCO, 2016). In this context,
the existing income security division around unemployment in countries is increasingly out of date.
Systems of individual responsibility for unemployment and employment failure - built into current
income security systems, including active labour market policies - are no longer realistic.

There also is growing evidence that economic security structures need to be rebuilt to support
individuals in work and equity in care roles (Lawrence, Roberts & King, 2017), partly because women
are more likely to adjust time schedules to fit work around family roles (Parker, 2015).

2.3.3 Austerity

Given the rise in inequality that typically follows a financial crisis and ensuing recession, combined
with the poorer segments of society’s greater reliance on services, it can be predicted that austerity in
response to economic crises will exacerbate inequality across a number of different dimensions. Within
European countries, negative health impacts of sanction-based policies in income security provision
are widely documented (Quaglio et al., 2013; Karanikolos et al., 2013; van Gool & Pearson, 2014).**

Three factors are important in shaping the impact of austerity programmes: the overall scale of cut-
backs against the existing level of public provision; the distribution of cuts; and these factors set against
the structure of provision already in place. The scale of the social embedding of public finance within
societal institutions, along with public laws put in place to protect (which distinguish different varieties
of capitalist economy (Haagh, 2012, 2015)), served to cushion the impacts of austerity on vulnerable
groups, which are recognized as presenting health risks (Haagh,2019b,2019c). Faced with a more direct
financial shock, Iceland chose to insulate the effects on welfare spending and the structure of social
provision. Research by Stuckler and Basu (2013) also found that governments that have responded to
financial crises by increasing public sector spending have seen faster economic recoveries and better
health outcomes.

** There is evidence that austerity contributes to homelessness, and that homelessness is a serious health risk (Burki, 2010).
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In contrast, cuts to health care spending in Greece following the start of the recession led to a decline in
public health standards (including malaria outbreaks and rising HIV rates). Other countries, such as the
United Kingdom, pursued an overall programme of deep cuts to public provision. In England, a health
inequalities strategy (in effect between 1997 and 2010) - aiming to decrease the disparity between
those living in the bottom fifth of the most deprived local authorities and the rest of the population -
succeeded in decreasing the health gap between these groups; however, after 2010, during the period
of austerity, this trend was reversed (Forster, 2017; cited in BMA Board of Science, 2016: 6). Data from
the United Kingdom show geographical health inequalities rose in England in particular, in response
to austerity measures implemented under an already decentralized approach to budget responsibility
(Barr, Higgerson & Whitehead, 2017). In Scotland, mental health inequalities between regions widened
in the period between 2008-2009 and 2012-2013 (Kellock, 2015). In OECD countries, where austerity
was a more marked response to the 2007-2008 crisis and consequently public finances were hit
particularly hard, adverse mental health trends were more pronounced, whereas other countries that
were also subject to severe budgetary constraints saw rising mortality among the elderly, and rising
food poverty (Stuckler et al., 2017).

In this context, moving the welfare and income security systems as a whole towards greater targeting
of services risks reducing capacity for comprehensive coverage, inducing a negative downward spiral in
funding and capacity for social provision. Comparative studies suggest that the propensity to cut public
services is greater where provision is targeted (Rothstein, 1998; Haagh, 2012; Hills, 2015). According to the
British Medical Association (BMA), spending cuts have more severe impacts in welfare states in which social
spending predominantly targets the poorest households (BMA Board of Science, 2016). An important case
for UBI in this context is a wider need to rebuild comprehensive income security and services systems,
defined as covering the whole population, while also servicing particular areas of need.

2.3.4 Structural trends in income security provision and reform: reinforcing
sanctions and increasing targeted approaches

In OECD countries the response to austerity has entailed a narrowing, rather than a broadening of social
provision. Across these countries, austerity in response to the 2007-2008 crisis reinforced the use of
behaviour conditionalities, connected with income benefit reforms (which had been under way since
the 1990s), with differential health impacts, filtered by variation in the institutional form of the public
administration of benefits (see Haag, 2019a: Annex A).* Pressures on countries, combined with new
ideological approaches to welfare state provision linked with neoclassical models of work behaviour
introduced in the 1990s, meant that the range of solutions to the poverty traps of the 1970s and 1980s
that emerged focused on punitive approaches to promote labour market participation.

Across mature European welfare states, public sector reforms and the intention to cut benefit
dependence formed the background for a policy of increased sanctions on benefit claimants in
response to failure to comply with requirements surrounding work searches and employment offers
(Adler, 2016; Haagh, 2019c¢, 2019¢). Sanctions systems in many European countries have become more
indiscriminate as a result of being more simply applied in relation to labour market objectives, despite
therisein precarious employment. Sanctions are increasingly applied on single parents, as well as long-
term sick and disabled people, exacerbating the adverse social effects of economic transformations,
particularly in relation to poverty, health inequalities, and patterns of social exclusion.

¥ The design of the initiatives taken in many cases exacerbated existing labour market insecurities, while generating new
insecurities surrounding income support status, with different effects in different European states.
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2.4. Effects of changing income security transfer systems on
poverty, health and social cohesion in Europe

Arise in inequality and poverty across Europe has placed families at risk, while increasing the public
financial cost of poverty. In the case of the United Kingdom, a Joseph Rowntree Foundation study
found that 25% of health care costs could be attributed directly to poverty (Bramley et al., 2016).** The
adverse impacts on mental health resulting from instability of and uncertainty about employment and
benefit status have already been mentioned (Watts et al., 2014). These are compounded by increasing
uncertainties regarding entitlement to benefits and legal redress. Over 40% of appealed cases have
been found to be faulty in both the United Kingdom and Denmark (Adler, 2016; Haagh, 2019c), showing
a high degree of error and uncertainty surrounding the sanctions regime. A common theme that
emerges across different jurisdictions in terms of sanctions administration involves the adverse health
effects of anticipating status assessment. This has been reported in Norway (Barr et al., 2016), Denmark
(Haagh, 2019d), and the United Kingdom (Johnson, 2018), despite different systems of application. The
application of benefit design policies which generate uncertainty about subsistence status was cited as
the key factor in the rise of cases of children underperforming at school, in a recent survey of teachersin
England (Adams, 2018). Many studies have found the employment effects of sanctions are short term,
and sanctions sustain higher rates of crime (Griggs & Evans, 2010; Watts et al., 2014; Loopstra et al.,
2015a). Other studies have found that sanctions have the effect of pushing disabled groups away from
the labour market (Reeves, 2017). Predictably, a rise in unemployment has been linked with a rise in the
use of food banks (Loopstra et al., 2015a). In the United Kingdom a growing number of clinicians act as
referral points for food banks (27 000 front-line care professionals in 2013-2014), and a link has been
found between higher rates of benefit sanctions and use of food banks, in a comparison of different
areas (Loopstra et al., 2015b). Adverse effects of benefit reforms have been recognized in a number of
public enquiries (APPG, 2016) and cross-country studies into the physical and mental health impacts
of insecurity surrounding income support status in European countries (Karanikolos et al., 2016).
Insecurities about the terms of employment along with conditionalities that cast doubt over benefit
status have been found to contribute to income poverty, stress, ill health, and social exclusion (Reeves
et al., 2016; Griggs & Evans, 2010).

Other studies show a strong association across local authorities between the implementation of work
capability assessment and adverse mental health problems (suicide, reported mental health problems,
and antidepressant prescribing) (Barr, et al., 2012; Reeves, 2017). Welfare reforms linked with caseload
reduction targets have exacerbated the impact of structural trends that drive social determinants
of ill health. Intensification of sanctions facing carers of young children has deepened child poverty
(BMA Board of Science, 2016). In a letter to The Guardian in 2015 (also cited by the BMA (2016: 12)), 442
psychotherapists, counsellors and academics highlighted the adverse psychological effects of austerity,
and emphasized the role of a lack of control over housing and benefit status (The Guardian, 2015).

While a number of studies exist on the positive long-term employment impacts of more sustained
income security (Tatsiramos, 2006), sanctions have been linked with a lower probability of long-term
employment integration (Arni, Lalive & van Ours, 2009). In addition, there is strong evidence that
sanctions lead to social exclusion, meaning people become disassociated from formal benefit systems
(Haagh, 2019c; Loopstra et al., 2015a). Such effects are kerbed in welfare states in which cuts to benefits

** The Joseph Rowntree Foundation assessed the financial side of the public health costs of poverty, counting, for example,
additional hospital beds and primary care costs (Bramley et al., 2016). The methodology is based on studies from the United
States (Holzer et al., 2007), which found that the health, crime and output/productivity costs of poverty each accounted for
1.3% of lost gross domestic product (GDP) (overall therefore nearly 4% of GDP).



Chapter 2. Context factors shaping the case and conditions for basic income reform

have been more limited and in which public administrators avoid sanctioning the most vulnerable
groups from a health perspective (Haagh, 2019b, 2019¢, 2019d).

In all, owing to new economic pressures, basic income is viewed by many as being key to insulating
subsistence guarantees from the economic cycle, and as an important instrument to expand the impact
of other welfare policies, such as those involving education and health (Haagh, 2007, 2012, 2019b;
Forget, 2017; Jordan, 2008), as well as to re-incentivize employment and savings (Haagh, 2017b). The
feasibility and efficacy of UBI policies is closely connected with the broader challenge of consolidating
the fiscal basis for welfare policy and supporting the effectiveness of individual interventions by
improving the architecture of welfare provision as a whole (see Annex 3).
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Chapter 3. Why UBI?

3.1. Rationales for UBI

Support for UBI within European populations is growing. According to the European Social Survey,
support for UBI averaged around 50% across the European countries surveyed. More in-depth analysis
of trends in support across several countries is still pending; however, looking at the United Kingdom,
which has an average level of support for UBI, it is very clear that dissatisfaction among the electorate
with existing benefit systems is a key driver. A recent Populus poll showed that only 19% of respondents
feltthe existing system of income security functioned well and no changes were needed (Populus, 2018).
Although the poll shows that support for UBI is paradoxically lower in relatively wealthy states and/or
countries with more comprehensive welfare systems (e.g. Switzerland and Sweden), in countries with
high levels of equality, in which partial basic income trials have been taking place, support is higher.

In all, there are four main identifiable forms of rationale for UBI, which are to varying degrees present
in the case for UBI made by stakeholders involved in various experiments.

1. Ananti-poverty and health-linked rationale has been very prominent in experiments in countries
with mid-sized welfare states, higher levels of poverty and associated health inequalities, for
example Canada and Scotland.

2. A self-motivation and socio-psychological rationale - focused on positive motivational impacts
of controlling resources in relation to labour market participation - has been more dominant
in experiments in countries with more established welfare states, less poverty and associated
health inequities, but high rates of income dependence, for example Denmark, Finland, and the
Netherlands.

3. Administrativeefficiencywithinincomesecurity behaviourcontrolsystemshasbeenanassociated
rationale, particularly in more established welfare states that spend more on administration, for
example Denmark, Finland and the Netherlands.

4. Concerns about labour market change (e.g. automation, increases in non-standard employment)
and preparing for a new model of social protection to better fit the modern labour market have
also been mentioned among stakeholders. However, this tends to be somewhat of a secondary
concern.

Some country experiments represent hybrids in terms of their motivational rationale; for example, the
Spanish experiment is heavily dominated by an anti-poverty and economic inequality focus, but at the
same time also includes strong motivational factors.

The political debate around UBI policies in the experimenting countries reflects this field of unresolved
tensionsbetweenfiscalconstraints,rising povertyratesandthe pressureinvolvedindeliveringmore cost-
effective and responsive income security. While they are closely connected and difficult to disentangle,
countries vary as to which aspect they emphasize or prioritize. In more mature and comprehensive
welfare states, such as Finland and the Netherlands, the efficiency aspect appears to play an important
role. The over-bureaucratization of welfare, the high opportunity costs of conditionalities, and active
labour market policies all have a part to play. They are also the key objectives of these interventions,
and form the basis of the hypotheses to be tested in the impact evaluations. This search for efficiency
is also captured to a certain extent in the nature of the interventions being considered for experiments



Chapter 3. Why UBI?

or trials (as opposed to pilots), with a strong emphasis on testing and evidence-based policy. In some
countries they are just one of a bundle of experiments, or simulations running in parallel, in order to
look for the most efficient new welfare model.

In other countries, the administrative dimension is related to a notion of effectiveness. This is especially
so where welfare state administrations are highly centralized, as is the case, for example, in Scotland
and Spain. While it renders access to services challenging, in particular for people with low incomes
- who tend to have more difficulties than others in navigating these welfare complexities - it also
creates gaps in the welfare systems, especially where central and local services overlap and weak legal
regulations lead to exclusionary mechanisms. In most countries, fiscal constraints are a major driver
to engage in innovative ways that will allow a response to rising needs but with unchanging resources.
In the context of fiscal decentralization, these structures tend to result in conflict between central and
local government levels, especially where welfare states are highly decentralized, and where rising
demand is not matched with additional resources (e.g. in the Netherlands). In such situations, the local
level has a strong interest in testing innovative solutions to deal with the rising demand or caseload,
but this is also at the cost of going against centralized labour market policies.

Economic inequality is rising in all the case countries and represents a constant undercurrent in the
debate around innovative welfare solutions, coupled with automation and changes in the employment
and economic sphere of the post-industrial era. Where the degree of economic inequality is high and
effective welfare state structures are not in place that may (even inadequately) respond to it, open
political pressure to react is created; this is the case in Barcelona, where the sharp increase in poverty
and economic inequality after the crisis built up significant public and political pressure to act.*

3.2. Normative and moral challenges

Public norms have led to conditioning, historically, to regard social contribution as directly linked with
employment, or much specified status exceptions. This is one of the principal motives for basicincome
experiments which have tended to focus strongly on identifying impacts on the work ethic. However,
four other factors also contribute to explaining the concern with disproving negative effects of income
guarantees on the work ethic. (1) First, a key factor that has contributed to UBI experiments focusing on
testing work behaviour is the long-standing influence of neoclassical economics on public policy; that
is, the so-called leisure-work trade-off assumption. (2) Second, the notion that has been put forward
in some libertarian arguments for basic income - that social democracy is coercive and paternalistic
because it emphasizes social transformative goals - has caused concern about basicincome among the
socialdemocratic-leaning publicand trade unions. This has also contributed to the need to prove the link
between income security and work behaviour through UBI experiments, even though there is already
good evidence of this link from existing studies. (3) Third, public concerns about reciprocity emanate
from the tendency to associate income with market contributions, and services with rights. (4) A fourth
factor in experimentation can be considered inertial and is linked with public administration itself.
Public managers of local income security administration, who have experimented with giving income
grants without conditions, are concerned about social integration and the willingness of different
populations to contribute to society. In welfare states that provide more generous social protection,
such as some Nordic countries, the expectation of contributory obligations, as administered through
public benefit offices and social work, is very strong. A challenge in this context is to emphasize the role
of basic income security in enabling not only a range of non-market social contributions, such as social

6 Qualitative data gathered from a selection of interviews carried out by the author team.
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and charitable activities, staying longer in education or care, but also social insurance and other failing
shared insurance systems. In countries with stronger contributory institutions, new mechanisms are
needed to reverse the effects of slow decline.

3.3. Challenge of complementarity within UBI

Despite the many influences that shape the discussion and varying designs of UBI experiments in
European government and municipal-led trials, the strongest impetus to undertake the experiments is
practical. The main concern for policy-makers in all cases has been to improve the effectiveness of the
public administration of income security in general, and in relation to the labour market in particular.
The circumstances are slightly different depending on the case (see Annex 4 and Annex 5 for more
details).

Current UBI experiments in Europe are characterized by adopting primarily one feature of UBI:
unconditionality.’” Notwithstanding, there are good reasons why these experiments should be
considered related to UBI, despite mimicking only some features and doing so partially (for example,
in the case of low-value grants in Finland). First, given the current context, which is one of intensified
use of conditionalities, disqualifications and sanctions regimes (which threaten to exclude groups
from access to social assistance), the experiments mark a significant turning point in emphasis. From
a health equity perspective, the switch from emphasizing sanctions to focusing on self-motivation is
significant, given the evidence cited concerning the negative mental health impacts of sanctions.

So far the evidence from the Danish experiments is mainly qualitative, concerning the experience
of social workers, select beneficiaries, and sets of beneficiaries in terms of the areas of spending
prioritized in self-budgeting plans (Haagh, 2019c). The most outstanding finding, according to both
the director of the programme in Aarhus, and social workers involved in the experiment in Kalundborg,
related to the sense of reported self-control. Beneficiaries’ attitude to their own condition and to
social workers changed in a positive direction. The phrase “can we decide, ourselves?” was reportedly
common, according to Vibeke Jensen of the Aarhus council (Thougard Pedersen, 2016). Beneficiaries
were so used to being told what they should and could do that they were shocked to find that some
independent decision-making was possible in finding their way into the labour market. Other senior
social workers interviewed (Haagh, 2019b, 2019c) noted that some social workers had resisted the
experiment at first, but came to value the changed relationship with citizens. In the case of Kalundborg,
social workers running coffee mornings with unemployed people who were given the option to lead
their own integration plans said the relationship with citizens changed, stating “we got teased a lot -
that was new.” Citizens in these experiments reported a feeling of freedom in being able to “say no” to
employment offers they did not think suited them (Haagh, 2019b, 2019c¢).

Anecdotal evidence from qualitative interviews carried out in Spain shows that, despite health not
being mentioned in the interview questions, it features strongly as a core area in which beneficiaries
have seen positive programme impacts on health and well-being. This is also the main finding of the
experiment on the effects of lifting conditionalities on the receipt of the major share of income benefits

7 Some also adopt individuality. In some experiments the payment is uniform (e.g. in Denmark and Finland - although
in Denmark some municipalities also give development grants). In the Netherlands, different amounts are experimented
with, and - apart from grants given without any conditons - different types of conditionalities (see Annex 4 and Annex 5 for
descriptions of the experiments). Different types of conditions, inlcuding unconditionality, are also part of the Barcelona trial.
In Denmark, the amounts are related to assistance benefit levels, plus in one municipality there are added benefits. In Finland,
the amounts are below the subsistence level. However, all experiments retain means tests, and they are of limited duration.



Chapter 3. Why UBI?

among 2000 unemployed recipients of income security in Finland (Kangas et al., 2019). The fact that
the main employment-related effects of the experiment were motivational rather than behavioural
substantiates the well-being effects of economic security found in other economic security surveys,
with the implication emerging that motivational effects are greater in the context of stable employment
opportunities (Haagh, 2011b).

A second reason for considering these experiments to be linked to UBI is that they tend to emphasize
individuality of status and personhood. Although this is not the same as a guarantee of status
independence, as basic income supporters highlight, the emphasis on the right to self-control of basic
resourcesisastepin thatdirection. Third, the UBI experiments herald a new way of thinking about social
assistance bureaucracy, delivery mechanisms and positively connecting income security regimes with
wider social goals. In Europe, the connection between basic services - such as health and education,
and income security systems - has been taken for granted, and the growing disconnect between health
and education services and income security has been allowed to deepen without acknowledgment.

Bringing into view the close interconnection and positive mutual impact of basic income security
and services can be considered an important challenge. Debates which have been more prominent
in the United Kingdom concerning the choice or trade-off between universal basic services and
UBI (Social Prosperity Network, 2017) can be considered as prematurely discounting the important
complementarities between the two approaches. The debate about the two approaches has been
presented in terms of fiscal trade-offs and value-for-money alternatives. This, however, overlooks how
positive complementarities between social services and basic income security for human development
outcomes are stronger in systems in which different social groups benefit from a range of income
transfers and shared services (Haagh, 2012, 2019b). This is also acknowledged by the BMA (BMA Board
of Science, 2016): where a high level of social spending enables provision of shared services, along
with additional support for specific risks and vulnerabilities, a form of proportionate universalism is
possible that protects vulnerable groups without sacrificing universalism.*® Austerity and the processes
of narrowing, targeting and undercutting shared provision involved undermining this logic, juxtaposing
basic services against basic income.

As with partial services, the partial form of so-called UBI trials raises a concern in this context. One
risk of partial UBI in countries that are experiencing high or/and rising inequality is that UBI becomes
an anchor in the development of a reduced-value welfare state, or gets “stuck” in a partial form,
which weakens its impact and stability. While UBI is tested in partial ways, it is only in its entirety of
individuality, universality, unconditionality, permanency and constancy that it is able to deliver on
all the problems listed.*

However, UBlisnotasilverbullet. Itis thereforeimportant to distinguish between short-term observable
impacts of experiments and the longer-term changes that can be foreseen from the provision of a
stable basis of basic income security. An important indicative finding from the Aarhus experiments in
Denmark is the extent of exclusion and deprivation affecting claimants, and the likely slow progress
of impacts from income security regimes that undergo changes. A particular concern is having too-

¥ An analysis of the effects of taxes and benefits on United Kingdom household income for the finanical year 2017 shows that
the poorest quintile of households received relatively larger amounts of both cash benefits and benefits in kind, while richer
households, on the other hand, paid higher amounts in taxes. Benefits in kind and in cash had the largest impact on reducing
inequalities, while the role of tax benefits was negligible: the ratio of disposable income of the richest quintile to the poorest
quintile in the financial year 2017 was 5:1. The ratio increased to 6:1 on a post-tax income basis (disposable income minus
indirect taxes), but fell to less than 4:1 on a final income basis (post-tax income plus benefits in kind) (ONS, 2018). For details,
see Fig. A6.1 in Annex 6.

* For why all five elements are considered important, see Haagh (2019b).

13



14

Universal basic income policies and their potential for addressing health inequities

high expectations linked with labour market integration of beneficiaries, given their vulnerability, low
capabilities, and the depressed nature of labour markets.?® This suggests the sustained integration
of beneficiaries would also depend on other measures, including education, health or housing and
broader economic and labour market policies that transcend national boundaries.

2 The spending plans of the Aarhus experiment beneficiaries revealed a preference for self-development or capability spend,
glasses, a driving licence, a bicycle, a computer, a sewing machine, a delivery van, and so on (Haagh, 2019b, 2019c, 2019e).
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Chapter 4. UBI: how to make it work for health
equity

In response to global transformations, there is growing recognition of economic stability as a matter of
social justice, well-being and policy efficacy (Haagh, 2012; Goodhart et al., 2012), and as a preventative
health intervention (Reeves etal.,2016). Economic stability is distinct from economic security as a policy
concept. The former comprises the state(s) of enjoying permanent security. This chapter aims to link
the debate on UBI back to health equity by discussing some of the major controversies and challenges
around UBI as concrete policy measures, discussing different models and design options, legal and
institutional challenges and fiscal space, in the light of competing policies between income support
and services. Against this background, an argument exists for an embedded three-tier UBI model,
which may also best respond to health inequities issues (Haagh, 2012, 2019b). Annex 7 summarizes the
debate, distilling the success factors required.

4.1. Design

In the debate around UBI, various models are distinguished: (1) a full basic income model (full UBI),
whereby everybodyin society receives the same amount, irrespective ofincome and situation, replacing
means-tested benefits; (2) NIT; (3) other models of income support, testing different conditionalities
and forms of delivery, which are sometimes also subsumed under basic income policies; and (4) a basic
income model as one tier and in addition to certain social security and social insurance or earnings-
related benefits (Kela FPA, 2016; Forget, 2017).

4.1.1. Full UBI

A full UBI model is usually understood as an approach that would replace a large part of social security
benefits (both contributory and non-contributory). In financial terms, this would mean that the UBI
would certainly need to be higher than current social assistance benefits (Kela FPA, 2016). More
importantly, the model could imply a more complete break between the notion of work and that of
income, implying a radical transformation of welfare, but also of societal thinking as a whole (van der
Veen & Van Parijs, 2006). From the literature reviewed and the interviews with policy-makers involved
in current experiments, it appears that the debate about this model is largely settled. While attracting
a lot of attention as an idea, it is considered largely unfeasible and even undesirable. However, new
normative perspectives are emerging, which conceptualize basic income in terms of the values of
welfare universalism, endorsing a low basic income as a baseline onto which other non-contributory
and contributory transfers and services can build (Haagh, 2013, 2019b).

4.1.2. NIT

NIT,sometimesalso termed a partial basicincome model, is a tax-based classical social security measure
based on means-tested income compensation by means of taxation once an individual’s income falls
below an agreed threshold. NIT differs substantially from the UBI model in terms of its underpinning
philosophy, which aims to reduce the depth and breadth of poverty by targeting the (working) poor,
with benefit levels varying according to income. Payment modes also differ. The models have similar
end results, aiming to guarantee minimum income and increase incentives for work. A major difference
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to the basicincome modelsisthatitis means-tested.” In the literature, NIT is discussed as one stepping-
stone in a broader-based welfare context, where social assistance for specific social and economic risks
- such as motherhood, illness, old age, studying, disability or unemployment - would continue to exist
(often as a combined payment; see, for example, Forget (2017)). In some countries, the proposed NIT
models are combined with active labour market policies in order to reduce disincentives to work.

One of the criticisms of NIT relates to its ex-post character. In order to provide real-time security, real-time
periodic updates of income and salaries across society are needed. Without such updates, the NIT would
become outdated, arbitrary and prone to mistakes (Kela FPA, 2016). Another critical aspect is to create
the NIT in such a way as not to be regressive; that is, to avoid placing the burden on low-income groups.

However, adopting a long-term, welfare system perspective, it is not clear that means testing even
the basic layer of income security is optimal in relation to poverty and health equity goals.”” The
expectation that income security will be clawed back when earnings increase does not fully resolve
the status uncertainties linked with current systems, or the poverty trap and disincentives linked with
reducing benefits; nor does it enable the transformative potential associated with giving individuals
more control over theiremployment relationship and time for a range of productive activities (including
care). Maintaining dependence on the labour market can have the effect of sustaining the underbelly of
an informal, low-skilled, low-wage economy, which reinforces poverty and sustains the preference for
targeted income security.

4.1.3. Other models

Various other models exist that are being discussed or implemented in various countries across the
WHO European Region, testing alternative forms of conditionalities that are discussed in the context
of UBI because they suggest a type of contribution to society other than labour (see Atkinson (1996)).
Participation income, or participatory social security links benefits with communal work, such as care
work or work for nongovernmental organizations, with the aim of strengthening social cohesion and
inclusion. The Dutch and the Spanish trials are currently testing these options: an additional participation
income may be obtained as a top-up to the basic benefits, if beneficiaries participate in voluntary work. In
other countries (such as Germany), this option is being discussed as a potential conditionality.

Critics state that while the content of the conditions would change, participation income would not
change the basic problems and caveats of conditionality and access to basic income in general.**
Contrary to common cost-saving arguments, the creation of participatory work that makes sense to

2 Historically, several NIT-trials have been carried out in the United States and Canada in the 1960s and 1970s. In particular
the B-Mincome Manitoba trial gained a lot of attention (Forget, 2011). The trial in Ontario is assessing a classical NIT model,
which aims to provide income security for the working poor population, while at the same time incentivizing working through
a stepwise threshold model; that is, the compensation is not withdrawn immediately, but progressively, as employment
continues (for an overview, see Annex 4).

22 Moreover, while immediate benefits from a very low baseline can be found, alternative designs might result in improved
heath equity goals.

* Targeting is more likely to emerge, be sustained or reinforced in conditions of rising inequality or/and poverty. Low real
wages, and unstable income from employment are likely causes of rising inequality and poverty, which tends to entail targeted
grants that are set at a low level to retain incentives to work.

% This includes questions regarding what is considered participatory work, and how much of it would be necessary, in
order to be eligible. Moreover, who should define such participatory work, or should individuals be allowed to choose their
participatory contribution themselves, including raising children, taking care of elderly or undertaking further education (Kela
FPA, 2016; De Wispelaere & Stirton, 2018)?
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society may actually be quite costly, often including high administration and management costs.”
Overall, critics also see the risk that participation income could replace paid work and eliminate the
incentives to move into the open labour market (Kela FPA, 2016; De Wispelaere & Stirton, 2018).

Another alternative approach to addressing current welfare challenges is rolling a range of benefits into
one to simplify and flatten income security whilst retaining conditionalities and targeting. Although
only superficially connected to UBI, policy-makers and practitioners sometimes consider universal
credit as a second-best alternative to UBI policies.? However, the only commonality between universal
credit and universal income policies is semantic. The model currently being implemented in the United
Kingdom combines elements of basic social assistance in one “universal” credit, which decreases as
income increases. It is thus strongly means-tested and involves sanctions in case of non-compliance.
The basic aim of this so-called active welfare model is to reduce poverty by eliminating disincentives to
work and integrate as much people as possible in the labour market. The workfare focus, as opposed to
aneeds-based approach, can also be seen in the basic means-testing model, based on household rather
than individual income. Simplifying the scheme through a unification of benefits for different social
risks is also thought to render welfare more efficient and effective, both for providers and beneficiaries.
However, evidence so far is mixed. While participation in the labour market has increased, this often
concerns non-standardized, highly insecure jobs. Contrary to expectations, the change has increased
the complexity of application and delivery processes, increasing exclusionary mechanisms and leading
to major delays in the delivery of benefits. Sanctions create a lot of mental stress, while the household-
based calculation model is considered a major intrusion in peoples’ lives, as it would substantially
influence the way people live, which goes beyond welfare ethics. Universal credit has also engendered
a change in payment modalities, which causes a lot of distress, especially among people with low
incomes who have difficult expenditure decisions to make. While, previously, housing allowance was
paid directly to housing associations, the merging of the housing allowance into universal credit has
put many people at the risk of eviction, as they can no longer manage to pay their rent (NAO, 2018).*”

4.1.4. Putting UBI into a broader welfare context: a three-tier model as a long-
term goal

Looking at UBI policies through a health equity lens, two aspects deserve specific attention: first, the
relationship between health and income security. While pathways between the two are complex and
context specific, more income does not necessarily translate into more health for all, but needs to be
looked at against the social gradient and the extent of poverty, emphasizing the need to address health
equity simultaneously across the gradient and at its lower, poorest end (Lundberg et al., 2010, 2014;
Marmot et al., 2010). Second, considering the institutional aspect is just as important; namely, how
social policies to address health equity would need to be designed in order to provide incentives and
address (health) needs, including generosity, coverage, and the way they are linked and complement
other policies. Focusing on the poorest in society, the NIT might be perceived as the best approach,
having a strong impact on the lower end of the gradient, but it would probably have limited impact
across the gradient, and the other models seem to be rather unspecific in terms of theirimpact on health

> In this context it is worthwhile looking at the controversial debates around public works and guaranteed employment
programmes (McCord, 2010). One reason for the Dutch partial income trial was that the creation of communal works
as prescribed in the active labour market guidelines was so costly for communities that they decided to experiment with
unconditional programme designs and invest the money in more “useful” projects, such as building a communal library
(according to qualitative data from an interview carried out by the author team).

6 Qualitative data gathered from interviews with health practitioners and social policy experts involved in the trials.
T Qualitative data gathered from an interview carried out by the author team.
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or, in the case of universal credit, actually work against it; that is, increasing poverty and exclusionary
practices, with considerable negative health impacts.

Adopting a three-tier model of income security with basic income as a foundation (Haagh, 2013, 2019b)
provides a supportive structure within which other needs-based policies and contributory, savings-
based schemes can be built and sustained.” This foundation model of UBI sits within a broader
income security structure. The three-tier model separates UBI from needs-tested schemes (second
tier) and contributory schemes and occupational incentives (third tier). This system retains the central
features of UBI, which contribute to generating basic income stability for individuals; universality,
unconditionality, individuality, as well as permanence. At the same time, it allows flexibility in terms
of how UBI is combined with other needs-based and contributory systems. Basic income therefore
acts as a structure that supports other systems, and avoids over-simplification of welfare policies by
rolling too many policy functions into a single transfer. The level of UBI can vary with the fiscal capacity
of individual countries, and with the existence of other contributory and needs-based institutions,
depending on political preferences. Within this system, UBI acts as an independent basic foundation
for other needs-based and contributory systems, but entitlement is guaranteed and separated from
entitlements under the other systems. In this sense it has the advantages of two-tier models that
already exist in Scandinavian countries (Haagh, 2007), including the ability of wage earners to retain a
higher level of cover for a period of time, before turning to basic income assistance, thereby generating
a deeper sense of security. The two-tier system also generates social contributions, thus alleviating
fiscal pressures and enabling a broader sense of having a shared stake in mutual insurance across
societal classes, as state subsidy allows lower earners to benefit from this system as well. In the case of
Denmark, studies have shown how tax subsidy avoids an outcome whereby otherwise premiums would
have the effect of excluding people with lower incomes (Bjorn & Hgj, 2014; Haagh, 2013).*° Overall,
this makes it possible to provide the sense of basic stability in subsistence entitlement that has been
lacking in Europe, with the health benefits that have been documented, while preserving needs-based
systems (around maternity, and disability, among others), as well as contributory and occupational
affiliations systems and policies.

Thethinkingbehindthethree-tier systemisthatbasicincomeasafoundationwill strengthen capabilities
and incentives to contribute and save, which therefore replaces the need for compulsion mechanisms
linked with subsistence support. As such, it also avoids the poverty traps associated with means-tested
basic assistance. This can help address the documented negative health impacts of conditional and
benefits sanctions approaches. Sanctions and conditions can be relevant in contributory systems with
defined access rules, but in this case without putting claimants’ basic security status at risk.

Such an approach may also be useful in dealing with poverty in older individuals, the necessity of which
is expected to increase further as a result of precarious employment trajectories. A basic income grant
understood as being a baseline, in addition to existing ones, would provide important basic security for
this group, as well as for people who - for one reason or another - are not able to find employment. A
three-tier model could also help to close the gaps in existing social protection mechanisms (which lose
their protective capacity as a result of changing labour market and employment conditions), such as
access to unemployment insurance for young people who (depending on temporary jobs) may not be
able to contribute sufficiently (Eurofound, 2017; COPE, 2017). It would also fit well with overall health
equity concerns and the identified pathways in tackling them, in particular proportionate universalism

8 This concerns in particular people with special needs, such as (among others) people with disabilities and social or health
care services involvement, drugs prescription, or child care services (Zon, 2016, 2017; Forget, 2017).

2 For a single person aged over 25 years, coverage was about DKK 7800 per month (after tax) in 2013, compared with the
equivalent of about DKK 2756 in the United Kingdom (not counting housing support in either case) (Haagh, 2019b).
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(Marmot et al., 2010; Pillas et al., 2014). At the same time as providing a basic income security for all, the
model would encompass targeted policies in order to strengthen health and well-being of specifically
vulnerable groups across the gradient, but in particular at the lower end.

This presupposes that well-being and health equity are considered key concerns and objectives in this
process. Where this is not the case, UBI policy reforms may miss the opportunity to impact on health
equity dimensions in a more purposeful way. In ongoing trials, health equity concerns play no or only
a marginal role (with the notable exceptions of Canada and Scotland). This is not to say that health
equity concerns are not a public concern. On the contrary, the debate around unequal health outcomes
for specifically vulnerable population groups linked to unequal access to public services and related
reforms is quite high on the political agenda.** However, both debates are taking place in complete
isolation. While evaluation and monitoring frameworks of all trials include a series of health indicators,
the number and quality vary widely and tend to be rather unspecific. Generally, health is considered
a secondary outcome,* with the main interest focusing on testing impacts on work/workfare/
employability in the context of changing labour markets and bureaucratic welfare state arrangements.
Poverty and income inequality play a role, but they are not central to the debate.

4.2. Administrative, legal and institutional dimensions

Ongoing trials faced considerable legal, administrative and institutional challenges during
implementation; notably, the need for a separate legal framework to enable a temporary exemption of
participants from active labour market policies, taxation and social insurance contributions. This was
compounded by fiscal concerns in some countries, leading to intense conflicts between the central and
local levels, with the latter fearing substantial curtailments to their local tax basis.*?

These experiences would clearly speak to a transition to full coverage, rather than proceeding through
isolated experiments creating major legal and moral problems. This is not to deny that implementing
UBI effectivelyis a long-term challenge and would imply profound administrative, legal and institutional
changes to the current system, notably a reorganization and redefinition of the links between the
various tiers, in particular with regards to insurance mechanisms. Furthermore, the question of the
central State and its responsibility in adequately financing social policies would also need re-opening.*
However, what is evident from all the experiments is that a UBI cannot be implemented in isolation,

3% In Finland, the debate on health inequities is centred on unequal access to health care services that is strongly related
to socioeconomic differences, including employment, education and gender, resulting in large differences in mortality rates
(Kangas & Blomgren, 2014; and qualitative data gathered from an interview carried out by the author team). A broad-based
primary health care reform is currently being discussed, in particular linked to health insurance schemes. In Barcelona there
is great concern about the large gaps in life expectancy between the richest and the poorest areas; these have substantially
increased since the onset of the financial crisis. At the same time, Barcelona is facing huge demographic changes, with an
increasingly old population, which increases the pressure on public services in terms of care services and social integration. In
the Netherlands a major political concern in terms of health inequalities centres on the differences in life expectancy between
so-called blue-collar workers with low education levels, and those with higher educational backgrounds. Currently, a change
in the pension system is envisaged, allowing workers with a long career in blue-collar jobs to retire earlier, so as to regain a
few years in life expectancy.

* In some countries the inclusion of basic health indicators in the evaluation frameworks is the result of the professional
interest of researchers involved, rather than the ministries, municipal departments or insurance institutions commissioning
the experiments.

3 Qualitative data gathered from an interview carried out by the author team.

* In a number of trial countries, design and implementation of the experiments led to intense conflicts between central and

local government levels in terms of financial responsibilities, with the latter fearing potential cuts in their tax base, as well as
in terms of legal issues related to the exemption from centralized conditional labour market policies.
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but would need to be implemented on an incremental basis and simultaneously to complementary
adjustments and modifications of existing welfare arrangements.

4.3. Financing

An important dimension of the UBI debate is how to finance it. Various models exist dealing with how
to calculate the costs of UBI.** Here, some general points should be raised. First, a major criticism of
UBI is that financing aspects are not critically discussed and advocates tend to turn a blind eye to the
economic realities, in particular the deregulatory tendencies in global economic development. The
divestment of finance institutions from the productive sector, by concentrating its investments on
the speculative sphere, some authors argue will have an enormous impact on the real economy, as
interest on loans may increase substantially over the following years and lead to a major increase in
debt problems (Lavinas, 2018; Haagh, 2019c¢). In a recent paper, Flassbeck (2016) critically questions
the fact that calculations on costs for a UBI systematically tend to exclude the political dimension that
is invariably linked to such proposals, such as an increase in VAT or taxing financial transactions - often
against the interests of entrepreneurs, big companies and rich people. At the same time it is worth
noting that global financial institutions (IMF, 2017) are advocating the need to rebuild fiscal capacity,
especially in relation to progressive taxation, and have considered UBI as being relevant in some
country scenarios.

In the case countries, broader financial implications have not been discussed, as most trials are clearly
limited in time and are termed “experiments” and not “pilots”, which would suggest an expansion into
the future. However, one important aspect that transpires from all the interviews is to consider the
costs of not implementing any intervention at all; that is, the financial, economic and social costs of
neglecting rising economic inequalities and, for that matter, health inequities too: “while UBI inspired
reform policies may mean an increase in costs, so will costs increase if we stick to the current system”**
(see Cecchini & Martinez, 2012; Bonilla Garcia & Gruat, 2003).%

Since countries also face pressures to increase spending on services, the likelihood is that public policy
debate will become politicized and focus on the choice between income and services as means of
human development. It is difficult to avoid this trap in the short term and it is therefore important to
create awareness of its conditions and impacts, and in particular of the necessity to strengthen both
basic services and income security in order to achieve intended outcomes (see Section 3.3 on the
challenge of complementarity within UBI). Engaging this challenge productively requires political will,
long-term planning, effective political communication, and making human development an overall
goal and a public priority guiding fiscal reforms. See Annex 7 for a more detailed insight.

* Estimates vary widely, clearly also depending on the design and proposed benéefit level. Various financing models and
calculations have been carried out by various institutions and researchers (Kela FPA, 2016; Arcarons, Raventos & Torrens,
2014; OECD, 2017b; Widerquist & Lewis, 2005; Richardson et al., 2018; Citizen’s Basic Income Trust, 2018). Different financing
modalities are being discussed, ranging from traditional means of increasing income, property tax or VAT to more innovative
solutions of additional taxes on natural resources, or on air pollution (Goldhill, 2016). An aspect which dominates the financing
debate is whether UBI would actually cost more than existing schemes, or whether UBI could be largely financed by merging
existing schemes, in addition to proposed efficiency gains through leaner administration and bureaucratization.

* Qualitative data gathered from an interview carried out by the author team.

¥ Evidence from Latin America suggests that the most important drivers for narrow targeting as the model of choice inincome
security were flawed, represented by the theory that poverty is temporary and represents an individual responsibility, and the
theory that insecurity of income or status is conducive to motivation and effort. This has important implications for countries
in Europe with less-developed income security systems, highlighting the importance of adopting a road map for income
security coverage that is motivated by long-term social development goals, rather than short-term costs or political trade-offs.
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4.4. The role of local government

Local government plays a key role in the reform context of social protection and UBI policies in
particular, being one of the main drivers behind UBI experiments and wider social policies in many
countries. Thisis on the one hand related to the traditional role of local government in delivering social
assistance, which in many countries is also linked to a certain degree of autonomy in setting transfer
levels or deciding conditionalities - often in addition to national programmes; on the other hand, the
local level is the most decentralized government level, whereby effects of austerity and cut-backs in
public services have more immediate impacts (also in terms of administrative and financial burden),
through increased demand and casework.*” It is thus not surprising that local government has a strong
interest in basic income policies, as any shift in changing living conditions and/or demand in services
are registered more directly and sooner than at other government levels. A basic income policy funded
and extended at national level could give a much-needed boost to local government services, by
making policies that target needs and employment policies at this level more effective.

UBI design is not only about creating the most technically sound and most efficient and effective
model, but also a politically palpable one. This may imply some trade-offs in the short and medium
term, within an overall long-term perspective. In this respect, the debate on UBI also needs to be
understood as an important platform and catalyst to discuss and propose a broad range of ideas and
policy alternatives, including with regards to wider economic and public policies; for example, in the
debate around tax justice for social justice, which in the long run may lead to the implementation of UBI
policies (Richardson et al., 2018).

*" The Netherlands, which has a highly decentralized social protection system (including in terms of financing), or the
municipality of Barcelona, which suffers from a total mismatch and parallelism between national and local-level social
assistance schemes, are two such examples.
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Chapter 5. Discussion and recommendations

An unconditional UBI involves building a universal tier of income security that is unconditional and not
means-tested. The presence of such a system allows other supplementary income transfers to be built
in a way that can minimize the problems of stigma, the poverty trap and work disincentives associated
with post-war means-tested systems. A UBI system can support economic adjustments and work
incentives by allowing individuals to take greater control over their lives when affected by changes
in the economy. In doing so, it also addresses health inequalities and well-being. This concerns in
particular the documented negative health impacts of contemporary income security systems, which
involve uncertainties about subsistence status. As part of a tiered model, UBI - in close complementarity
with universal services - can help support the building of welfare systems based on the principle of
proportionate universalism, providing basic income stability that is both crises preventative and health
constitutive. Being based on a basic income fall-back net for the whole population, linked into targeted
policies aimed at specifically vulnerable groups, specific needs and demands can be addressed. This
is in line with WHO’s approach and the concept of proportionate universalism - providing universal
policies that act across the whole gradient but are implemented at a level and with intensity that is
proportionate to need; that is, addressing specifically the needs of people at the bottom of the social
gradient and the people who are most vulnerable (WHO Regional Office for Europe, 2014; Marmot et al.,
2010), without sacrificing universal inclusion.

Adopting a universal income scheme would imply a profound transition in terms of how social welfare
systems are currently set up, which - contrary to the profound transitions taking place in economics
and employment - appear to face much stronger resistance in terms of acceptance. This is the case
politically, financially and socially. This paper’s proposal is therefore to view UBI as a long-term goal
and as part of a basket of measures, which gives room for adopting differently staged transitions and
models across countries in view of differential institutional and fiscal capacity and political contexts.
The type and scale of challenges involved will vary by country and across the WHO European Region.

Some countries with strong fiscal systems can envisage a relatively short transition to UBI.** In such
cases, reform may involve converting tax-free allowances and the lower tier of comprehensive income
security systems that are already in place. Other countries with less comprehensive minimum income
security systems and fiscal provision may consider a transition via an NIT model, which involves means
testing butin a form that is not directly connected with labour market conditionalities, and thus avoids
some of the key features of current sanctions-based systems, which lead to non-uptake and social
exclusions (see Richardson et al., 2018). In countries with weak income security systems in place and
middle-income countries, the long-term goal of UBI can help avoid some of the problems of conditional
cash transfer schemes, including time delimitation and other access barriers affecting the poor. In
those countries, the basic income tier may actually provide the foundation and primary intervention
on which to build and expand the higher-level tiers.

Building a system of universal support steadily, by first ensuring effective coverage of the lowest-income
quintiles and gradually implementing a comprehensive basic income system can also be used as a way
to support formalization and transparency in tax-benefit systems, and to build or rebuild contributory
systems. The foundation or three-tier model of UBI discussed in Chapter 4 is an adaptable structure
that can be built on over time and in accordance with differing existing levels of fiscal and institutional

* Jtcan be noted thatin countries deemed able to fund a UBI, combined with existing universal services and other contributory
systems the share of tax in GDP is about 50% (Colombino et al., 2010).
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capability across countries. Recommendations concerning basic income as a foundation for other
contributory systems (Haagh, 2019b) are very similar to those made by global organizations concerning
three-tier pensions. In this case, UBI guarantees security - with the health benefits that security is
known to have - but does not exhaust possibilities for added income security protection. Focusing
on the lowest income quintile first would also strengthen the effectiveness of health interventions to
address health inequalities, in particular for those at the lower end of the gradient.

The perspective on UBI policies as a long-term goal should not prevent policy-makers from undertaking
first steps towards this goal. The UBI experiments reviewed in this paper have shown that - despite
mimicking only limited features of UBI - even small changes to the commonly known welfare-workfare
logic have a huge impact, such as lifting conditionalities and sanctioning regimes. Other potential short-
term measures towards implementing UBI as a long-term goal include the universalization of access to
specific benefits, such as child allowance or disability benefits (see, for example, Matkovic, 2017; WHO
Regional Office for Europe, 2014; Marmot et al., 2010).>* Implementing such shifts on a large-scale basis
would allow important pilot experiences to be generated, which may have a much stronger weight in
future policy discussions than small, complex, short-term experiments.

At the same time, it is evident that the scope and legitimacy of three-tier systems (involving lifelong
basic security, means-tested top-ups, and voluntary or compulsory contributions and voluntary savings
elements) depend on the future of work and employment. UBI policies are only one measure in a policy
basket to ensure sustainable and inclusive growth and development. Countries with more stable and
better distributed employment opportunities will be better able to sustain three-tier systems. The
more deregulated the labour market, the greater the pressures will be to raise the level of UBI and/
or means-tested transfers, because contributory systems will be less realistic. Reforms to the current
labour market, wide-ranging fiscal reforms as well as appropriate economic and trade policies are
equally important in order to sustainably reduce inequities and prevent gaps from widening.

This is also in line with the 2030 Agenda, with its focus on health and well-being for all and at all ages,
as a key condition for economic development to which WHO has committed. Equally, it aligns with the
European Pillar of Social Rights, in particular with regards to the creation of efficient employment and
better social outcomes.

Further investigation of the potential for UBI to improve systems of income security and health should
take account of broader factors in the economic and regulatory environment. Insecurities within the
labour market are not directly resolved by a UBI; while a UBI can help support work incentives, the
overall impact of UBI on the labour market and health will depend on a wider range of factors (Haagh,
2019b). Labour market policies, such as better control over working life or more stable contracts may
be equally important for people to experience better health (Haagh, 2011b). Wider macroeconomic
dimensions, such as (among others) disinvestments in the productive sphere, and innovative solutions
for creating fiscal space are key for creating a more stable economic environment that allows for
inclusive growth. This, in turn, may create feedback effects on financing social protection measures.

3 For an example of the effects of child allowances in reducing child poverty, see Fig. A8.1in Annex 8.
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5.1. What role for WHO?

The debate around UBI has a clear link to Health in All Policies (HiAP) as a policy approach and an
understanding of health as being influenced by factors other than health policies and conditions, which
are both firmly anchored in Health 2020. Notwithstanding, the health sectors at country level appear
largely to lack vision and a narrative linking to the debate around basic income policies and their role
for health inequalities, creating a political and institutional stake. This appears to be worse in countries
where (health) inequalities are only beginning to widen and debates around universal policies are
largely taking place without the involvement of the health sector.

WHO thus has an important task to perform in supporting countries to explore further the health
implications of universal and stable income security, considering impacts on individuals, society, and
health delivery institutions in particular.

® Health should be promoted as acommon good. Supporting Member States in developing a health
(equity) narrative that moves away from health as a lifestyle issue towards health as a social justice
agenda is essential, emphasizing the key role of income security as a preventative health measure
(Reeves & Loopstra, 2017) and the need for the health sector to engage with other sectors (in
particular in the debate around much-needed universal income policies, in close interconnectivity
with universal health care services) (Haagh, 2019b). A range of important policy frameworks exist
on which to build, including Health in All Policies, wide-ranging work on the social determinants
of health, the European Pillar of Social Rights and the SDGs. Herein, WHO could play a key role
in facilitating the exchange of experiences across countries on how to create and influence policy
processes in this direction, including the development of advocacy and communication tools that
support partner countries to better communicate across government, enabling them to create
consensus and “win-win” situations for health.

® WHO has a role as a regional knowledge broker and facilitator. It is important to create
communities of interest by uniting different stakeholders engaged in health, social services and
income protection, as well as across different government tiers.

® WHO should provide guidance and evidence. Evidence on health inequities across policy sectors
and across different tiers of government should be collected and provided. As a regional body,
WHO would be in an ideal position to host such evidence, providing guidance on methodological
issues involved in collecting evidence, as well as identifying priorities for building datasets on
health equity at country level; this also includes the promotion and further development of health
impact assessment as a tool to be systematically applied by governments and health actors to
assess the impact of wider economic and social policies, in order to elevate health considerations
to the same plane as other outcomes of concern (APHA, 2012; Wismar et al., 2007). WHO Regional
Office for Europe’s Footprint Initiative, aiming to measure economic and social impacts of health
systems at local, regional and national levels, may provide an additional tool in this regard (Boyce
& Brown, 2019). Such a role for WHO would also include supporting countries in feasibility research,
modelling and micro-simulation of different UBI models, and promoting and developing further
tools to be provided to Member States in cooperation with countries and regions that have already
moved ahead in this field (e.g. Scotland’s Triple I; see Annex 4).
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Annex 1. The WHO European Health Equity Status
Report Initiative (HESRi)

The WHO HESRI has three core objectives. It intends to:

1. setabaselineformonitoring health equity status and health equity policy progress within countries
of the WHO European Region (Accountability, and Priority for Health Equity);

2. set an agenda for scaling up action to increase equity in health within countries and across
communities of practice in the Region (Action for Health Equity);

3. create a strong voice for political advocacy for health equity in the Region (Advocacy, Dialogue
and Constituency-building for Health Equity).

A key purpose of the HESRIi is to capture what is already working to reduce health inequities and to
bring forward for discussion promising approaches, with the potential to: (a) create the conditions for
all people to prosper and flourish, in health and in life; and (b) remove barriers that are holding people
back by from being able to live a healthy life and achieve their potential.

Often efforts to reduce health inequities depended on single policy measures (e.g. education) and at
times, the impact of these policies has been overestimated. Scaling up action on health equity and
enabling the conditions necessary to lead healthy and prosperous lives therefore require a combination
of policies and interventions.

The HESRI is based on five interrelated action areas in which policies can be strengthened and progress
monitored (See Fig. A1.1).

Fig. Al1.1 Action areas to increase equity in health and well-being within countries

——
0.
ol Q\ & o
1 U w
(=) fch)
ITI =il 3|
——
Health ® Health Health ® Income Health ® Living Health ® Social and Health ® Employment
Services Security and Social Conditions Human Capital and Working Conditions

Protection

These action areas are closely interlinked, producing the key conditions needed to be able to live
a healthy life. They include: (1) health services; (2) income security and social protection, including
universal health care; (3) living conditions; (4) social and human capital, including community
capacities; and (5) employment and working conditions.

Evidence clearly suggests that a coherent basket of interventions (policies, services and programmes)
across all five of these interrelated areas may work best to level up health opportunities and outcomes
across the population (WHO Regional Office for Europe, 2014).

In addition to policy coherence, the HESRi highlights the need to tackle the underlying causes of
inequity, including participation, empowerment and accountability for health equity, with the aim
of reducing stigma, removing barriers to participating in social, economic and cultural life, as well as
increasing individual and community resilience and control over destiny.
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The WHO European Health Equity Status Report initiative (HESRI)

Discussion paper on how universal basic income (UBI) policies can contribute to accelerating
progress to reduce inequities in health within the diverse context of the WHO European Region

Guidance for interviews contributing to the WHO discussion paper

Introduction and purpose of the discussion paper

Progress to reduce health inequities across countries of the WHO European Region in the last 10 years
has been mixed. For example: in more than half of Member States inequities in limiting illness and
poor self-reported health by quintile groups have remained the same or have increased between 2008
and 2015; infant mortality continues to follow a social gradient in transition economies; and there are
worrying trends in falling life expectancy by gender and socioeconomic status in some high-income
countries. Against this backdrop, health policy-makers and practitioners are looking for innovative
solutions and mechanisms that may help to address the structural factors or pathways to health, in
order to reduce health inequities and improve well-being for all.

The WHO HESRI is taking up this challenge, with the aim to:

1. set a baseline for monitoring health equity status and health equity policy progress within
WHO European Region Member States;

2. set an agenda for scaling-up action to increase equity in health within countries and across
communities of practice in the WHO European Region;

3. create a strong voice for political advocacy for health equity in the Region.

The HESRI is being led by Chris Brown and the team at the WHO European Office for Investment for
Health and Development, based in Venice, Italy. Core to the work of the HESRI is capturing what is
already working to reduce health inequities and bringing forward for discussion promising approaches,
with the potential to:

@ create the conditions for all people to prosper and flourish, in health and in life;

® remove barriers that are holding people back from being able to live a healthy life and achieving
their potential.

Purpose of the interviews

Within this context, the aim of this policy research is to review the extent to which UBI policies can
contribute to accelerating progress to reduce inequities in health within the diverse context of the WHO
European Region.
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The specific request of the WHO HESRI is to take a closer look at the current debate and role of UBI for
health equity as being taken up by Member States. It also relates to wider policy processes, making
specific reference to: the WHO European health policy framework Health 2020; the 2030 Agenda for
Sustainable Development and its core objective of leaving no one behind; and the European Pillar of
Social Rights (2017), which emphasizes the role of social rights for the creation of efficient employment
and better social outcomes, along with an inclusive and fair growth model.

As part of this research, the WHO HESRI, based at the Venice Office, is carrying out qualitative interviews
with health practitioners, experts working in the field of health inequities, and policy-makers concerned
with inclusion and well-being, who are all engaged in the debate around UBI and its potential for
reducing health inequities and/or are involved in UBI pilots and experiments already under way. The
aim of the interviews is to get a better insight into the debate around health inequities and UBI in
your country/region/city, including the major drivers behind the debate, stakeholders involved, the
perceived potential of UBI for health inequities and the perceived challenges, as well as the wider
political and societal debates that are ongoing.

Interview style

® Theinterview is based on a structured interview guideline and should last around 45 minutes.
® To aid a smooth process and analysis, with your permission we would like to record the interview.

® Theinterview will be partly transcribed and analysed and will constitute a major source forinforming
the discussion paper; however, the information obtained will remain strictly confidential and will be
anonymized.

® Any consented recording of the interviews will be destroyed after transcription.
Interview questions

1. Before discussing UBI, please could you tell us more about health equity in your country. What
are the major issues around health equity/ inequity? How is it currently “positioned” within the
priorities of government and wider society? Are any specific goals and approaches being pursued?
Who/what is the motivation or drivers behind the priorities/goals and approaches?

2. How did UBI get onto the political agenda in your country/region/city?

3. What are the drivers behind the debate on UBI? What are the major issues that have nurtured the
debate on UBI?*°

4. Does health in general, and health equity/reducing inequities specifically feature in the debate
around UBI? If yes, in what ways? If not, what do you think are the reasons for this?

5. Who is driving the UBI process in your country and what do you consider to be the underlying
interests, motivations and goals?*

6. Lookingat people’s health and well-being, evidence suggests that the classical welfare approaches
that have dominated the post-war period - being based on a specific employment and labour
market model - are no longer in the position to address existing health inequities. Do you agree
with this statement, or not? Please tell us more about this. If you agree, in your opinion what are

% Suggestion: probe for wider debates in society and politics that touch upon issues of well-being, social justice and
sustainable development.

“ This could include stakeholders, groups and institutions that play a key role in moving these issues forward.



10.

11.

12.

Annex 2. Structured interview guideline

the major challenges/reasons why things are not working out?

UBI has three core features that are all important, and should be set together: individuality of the
benefit; no conditions applied to the basic benefit, such as work tests on health or education/
training measures; and no means testing.”” There is also the issue of the size of the benefit, as
people should be allowed to make a decent living. Compared to current social and health policies,
what advantages would you see with the introduction of a UBI for tackling pathways to health?
What are your expectations for UBI in terms of improving health equity? What does it offer/what
role can UBI play in tackling health inequities?

WHQ’s position is not to substitute other policies for UBI; it is understood as a package of several
policies that create the conditions for good health and well-being for all, used to tackle multiple
inequities which hold people back in health and in life. What is the debate in your country? What
kind of UBI is debated and what role does it play in relation to other policies and services?*

How does this match your perspective/position on UBI from a health equity perspective?

There is a lot of debate around UBI at political and societal levels, but only a few countries/regions
have started to implement pilots. From the health point of view, what would you consider the most
important challenges with regards to implementing UBI approaches?

We have talked a lot about UBI, which is currently receiving much attention and is widely debated.
What could be alternative approaches/measures, if any?

What role could WHO HESRI play to support countries, with respect to:

® UBIin particular;

® promoting equity in health, generally;

® supporting policy-makers with common challenges and interests? Specifically, this means
encouraging them to implement, share and innovate in best practices (in terms of both policies
and approaches) toincrease equity in health and well-being as part of their broader development
agendas and plans.

13. Additional comments/reflections/information are welcome.

“2 For probing/clarification: not setting a means test is argued for in order to avoid stigma and work disincentives that arise
if benefits are clawed back with earnings. Individuality is argued for as it protects rights; for example, those of women in
households. Finally, having no work tests is argued for to encourage individuals to search for jobs they are motivated to do
and keep.

“ For probing/clarification: there are four basic approaches to basic income security which involve all, some or none of
the components of UBI. For example, some people argue that a partial UBI is best, combined with other means-tested and
contributory policies, as a “top-up” for groups that need or have paid into insurances to attain additional support. This means
keeping many existing benefits, but making a basic benefit floor that is universal to all, to avoid stigma, etc. A second approach
entails UBI replacing most means-tested benefits. Finally, a third (and fourth) approach involves no universal benefit - no UBI
- but retains the current approach of tailoring benefits only to need. Within this there are two options (constituting the fourth
approach): assessing only need but not setting behaviour conditions; or, assessing need and setting behaviour conditions.
From a health and a practical perspective, which do you think would work best?
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Annex 3. The equality paradox: public finance
conditions for human development and a health-
effective basic income reform

It is broadly recognized that various conditions shape the positive health benefits of basic income
reform. Several welfare scholars have linked effective welfare policies to the scale effect, with both
the level of public finance and the reach of services across populations playing a role (Hills, 2015;
Rothstein, 1998; Korpi & Palme, 1998; Haagh, 2002, 2012; Kangas & Blomgren, 2014). This is highly
relevant for basic income because it is wide-reaching by definition. On the other hand, the depth of
this reach - for example, whether it extends beyond mere subsistence to generate conditions for active
inclusion - depends on other human development-sustaining policies, and ultimately on the reach and
scale of the whole system of public finance (Haagh, 2012, 2015). In this context, although interviews
with stakeholders highlight concerns about the connection between basic income and contributive
systems, a positive case can be made for how basic income supports a rebuilding of contributory and
employment systems in the context of a more active welfare state (Haagh, 2019b).

Fig.A3.1andFig.A3.2,derived fromHaagh (2019b,2019d*),set thelevel ofinclusiveness of publicfinance
systems against the level of public investment in select core human development-promoting policies;
in particular, education, support for employment training, and care/family benefits. A propensity to
support higher levels of human development investment in inclusive tax states with correspondingly
high levels of economic formalization of employment reaffirms a core hypothesis elaborated by Korpi &
Palme (1998), to the effect that redistributive (targeted) welfare policies tend to coincide with low levels
of welfare financing, and vice versa. Comparing tax systems and human development spending pre-
and post-austerity, the illustrations show a propensity to sustain human development investments,
despite a tendency towards erosion of the level and inclusiveness of tax systems during the period
of austerity, especially within European countries. This presents a challenging policy scenario, which
explains the tendency to favour caseload reduction within income security provision in the period after
the onset of the financial crisis in 2007. However, a policy to promote deregistration from publicincome
security support systems is counterproductive in a context of rising job insecurity. Paradoxically, basic
income may seem less urgent in countries in which basic income is fiscally feasible (known as the
equality paradox, as discussed in Haagh (2019c)). However, it is important to think beyond short-term
fiscal constraints to consider how the design of income security institutions can be improved. The role
of universal basic income (UBI) reform in this context is pivotal because, even as countries recover
fiscal capacity, an inclusive design of income security institutions will be crucial in order to derive the
best return to investment in other areas of social provision (such as education and health) and to build
capability for effective employment promotion.*

“ More in-depth understanding of the data can be gained from the online appendix to Haagh (2019b) (http://politybooks.
com/bookdetail/?isbn=9781509522958&subject_id=4).

“ Research which looks at long-term employment effects of alternative income security designs shows better sustained
employment outcomes under systems with more stable (long-term) income security provision (Tatsiramos, 2006; Griggs &
Evans, 2010). Even cases of so-called moral hazard, e.g. where recipients of unemployment insurance remain covered after
taking employment, suggest external sources of income security act as a springboard for employment integration (Chahad,
2004; Haagh, 2011b).
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Fig. A3.1 Trends in fiscal capacity and human development spending, 2000 (plus available data trends)
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Notes. Available data trends range from 1975 to 2015. The diagram is intended to give a representation of
welfare state structure by setting different measures together, presenting an overall picture of the level of and
trends in public fiscal capacity (tax on various types of revenue), on the one hand, and human development
spending on child care, education and training (social spending in GDP, share of social expenditure, etc.), on the
other hand. Details of the data points and measures can be found in Haagh (2019b), in the online appendix.

Source: adapted from Appendix tables A.1 and A.2 in Haagh (2019b).

Fig. A3.2 Trends in fiscal capacity and human development spending, 2015 (various years) (plus available
data trends)
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Notes. Available data trends range from 1990 to 2016. The diagram is intended to give a representation of
welfare state structure by setting different measures together, presenting an overall picture of the level of and
trends in public fiscal capacity (tax on various types of revenue), on the one hand, and human development
spending on child care, education and training (social spending in GDP, share of social expenditure, etc.), on the
other hand. Details of the data points and measures can be found in Haagh (2019b), in the online appendix.

Source: adapted from Appendix tables A.1 and A.2 in Haagh (2019b).
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Fig.A3.3,A3.4 and Fig. A3.5 (based on Haagh, 2019a, 2019c) show countries’ administration and training
expenditure during pre- and post-austerity employment transitions. Although policies emphasizing
benefits sanctions became more common before the 2008 crisis, this event deepened the use of benefits
sanctions and caseload reduction targets to implement fiscal retrenchment goals. The illustrations
show rising investment in benefits administration, but without a uniform level of response in spending
on education and training in employment transitions. This suggests countries with a similar level of
sanctions within benefits systems (such as the United Kingdom and Denmark) administer employment
transitions and sanctions very differently (Haagh,2019a,2019c). Negative health outcomes of sanctions
are a direct result not of the level of state investment in benefits administration, but rather of the level
of marketization of the labour market and the effects this has on both the application and effect of
sanctions on social exclusion and health outcomes (Haagh, 2019a, 2019c). For example, in Denmark
negative health impacts of sanctions policies are cushioned by protective legislation and education
investments.

Fig. A3.3 Public support for employment transitions, 2007
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Notes. Other active measures include: employment incentives, supported employment and rehabilitation,
direct job creation, and start-up incentives. Details of the data points and measures can be found in Haagh
(2019b), in the online appendix.

Sources: adapted from Haagh, 2019b; data elaborated from Organisation for Economic Development (OECD)
Employment Outlook 2010 (OECD, 2010).
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Fig. A3.4 Public support for employment transitions, 2010
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Notes. Other active measures include: employment incentives, supported employment and rehabilitation,
direct job creation, and start-up incentives. Details of the data points and measures can be found in Haagh
(2019b), in the online appendix.

Sources: adapted from Haagh, 2019b; data elaborated from OECD Employment Outlook 2013 (OECD, 2013).

Fig. A3.5 Public support for employment transitions, 2014
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Notes. Other active measures include: employment incentives, supported employment and rehabilitation,
direct job creation, and start-up incentives. Details of the data points and measures can be found in Haagh
(2019b), in the online appendix.

Sources: adapted from Haagh, 2019b; data elaborated from OECD Employment Outlook 2016 (OECD, 2016).

43



Universal basic income policies and their potential for addressing health inequities

‘pa1dwiaxs 9q |]IM S3J2USQ I9YI0
93U} ||V "Swodul diseq padnpal

e aney |im ueyd uoisuad e Jo
2ouelnsul JuswAojdws wo.uy
Ksuow an19331 oym 91doad
oM

y3no.y3 pauJes Jejjop A1ana

10} S3UdI 05°0 AQ pasealdap

9q ]]IM 3w odul d1Seq ay |

in Europe and Canada

1ves

“J9jsuesy a3 398 10U |)Im oym

‘JT0T a1doad 81q13113 0007 40 dnoi3

‘01IRIUQ JO JUBWIUIBAOY) :92/N0S 103u02 pa3daies Ajwopuey
‘Ayjigesip e yym uosiad
e Joy Ajjeuonippe 000 9$ 03 dn .

initiat

uonedidiyied yaylew

inoge] pue juswkojdwy “dlodul paules
Aue }Jo 940G Ss9] ‘©)dnod e

SILULUEE U2 VLRI e Jojseakiad Jzo s 0rdn o

Agers 3uisnoy « ‘aWodU| paules

adesn  fue 10 9406 $$9] ‘uosiad aj3uls
aled yyesy pue yjjeay |eusiy e e Joj Jeak Jad 686 9T 03 dn -«

Kai1xue pue ssans - “SAI9234
£314nd23s poo 11IM 919231 [)1m 31doad 000

Annex 4. UBI

painseauwl s1da43

uSisap yoieasay

‘yimoJ3

J]WOU023 S,01eIUQ
ul saJeys auoAiana
1ey3 ainsua 01 djay
pue sawoduj MO] Uo
9)doad 10} Sawo0231n0
uonedNpa pue yyesy
anosduwi ‘s1ayIom
9]qeJsauinA poddns
J9119q Ued awodul
J1Seq e Jay3aym
3s91im3ojid ay |

awodu|
MO] B UO SUIAI

syjuow
ZT ueyl aiow oy
Su0[}ed0] 33 JO
9UO U] JUSPISI »
sieak {9 pue
8T UsaMmiaq pagde
:uonejndod 91q13119
33 uowe wouy
pa129)9s Ajwopuey
a)doad 0009

(stoz Ainr

Ul JUsWUISA0S
Jo a3ueyd 0y
anp paddoss)
|e1} swodul
J1Seq S,014eUQ

epeue)

sonaslqopuesuy | 5| _wen| _Kane)

44



Annex 4. UBl initiatives in Europe and Canada

'9T0C ‘Vd4 ]9y :224n0S

ipaundwis walsAs

Ss11youaq pajedldwod sy pue
paonpal aq Adesdneainq ue)
$IMOM 03 DAIIUBIUI

J23uoJ3s e 9jdoad sanid pue
uonedidiied aanoe sajowoud
1ey) Aem e ul padeysal aq
wsAs £31und3s |e120s ay3 ued
Hpom

Jo ainjeu Suiueyd ayj ssaippe
0} paugdisapaJ aq waisAs
£314n23s 1e120S 3y} P|N0d MOH

painseauwl 13943

‘yjuow e dUO
Ajjeorrewolne 31193 syuaididay
‘3uisay sueaw

1NoYlIM pue Ajjeuonipuodun
pied s swooul di1seq ay |

yruow

/04n3 096 :9jsuely Jo 3ZIS

"9T0T J2qWISAON JO

se Apisqns 19Jew Jnoge] Jay3o
10 duemoj|e Juswhojdwaun
J1seq pied uo a1am oym sieak gg
pue Gz usamiaq pade puejui

Jo spuapisal sem dnoug 328.e]

usisap ydieasay

*'S9AIIUDDUI
340M J93u0iIs
UMM 31 3e1dosse (q)

pue ‘wa1sAs
£314n23s e120s 3y}
Ayndwis oy djay
pIN02 dWodU| JISeq
e Jay3aym a1enjens (e)
:01 S
1011d 5Y3 Jo Wie BY L
JuswAhojdws
3uiyaas Jo 3ujiom
se yons ‘saljiAnoe
J3Y30 JO§ S32IN0SII
pue awiy dn 2344 (q)

‘oouelsisse

Jeloueul} 3uiyass

Ul POA|OAUI YIOM JO
junowe ayy adnpal (e)
:0] papusanul
SIawodu| dIseq ay |

ESIENETe
juswAojdwaun

Jo syuaididal wouy
pa129]9s Ajwopue
sjuedydied 0002

8T0C 1equiada(Q T€
- .10z Aenuer 1
(1ew3) 3uswiadxy
awodu| o1seg ay |

puejui4

sonaslao pue sty | sais | suen| _Kauned

45



Universal basic income policies and their potential for addressing health inequities

"1y uonedidijied Juaiind

9y Japun s31jauaq JI1ay3 aAI9dal
01 9NUIIUOD S3LIEIDIJBUD]
:(dnoJ3 uosuedwod)

«SY40M 1eym 3uuinseap,,

9107 ‘sioqew(1aoH ‘(tpuow/zozs o

‘810 WY313N 40 K117 55924108 winwixew e Jo ‘o,0g 03 dn) uies
Aay3 Asuow ay3 Jo a1ow dasy

Kew syyauaq J1ay3 apis3uole
LIRS YJoM oym saLieIdIyRUSq
UMO J13Y3 yum syuaididas 1eU3 U1 “_ 440 sked spiom,,

U 10 LRI HINES GIR 7 ‘Aedidiunw syy wouy

“uonenyIs [BIDUBUY BYY'E  5rueping pue diay esxs A3l

‘{ynesy siuedidiyed :(Joddns jeipos

Swedpnied uo ays ayyz  -oydhsd)  uoneanoe papoddns,
{(340M J333UN)|OA "S91}IAI}OE UOIIRISDUIRI JSYI0

ysnouyy "3-9) AjaA13oe 10w 10 ¥29Mm Jad sqol jo Jaquinu
K33100s U 91edidiied uo urenad e Joy Ajdde 03 uonesdijqo
/pue Ap21nb a1ow yiom OuU :(J34SueJy Jeuoinipuodun)
puiy 91doad Jayvym T LuoneiAde-4s,,
:Buissassy  ‘paJapisuod atam sdnoig ino4

painseaw 32943 uSisap yraeasay

‘Apusiayip
paJsisiujwpe aq ued
9oUEe)SISSe |e1d0s
J2Y1aym mouy| 0}
syuem 3yda4in Jo Aud
9y "13S pue xo1dwod
2Je (Iamafedidiped)
v uonedidiped ay}
J9PUN 9JUR)SISSE |e1D0S
ul S3)NJ JUIND BY |

‘@ouejsisse |eidos
ul Sa|nJ JoaMsa} JO S}oa4e

a3 SuiApnis aya.a1n 6T0¢C 19903120
Jo A1s1anlun ay1 pue - 8T0caunr s}iomieym
22N jo KD oyl (jewy paziwopues)  /PHIMIBM USIBM
yum 123foad youeasay syuedpied poe  :309loud yoleasay  spuelayiaN

sonpaslqopuesuty | —sais| —swen| ke

46



Annex 4. UBl initiatives in Europe and Canada

"LTOT ‘uonepunod
3unoA 3yl {2T0T ‘1UI0) :$924N0S

‘so213oe.d uoneddied Adjjod
/A unwwod pue uopdwnsuod
‘diysanauaidaiyus ‘(Suneys)
sdiysuonejas Aunwwod ysniy
pue jeydes |e1d0os ‘Aiqels
]Jeuozows ‘uoi3eNnIdNj} SWod Ul
pue awodul ‘JusWwaA3Iyde
Jeuoneonps ‘yijesy |eyusw
pue |eaisAyd jo a3e3s ‘sniels
Jnoge] pue JIAID ‘xas ‘93e

:Se 4ans s10310ey Jo Siskjeue
Buipn)oul ‘3uiag-)jam andalgns
pue ssauiddey uo yedwy
'suoI3N|os

JO U0I3ea.2-02 Uo Jedwl

pue saueyausq uo edw|
‘(uonesnsiuiwpe

‘sooueuly ‘suonelado)
uonenjens awwel3oid
‘(saueld1yduUag-uou pue
salied1yauaq) sainseaw Aorjod
]BID0S 9AI30E UO JUBWISSISSE
1Pedwi Aunwwod aAnReyend

painseauwl 13943

"92J9WW0d
Anwixoud ayowoud 03 Aouanind
]e120s ul pied s Jajsueu} ay3

JO 04GZ :UOI}IPUOD ||BISAQ

‘(3wi) B INOYUM) ple sy} adonpad
Ajeed Ajuo jj1m pjoyssnoy ayy
Kq paresauas si eyl swodul 3y |
psyuwnun

(wne

YiM) p1oyasnoy ay3 Jo awodul
9)geandwod sy} Ul uoieLeA

9U3 yum AJen 1M S)oA9] 31jauag
pavwTT

‘(sa10110d 19)EW

Jnoge) aAie ul uoneddied
ou) Ajjeuonipuodun

pajuesd aJe syyauag
[eUoIIpUOOUN

*(uonedidiyed

Aunwwod 3ulia)soy pue
‘swoo. 3no 3uiual ui djay
‘Awou02s je1nos uawhojdws
pue 3utuies3) saidrjod uoisnjoul
DAI3OB IN0J 33 JO SUO U|
uonedpiyed Aiojepuew uodn
]euoI}IpUOD S| pie SUIAI9IDY
‘PaJapISu0d

2Jom sdnou3 Aserd1jauaq ano4

usisap ydieasay

‘Aouaiind

]e20] € 4O UoIIeaId BY}
‘(3ses) 3ou Inq 3se)) pue
]19A3] pooyJdnoqydiau
1e uonedipiied
o1gnd ‘poddns
]enInw ‘salwouodd
aAesadood 3uneasd
pue Suuieys ‘3uiuiesy
3uiziniuadui sapdijod
dAI}Oe Jo d3uel e
3unsay papnjul
sandalqo ayy

‘SIWI YHm Jay3ago]
‘sadljod uoisnpoul
2oejdyJom pue |eIdos
9AI3oe ul 9jdoad
3uide3ua Aq s1o13s1p
pue spooysnoqysiau
J19Y3 ‘suipuno.ins
Sjeipawiwl sy}
anosdwi 03 3upyaas
9)iym ‘(poddns
Jedidiunw uoisnjoul

= SII) dwodul
wnuwiuiw pasjuelend
e y3nouyy aydoad

ul1 3saAul Aj103J1p 0}
swie 123foid ay |

*dwodul

pue uonisodwod

pjoyasnoy uo

3uipuadap

‘(eluojezed uiaul)

KAyuanod ayy ajgnop

‘wnwixew)3929'T

pue (wnwiuiw)

3 00T AUnowy
'sieah 09
pue Gz usamiaq
pade Jaquiaw e
3uiney asyuesend
0} Wnwiuiw

33} MOJaq Judl o
'SIXy sosag

93 JO S}UBPISAI *

‘ena3d A1 3

‘'spjoyasnoy

9]q131)9 wo.y

pa12319s Ajwopuei

Sployssnoy 000T

Kouapiys

pue s309y3
sainseaw ey}
129(oud youeasa
SulAuedwodoy

(LTOT Joquiidas
pauess) 103foud
JNODNIN-4

10)1d

uleds

sonslgopuesuy | = sas| _swen| _kaned

47



48

| Effects measured

[=
20
(2]
[}
©
=
(3]
S
(1]
(13
(%)
[}
@
(7]
[
=
o
(>
2
£
o
©
j=
(4]
(2]
E
<

Universal basic income policies and their potential for addressing health inequities



Annex 5. Case countries

Annex 5. Case countries

As5.1. Finland

In the Finnish case, a move to simplify the benefit systems at their foundation has been progressing for
some time; it is not dissimilar to the developments accompanying the move to universal credit in the
United Kingdom. The main difference is that in the United Kingdom, administration of universal credit
has remained linked with testing of work conditionalities; greater market administration of benefits
in line with labour market fluctuations is in evidence in the use of in-work conditionality regimes,
which entail adjusting benefits with job changes, as well as asking beneficiaries to change jobs to
satisfy requirements relating to working hours. In Finland, potential public savings from streamlining
administration by easing conditionalities - along with the potential for bringing an end to poverty
traps by allowing claimants to retain their income grants when working - have entered into experiment
design. The aim to retain fiscal neutrality led to a partial version of basic income, below the subsistence
level. The aim of general system simplification can be seen in the national-level administration of
the experiment. The general political debate in Finland, however, has remained tied to reinforcing
employment participation, including with the increased use of conditionalities. Hence, the Finnish
experiment represents a contribution within a more complex debate about the direction of income
security systems.

It should be noted that in terms of health, the experiment does not relate directly to the health
sector, despite the ongoing broad health equity debate in the country.”® Evaluation and monitoring
frameworks include health indicators, the number and nature of which vary widely and tend to be
rather unspecific. Health is also considered a secondary outcome, sometimes more driven by research
than policy interest, which tends to centre on work/workfare/employability in the context of changing
economies and labour markets, as well as cost-efficiency of welfare states.

A5.2. Denmark

In the Danish case, local experimentation in lifting conditions on unemployed groups’ receipt of
assistance has been occurring in response to various developments, including government initiative,
and with the support of private foundations. Practical failings in sanctions systems that were identified
in a series of public reports contributed to the impetus for experimenting with lifting conditions on
claimants. As was the case in Finland, an important driver was testing a different model to motivate
the social integration of excluded groups, in particular the long-term unemployed population.
Support in the form of education and development grants has featured in the experiments. Emphasis
on the autonomy of beneficiaries has been strong and built into the design and the form of social
support for beneficiaries during the experiments. The Danish experiments are very small in scale, but
significantly different from other ongoing experiments. They involved self-direction in allocating time
for job searches, and voluntary workshops among social workers and unemployed people, along with
obligations for those without work and, in Aarhus, a self-budgeting arrangement (Haagh, 2019b, 2019d,

“ Increasing inequalities in accessing health care services are currently being broadly discussed in Finnish politics. Evidence
suggests that this is likely the result of socioeconomic differences, including in employment, education and gender, resulting
in large differences in mortality rates (Kangas & Blomgren, 2014; and qualitative data from an interview carried out by the
author). As a response, broad-based reforms of the primary health care sector and in particular health insurance schemes are
being discussed.
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2019e). In the latter case, the experiment was supported by a private foundation, which allowed the
council to “go further than would [otherwise] be possible in law” (essentially to spend more money).
The unemployed individuals selected for the experiment were given their usual benefits and allowed
to spend up to 50 000 kroner or (about €5000) according to their own self-designed support plan. This
plan involved assistance and monitoring, but was based on self-selection of needs.

A5.3. Netherlands

As in Finland and Denmark, experiments in the Netherlands have been driven by interest in testing
models of delivering income security that are driven by motivation rather than demanding social
contributions, underpinned by threat of sanctions. In contrast with Denmark, the experiments in
the Netherlands were under discussion for a long time before proceeding, and have been motivated
to a much greater degree by experimental design. The concern has been to compare exactly how
beneficiaries would behave under different motivational conditions, and faced with different financial
incentives. Participation grants, namely a top-up transfer for voluntary participation in community-
oriented work, are one such incentive. These experiments are highly localized. The background to this
is on the one hand the highly decentralized structure of the Dutch welfare state, coupled with extensive
fiscal decentralization. Faced with rising caseloads under stable resources, local communities had a
strong incentive to look for innovative solutions. The decentralized character of welfare policy in the
country enabled communities to do this within the established legal framework.*” Similarly to Finland,
health specifically does not play a significant role, except where a correlation can be drawn with
motivational effects, such as stress related to economic scarcity.

A5.Z. Canada

In contrast to Finland, Denmark and the Netherlands, the experiment in Canada was driven by a strong
anti-poverty agenda, which was closely linked to a debate on health inequities. While motivational
issues played a role, there was a strong focus on the (working) poor population, which also determined
the design of the UBI trial, being based on an NIT model (see Section 4.1). Under the common agenda of
social justice, the political pressure for the income grant was essentially a bottom-up movement firmly
rooted at the local level and based on a broad-based coalition, including civil society, the public health
sector and local government. Health as a poverty trap at the individual level, but also at a broader
social, economic and fiscal level was a core dimension of the campaign, which was also favoured by the
positive political climate of a liberal government. The recent change in government has put a quick end
to the only recently started programme.

A5.5. Scotland

The Scottish experiment stands out from the others because it does not involve field experiments, but
is essentially a broad-based feasibility study to test differentincome policies with regard to theirimpact
on health outcomes, in particular premature mortality, years of life lost, and hospital stays. A micro-
simulation tool, which includes a variety of design options (taxation policies, benefits policies, various
forms of UBI, a minimum wage approach, NIT, and an increase in benefit uptake through psycho-social
support) allows different stakeholders and government levels to model potential health impacts.

7 Qualitative data gathered from an interview carried out by the author.
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Similarly to Canada, in the Scottish debate poverty and health take centre stage as social justice issues.
The initiative is firmly rooted at the local level and is based on a strong coalition of the public health
sector and local government, pressurizing government to explore innovative solutions in the face of
rising inequality that is resulting in increased poverty and social exclusion, with negative outcomes for
health and well-being. Concerns about administrative effectiveness with regards to accessing welfare
services are another key aspect, in particularin light of the scaling up of universal credit, which - against
its core objectives - appears to foster exclusionary processes.

A5.6. Spain

Similarly to the Netherlands, Denmark and Scotland, the Spanish model is firmly rooted at the local
administrative level and has been initiated as a reaction to rising local demand and an inadequate
response by central welfare schemes. Rising economic inequality is a key political aspect of the Spanish
experiment, while core objectives encompass the motivational aspect, participation grants, as well as
strengthening employability by supporting beneficiaries in creating local employment opportunities.
The programme thus has a broader focus oriented towards poverty reduction - while testing different
motivational aspects - which is unique to the project. Health is not expressly considered, except where
it factors in as an inherent poverty issue.
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Annex 6. Example of the effects of taxes and
benefits

Fig. A6.1 Summary of the effects of taxes and benefits on all households by quintile groups, United
Kingdom, financial year ending 2017
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[ .| .| i — — L
0 [ ]
. .
-25000
-50000
Bottom 2nd 3rd 4th Top All households
Quintiles
W Cash benefits Benefits in kind M Direct taxes M Indirect taxes

® Net position

Source: ONS, 2018.
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Annex 7. How to make it work for health equity —
success factors

Several aspects emerge from the case studies and the debates with health practitioners and policy-
makers involved in the UBI experiments, which seem to be crucial for establishing UBI as a health
equity issue.

® The health sector needs to make health inequities a priority theme, and to take action; not
only within its own sectoral boundaries, but also beyond them, by persuading other sectors and
stakeholders to take action on social determinants that influence health inequities, in particular
income security measures.

® Closely related to this argument is the importance of developing a narrative on health equity
as a social justice issue, which should be broadened beyond health impacts and outcomes. It is
important to show the pathways between income security and health, but it is equally important to
develop a narrative on the role of health in strengthening and maximizing other sectors’ outcomes
(such as employment through sustained productivity), as well as broader societal objectives, goals
and values (such as social justice, inclusive growth, reducing poverty and leaving no one behind).
In order to gain credibility and create consensus, the health sector has to take the health debate
forward and out of purely the health domain.

® Consensusneedstobebuiltaroundhealthequityasasocialjusticeissue. Thiswhole-of-government
approach involves both horizontal and vertical dimensions. The local level of government seems
to play a key role in pushing for reform processes, laying the groundwork for a bottom-up reform
process for social justice. This has been seen in Canada, where the health sector and poverty-
focused civil society coalitions came together to promote basic income ideas. In Scotland, too, the
role of local government was essential for bringing to the fore the health equity debate, pushing
central government to recognize and take action on health as a social justice issue (Box A7.1).

® Political will cannot be engineered. A complex mix of various stakeholders’ interests and specific
overall political, social and economic conditions (policy windows) make government take action.
However, some things may help: for example, in Canada and Scotland empirical evidence that
underpinned the pathways between health and poverty was central to creating awareness about
the link between poverty and health and well-being. What was even more important - including
in winning over the various tiers of government - was to show through disaggregated data the
impact of poverty on health at the local level. International and regional debates about the role of
social determinants of health for health equity (led by international or regional organizations, such
as WHO Regional Office for Europe) provided an important additionalinput and support for national
health sectors to act and increase the pressure on their respective governments.

® These processes are not happening overnight, but need time, and change will be necessary in
the mindset of many politicians and practitioners. A stable political environment supporting the
case for health equity as a policy priority lasting beyond one legislative period only seems to be
conducive.

® Finally, as with almost all reform endeavours, policy champions play a critical role, lending a voice
to the cause, which in turn can provide an important contribution to improving public and political
acceptance.
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Box A7.1: From health as a lifestyle issue to health as a life circumstance issue - the case of
Scotland

The debate on health inequalities in Scotland is very much framed as a health equity and social
justice issue. However, this was not always the case and it took around 20 years to change it. In
1999 a White Paper was produced in Scotland (entitled Towards a healthier Scotland (The Scottish
Government, 1999)) that for the first time framed health as part of a life circumstance agenda,
whereas before it had been very much framed as a lifestyle issue (as was the traditional approach).
The language therefore also changed, focusing less on health disparities and moving towards a
discourse on issues of equity.

In 2007 a Ministerial Task Force on Health Inequalities was established in Scotland. The Task Force’s
published report, entitled Equally well (The Scottish Government, 2008), looked into the root
causes of health inequalities. It marked a turning point in the debate on health inequalities, as it
started for the first time delve into the health equity issue, looking at the root causes and, in this
way, moving the agenda away from purely lifestyle factors to take into account life circumstances
and examine social justice issues.

Initially it was mainly the health directorate that promoted the issue, albeit referring to the role

of other sectors in dealing with the problems: it did refer to the life circumstances element, such

as early years and employment, along with social justice issues, such as drugs, alcohol, violence
and environment/transport. However, it was still seen mainly as an agenda, and did not penetrate
throughout government. Some local authorities understood the significance of this subtle change,
identifying the issues as being cross-sectorally important, which allowed the health sector to move
them forward out of the health domain, changing the direction and fostering appreciation for the
issue among other sectors.

Reducing health inequalities is a government priority and has become iconic on the Scottish
Government’s agenda. The coalition with the local government level was important initially,

to initiate moving the issue out of only the health domain. The Government now publishes
monitoring reports on the reduction of health inequalities twice yearly (The Scottish Government,
2017), assessing progress in tackling health inequalities by monitoring not only health policies, but
also policies in other sectors. This really facilitates the promotion of health inequalities as a social
justice issue that concerns all sectors.
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Annex 8. Example of the effect of social transfers
on child poverty rates

Fig. A8.1 Child poverty rates before and after social transfers, 2009
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