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Background
Global health aspires to improve health outcomes and reduce
health disparities through two opposing approaches. A “rights-
based perspective” rooted in health promotion and universal
access to primary healthcare (PHC), epitomised by the Alma
Ata Declaration,' the 2008 World Health Report,? and the
ongoing universal health coverage (UHC) agenda. The other
perspective focuses on “disease control,” emphasising the
identification of principal disease causes and implementation
of high impact interventions, epitomised by the Disease
Control Priorities approach,’ the 1993 World Development
Report* and the Lancet Commission on Investing in Health
(hereafter LCIH). Its most recent 2024 publication aims to
“halving premature death by mid-century”* It posits that global
deaths before age 70 (“premature”) could be halved through
a targeted strategy focussed on 15 priorities: 8 infectious
and maternal health conditions and 7 non-communicable
diseases (NCDs). To achieve this, it proposes a package of
cost-effective interventions grouped into 19 modules, each
“representing a programme area with a specific set of policies
and financing arrangements>”®

The relative merits of addressing underlying drivers versus
specific diseases is a longstanding debate at the forefront of
the Ottawa Charter in 1986,° and which the World Health
Organization (WHO) Commission on Social Determinants of
Health tried, unsuccessfully, to revive in 2008. Acknowledging
that disease-specific strategies remain crucial in certain
contexts, such as acute outbreaks like Ebola or high-burden
chronic conditions, disease-specific approaches are critiqued
by those conceptualising health and health systems as complex
adaptive systems requiring broader lenses that transcend
simple, linear causality.® This viewpoint interrogates the core
assumptions and methodological shortcomings of the 2024
LCIH report’s disease-centred approach to health policy.

Approach

This viewpoint employs a complex adaptive systems approach
to examine key concerns and methodological limitations of
the “disease control lens” adopted by the 2024 LCIH report.*
It follows a more conceptual paper® and adopts a reflexive
approach’ led by a group of individuals representing a
diversity of disciplines (health economists, clinicians, global
public health and policy), expertise, and professional practices
across multiple national and international contexts, bringing
substantial field experience in international organisations
and in low- and middle-income countries (LMICs). Drawing
upon our shared experiential and scientific knowledge, we
used relevant literature from our respective disciplines to
analyse and highlight the methodological shortcoming of the
LCIH, proposing a systems approach as an alternative to the
LCIH framework.

Key Concerns With the Modular Approach

We commend the LCIH’s efforts to identify where to allocate
scarce resources for maximum impact and acknowledge
that the political environment - characterised by resource
competition, biomedical securitisation,’” and commercial
determinants of health - attracts policy-makers to a disease
control approach. Furthermore, in domestic resource
allocation processes, Ministries of Finance increasingly
require sectoral ministries to demonstrate the linkages
between budget allocations and results or performance,'>'?
which also makes vertical approaches appealing. In LMICs,
shifts in resource allocation processes are often pushed
through conditionalities by international financial institutions
and other donors.”” However, we contend that the proposed
“modular disease-centric approach” overlooks the systemic
drivers of health and thus is unlikely to yield sustainable and
equitable health and economic outcomes in the long term.
Three inter-related concerns underlie this position.

Treating Symptoms or Addressing Their Causes?

LCIH’s primary limitation is prioritising diseases control over
health optimisation, an approach that ignores the contextual
and structural causes of poor health." This disease-centric
framework ignores the interconnectedness and independence
between health conditions'>* at a time of rapidly rising rates
of multimorbidity, including in LMICs."” This narrow focus
on diseases and their direct causes (eg, a viral infection)
overlooks their underlying structural drivers such as
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micronutrient deficiencies’® and broader determinants
including education, poverty, and living conditions, thereby
inadequately addressing both co-morbidities and underlying
disease susceptibility.

The COVID-19 pandemic illustrates these shortcomings.
While LCIH cites the pandemic to justify increased
investment in pandemic preparedness and response, it
overlooks the critical role of unhealthy lifestyles, poor
immune competency and socio-economic vulnerabilities
in determining disease outcomes.”® This inevitably leads to
disease-or-condition-specific ~ biomedical interventions®
such as screening, diagnostics, pharmacologically-based
treatments, vaccination, and psychotherapy. Yet, evidence
demonstrates that environmental, behavioural, and socio-
economic determinants are the primary drivers of disease
development and health outcomes,” with greater potential
to reduce morbidity and mortality than clinical services
alone.”»*

Although LCIH acknowledges “the crucial role of
intersectoral  policies in addressing high-impact social
determinants of health,” it offers little substantive engagement
with these critical health determinants. For instance, tobacco
control is mostly addressed in the context of taxation, while
high-priority interventions exclude non-medical strategies
for health promotion and prevention.” This omission reflects
a deeper reluctance to tackle the structural determinants
underpinning health inequalities.

Inadequate Use of Economic Analysis
The prioritisation of health interventions based on a “one-
dimensional” outcome like “deaths averted” or “probability of
premature death” raises additional concerns. Health outcomes
are multi-dimensional and the reliability of a single health
dimension is often ambiguous, eg, determining the exact
cause of death is challenging in the context of multimorbidity,
particularly in LMICs."* Moreover, a sole focus on mortality
tends to favour biomedical solutions, where success is framed
in terms of preventing a single cause of death, even if this
comes at the expense of quality of life, or subsequent death
from an unrelated condition.”” For instance, the most recent
Global Burden of Disease Study (2023) shows that while age-
standardised mortality declines globally, driven by reductions
in infectious diseases and neonatal deaths, morbidity—
measured as years lived with disability—is rising, especially
from NCDs and mental health conditions.** However, in many
countries, there is little to no correlation between national
morbidity and mortality data and national health plans
priorities.”® The issue of relying solely on mortality measures
becomes more pressing as populations age and NCDs become
more prevalent, highlighting the need for health systems to
adapt their goals and functioning “to add life to years”*
LCIH’s methodological choice of mortality-based outcomes
reflects and reinforces its narrow biomedical framing. While
presented as a rational evidence-based approach, it favours
technological and clinical solutions while systematically
undervaluing the socio-economic and structural determinants
of health whose improvement could bring community-wide
benefits. This may explain why interventions with cross-

sectoral benefits, such as policies on housing or education,
receive comparatively less attention. By contrast, a recent
European study found that a significant part of the most
efficient interventions were non-biomedical interventions
including excise taxes on tobacco and alcohol and policies
promoting healthier food and beverages.”

To allow for broader outcome assessments, health
economists often use composite measures such as quality-
adjusted life years (QALYs) or avoided disability-adjusted life
years (DALYs)? through cost-effectiveness analysis (CEA).
DALYs have been widely adopted as a measure of disease
burden in a population that captures both disability and
premature mortality.* Considering the availability of data on
disability even in LMICs, DALYs are quite easy to apply at
population level, and enable comparisons between countries.
QALYs integrate both length of life with quality of life, yet
the latter is difficult to measure, culturally variable, and
dependent on the chosen assessment tools. Consequently,
applying QALYs at the population level—especially in
LMICs—is challenging.” Furthermore, DALYs and QALYs
are fundamentally biomedical measures that focus on health
outcomes, and may not fully capture the broader range of
individual and societal gains associated with an intervention.

Although we support the LCIH’s call for prioritising cost-
effective interventions, we posit that while CEA is necessary,
it is not sufficient to guarantee efficiency, affordability, and
equity. Budget impact analyses must complement CEA to
address an intervention’s financial feasibility in specific
contexts, providing a holistic view of both the value and
affordability of interventions.'>* Indeed, even cost-effective
interventions can result in a net loss of health if they
displace other activities that would have generated greater
benefit.’ Beyond efficiency, priority-setting must consider
the severity or scale of the health issues addressed,” as well
as equity. Cookson et al provided evidence of growing use
of distributional CEA to make efficiency-equity trade-offs
explicit across socioeconomic groups.” Such an approach
allows health improvements or well-being outcomes alike
to be valued not only in aggregate but also in terms of their
equitable distribution. Although promising, distributional
CEA is challenging and remains rarely used in LMICs.**

Cost-benefit analysis (CBA) enables the inclusion of
multiple outcomes across various sectors that would offer
a more useful approach to justify the allocation of scarce
resources. CBA measures whether the societal benefits
outweigh the costs and as such, supports a more holistic and
informed basis for decision-making. It can be rigorously
applied to global health priority setting.®

The relationship between cost, value and what gets
implemented for whom is often tenuous,* especially in
LMICs, where much of the public health budget is non-
discretionary (eg, salaries, basic equipment), and where large
parts of external funding is earmarked to donor priorities.
This raises important questions about whose values are
being prioritised and what outcomes truly matter.'” In such
circumstances, interventions that generate broader societal
benefits and systemic externalities should be prioritised over
narrowly defined disease-focused programmes. Besides,
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ethical concerns should also be integrated in prioritisation
exercises.” Multicriteria decision analysis is a promising
approach that enables multiple criteria to be weighted and
considered jointly, potentially expanding the scope of CEA
and informing CBA.*® Although multicriteria decision
analysis also struggles with methodological issues, recent
evidence illustrates that it can provide a systematic, evidence-
driven approach within healthcare.”

LCIH’s framework does not engage with these more
comprehensive tools, risking a reinforcement of donor
dependency and a neglect of structural determinants of health
by focusing on a few direct causes of poor health.®

Misunderstanding the Value of Health Systems

LCIH’s “modular approach” is framed as a means “to shift the
focus from health-system inputs and functions towards the 15
priority conditions” The LCIH calls “for a reset of the UHC
and health-systems strengthening agendas” and recommends
“that national governments maintain their focus on public
financing of a core set of interventions that are fully prepaid
and available to everyone, starting with the highest value for
money interventions [...]” In other words, LCIH treats health
system strengthening (HSS) not as an enabling investment to
generate broad health gains, but as a byproduct of investing
in the priority modules reverting to vertical approaches to
health system support.*

This framing is fundamentally flawed and fails to grasp the
interconnected and interdependent nature of health systems.*
It implicitly assumes that individual health interventions
possess intrinsic efficacy, regardless of the context and health

Table 1. Potential Biases Arising From Inadequate Use of Economic Analysis

system in which they are delivered, ignoring the well-known
difference between efficacy and effectiveness.” Outcomes
vary significantly across delivery contexts,** and while LCIH
presents priority modules as self-sufficient — as though they
could function independently of broader health system
functions such as governance, financing, infrastructure, or
skilled healthcare personnel - a growing body of evidence
confirms that without a reasonably performing health system,
health interventions, regardless of how cost-effective they are
on paper, are likely to underperform.* As the WHO reflects:
“Every intervention, from the simplest to the most complex,
has an effect on the overall system, and the overall system has
an effect on every intervention.”*

Crucially, CEA cannot capture the full, system-level value
of HSS, nor can it measure “cross-programmatic” efficiency*®
or the indirect contributions of systems to various health
outcomes,” thus ignoring opportunity costs.*’ Consequently,
CEA is ill-suited to value health system resilience and to
compare the impact of general system strengthening versus
targeted interventions, and the supposed higher efficiency of
the latter is more a reflection of methodological limitations
than real-world value (Table 1 illustrates the bias arising from
this misconception).?*#-%

The limitations of the LCIH’s “modular approach”
are further exemplified in its analysis of pandemic risk
and preparedness. It relies on outdated mortality data
that overestimates future pandemic risks® and despite
acknowledging its model’s limitations, the LCIH supports
massive investments in biosecurity—such as surveillance,
diagnostics, and vaccine development—while neglecting key

(a) Differences Between CEA and CBA

CEA CBA
Purpose Compares the costs of different interventions relative to their Evaluates whether the benefits of an intervention outweigh its
health outcomes. costs.
Outcome Uses natural units like life years gained, cases prevented, or Converts both costs and benefits into monetary terms.
measurement combined measures like QALYs, DALYs.

Monetary valuation Only costs are expressed in monetary terms.

Key question
the money spent?

Both costs and outcomes are in monetary terms.

Which of two or more options gives the best health outcome for Do the benefits of the intervention justify the costs in monetary

terms?

Use case Used in healthcare when the goal is to maximise health
outcomes within a fixed budget.
Example Comparing an innovative treatment comparatively to current

treatment in terms of incremental cost-effectiveness where the
new treatment is both more expensive and more effective, eg,
US $20 000 per QALY — CEA helps decide whether the extra cost

Used when comparing interventions across sectors or when
decision-makers want to see net economic gains.

A programme costs US $1 million but is estimated to save US $5
million in future healthcare costs and productivity — CBA helps
justify the investment.

related to the new treatment is worth the health benefits.

(b) An Example of Cognitive Bias Due to the (Ab)use of CEA — the Impossibility to Compare Individual Interventions With HSS

CEA enables estimation of deaths averted (or “lives saved”) thanks to individual interventions. Suppose a given country where Vaccine A “saves” 1000 lives
and Treatment B “saves” 2000 lives annually. A person benefiting from both will be counted twice — once as a life saved by Vaccine A, and once as a life saved
by Treatment B. Yet if that person dies from Condition C, this is not reflected in the effectiveness calculations for Vaccine A and Treatment B, but it does appear

to “reduce” the overall effectiveness of the health system.

Similarly, improved nutrition (via micronutrient supplementation, dietary advice, or increased household income) may reduce mortality across many
conditions, from vaccine-preventable infection to malaria to a range of NCDs.?**® However, systemic effects are near impossible to isolate, which make such
interventions appear less effective or ineffective. Equally, as individual resilience through better nutrition improves, it will lower the absolute benefit of
disease-specific interventions, and thus also make them appear less efficient — eg, denominator effect.”

Abbreviations: CEA, cost-effectiveness analysis; CBA, cost-benefit analysis; QALYs, quality-adjusted life years; DALYs, disability-adjusted life years; HSS, health

system strengthening; NCDs, non-communicable diseases.
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drivers of health improvements like sanitation, nutrition, and
resilient health systems. This securitised, biomedical focus
diverts resources from essential services like primary health
care,” especially in LMICs where opportunity costs are high
and priorities differ.”

Alternative: A Systems Approach to Global Health

While we share the LCIH’s goal of improving global health
by 2050, we propose a fundamentally different approach.
The LCIH exemplifies the linear reductionist paradigm that
still prevails in public health.® In contrast, we advocate for
a holistic, systemic approach to health and health services
mirroring the public health interventions that dramatically
reduced premature mortality in high-income countries
over the past two centuries.” This systems-based approach
has long been promoted by WHO* and the Global Health
Promotion Movement.*® Unlike the LCIH, WHO emphasises
that “improving health” is just one of several objectives of
health systems. These objectives must be balanced with others
according to each society’s values and preferences.”

The Interdependent Functions of Health Systems
WHO’s framework for Health System Performance
Assessment (HSPA) outlines four interconnected functions of
health systems—governance, financing, resource generation,
and service delivery—designed to achieve five interrelated
goals: health improvement, people-centredness, financial
protection, health system equity, and efficiency.”® By focusing
almost exclusively on service delivery (for a few interventions)
and to a narrow “health improvement” objective (limited
to 15 specific disease and conditions), the LCIH’s approach
misses critical system factors and expectations that are valued
by people, as well as systemic constraints and synergies.
Contrary to LCIH assumptions that interventions are
“self-contained,” the WHO’s HSPA framework recognises
the essential interdependence of all health system functions.
It highlights how service delivery is shaped by governance,
financing, as well as human resources, physical infrastructure,
equipment, medical products, and health information
systems. It also underscores that health system performance is
deeply influenced by broader contextual and socioeconomic
determinants.” This interlinked view is essential for creating
resilient, responsive health systems, something a fragmented,
disease-specific strategy cannot achieve.

Context-Sensitive Solutions and Comprehensive Situation
Analysis

There is no single blueprint to solve all health problems
across communities. Solutions must be context-sensitive
— what works in one setting may not work in another.’ To
reach Global Health goals by 2050, we must go back to the
foundational principles of health promotion® and health
policy planning.”” A critical first step is to establish inclusive
forums for analysis and policy dialogue.”® These spaces
must actively engage all stakeholders, including community
representatives and stakeholders from non-health sectors.
This is key to transparently determine the necessary trade-
offs inherent to priority-setting.*

Effective policy dialogue begins not with pre-defined
solutions, but with a deep, context-sensitive situation analysis,
prior to prioritising locally fit “healthy” interventions.
Such situation analysis should rest on two complementary
components. First, an in-depth HSPA is essential to identify
areas where investment can guarantee basic functioning
and overall health system performance, moving beyond the
delivery of stylised modules, but positioning HSS as a vehicle
for achieving broader health service provision aligning
with localised need.”” Second, an in-depth population
health diagnosis should uncover the root causes and shared
determinants of ill-health (eg, nutrition system, stress, poor
sleep, illiteracy, sanitation). Engaging stakeholders across
sectors is crucial to identifying context-sensitive cross-cutting
problems and solutions, reflecting a genuine “health-in-all
policies” approach.® We further advocate for foundational
principles of health planning centred on equity,® guided
by community preferences and multiple decision criteria
beyond cost-effectiveness, which further seeks long-term
sustainability.

Building Strong People-Centred Primary Care Systems
Although the LCIH claims it is “not advocating for these
modules to be vertical programmes in the usual sense of the
term,” its approach is fundamentally linear and hierarchical.
The 2008 World Health Report distinguishes between three
healthcare provision models: (i) conventional ambulatory
medical care focusing on illness and cure; (ii) disease control
programmes focusing on priority diseases and related
control interventions; and (iii) people-centred PHC focusing
on communities health needs, with people as partners in
managing their own health.? While the LCIH clearly adopts
a mix of models (i) and (ii) above, we align with WHO
recommendations to shift towards model (iii). A systems
approach goes beyond the reduction of isolated conditions—
it works to co-design health systems that tackle root causes
of ill-health while delivering person-centred care through
resilient and adaptive PHC systems (Table 2 contrasts the two
approaches).

From the Alma Ata to the Astana Declarations,"* including
the World Health Report 2008* and joint work with United
Nations Children’s Fund on PHC measurement, % WHO
and independent scholars have consistently documented that
strong, people-centred PHC is the cornerstone of equitable,
efficient, and resilient health systems.®® Well-known country
case studies include the Good health at low cost study
examining China, Costa Rica, Sri Lanka, and Kerala in India,
all of which achieved substantially better health outcomes
than other nations at similar levels of development through
a shared commitment to equity, good governance, and action
on the wider determinants of health.” Other examples
include Thailand, which adapted its PHC system to evolving
population health needs and achieved remarkable progress
toward UHC and improved health outcomes, including
elimination of mother-to-child transmission of HIV despite
a generalized HIV epidemic®; and Brazil, which initially
relied heavily on disease-specific health programmes but
later benefited from a broad “Health Reform Movement,
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Table 2. Contrasting the Lancet Commission on Investing in Health’s Approach

With a Systems Approach

LCIH’s Approach

Systems Approach

Focused on disease-specific targets, CEA, technical
solutions and specialised programmes PHC systems
Focus on diseases and risks

Aim of reducing premature mortality by focusing on major
causes of death

Using cost-effectiveness as the sole prioritisation criterion

Focus on biomedical health technologies

Focused on holistic health goals; efficiency, sustainability, and equity analysis; and integrated

Focus on health and well-being

Aim of improving health by focusing on the “causes of the causes” of poor health (including
social determinants),®? quality of care, and HSS

Balancing efficiency with multiple prioritisation criteria including feasibility, acceptability,
equity, responsiveness, affordability, and broader sustainability

Include multisectoral interventions

First conduct a diagnosis on the health system performance — regarding all its objectives,

Focus HSS on its capacity to deliver priority modules

including non-

health related ones — to understand the causes of underperformance (main

bottlenecks), and adopt a systems lens to collaboratively design locally adaptive health systems

Expert-driven prioritisation

One-size-fits-all healthcare priority modules

Inclusive, all stakeholders’ perspective included in priority-setting

Locally set social and health priority interventions that meet communities’ priorities and needs

Abbreviations: LCIH, Lancet Commission on Investing in Health; CEA, cost-effectiveness analysis; HSS, health system strengthening; PHC, primary healthcare.

establishing a decentralised PHC system, expanding close-
to-community services to two-thirds of the population,
thus achieving near-UHC and improving population health
outcomes.*’

Strong PHC systems not only outperform narrow, disease-
specific programmes in reducing premature mortality,”
but also enable faster pandemic responses compared to
hospital-centric model systems.”” They offer long-term

economic benefits, yielding high savings by preventing costly
complications and lost productivity, with estimates suggesting
a US $14 return for every US $1 invested.”

Conclusion

While the LCIH proposes a modular strategy that appears
efficient, its narrow focus on disease control neglects the
systemic drivers of health and the need for robust HSS. By

Table 3. Our Conclusions Mirroring Those of the Lancet Commission on Investing in Health

LCIH Conclusions®

Our Conclusions

“First, dramatic improvements in human welfare are achievable
everywhere by 2050 with the right health investments.”

“Second, rapid, sharp mortality declines and associated declines in
morbidity can be achieved early on the pathway to full UHC.”

“Third, a modular approach to health-system strengthening supports
an initial tight focus on these 15 priority conditions and a gradual
broadening of effort as the priority conditions are more fully addressed.”

“Fourth, public financing of a few drugs and other commodities can steer
health systems towards delivering high-priority health interventions.”

“Fifth, tobacco control is by far the most important intersectoral policy to
help to achieve the 50-by-50 goal, in view of the number of deaths caused
by tobacco and the established and improving capacity of governments
to implement tobacco policy.”

“Sixth, the huge variation across countries in excess deaths during the
COVID-19 pandemic, particularly before vaccines were developed,
suggests that lessons can be learned from successful countries about
public health basics (eg, rapid response, isolation of infected individuals,
quarantine of people potentially exposed to infection, and social and
financial support for people isolating or quarantining).”

“The seventh and final conclusion is aimed at the development assistance
community. We conclude that official development assistance should
focus on two broad purposes. The first is provision of direct financial
and technical support to countries with the least resources to help to
control diseases and develop health systems. The second is financing
of global public goods, including reducing the development and spread
of antimicrobial resistance, preventing and responding to pandemics,
identifying and spreading best practices, and developing and deploying
new health technologies. For both of these purposes, focusing efforts
on the 15 priority conditions would best contribute to achieving a 50%
reduction in PPD by 2050.”

First, dramatic improvements in human welfare are achievable everywhere by
2050 with the right social investment.

Second, sustainable improvements in health and well-being can be achieved on
the pathway to UHC.

Third, a systems approach to health-system strengthening should be the starting
point to address the functional barriers to its performance, before prioritising
specific interventions.

Fourth, public financing of a universal PHC system can steer health systems
towards achieving its various goals (health improvement, people-centredness,
financial protection, equity, efficiency).

Fifth, social protection, healthy nutrition, safe water and sanitation, health
literacy and education, screen and stress reduction, and tobacco control are
important intersectoral policies to help address underlying drivers of poor health
to achieve better health for all.

Sixth, the huge variation across countries in excess deaths during the COVID-19
pandemic suggests that lessons can be learned from successful countries about
reducing social inequities and strengthening public health basics — including
community systems, evaluating policies and communicating with the public in a
transparent way, and strengthening people’s natural immunity.

The seventh and final conclusion is aimed at the development assistance
community. We conclude that official development assistance should focus on
two broad purposes. The first is provision of direct financial and technical support
to countries with the least resources to support domestic needs analysis, priority
setting exercises and strengthening of social and PHC systems. The second
is financing of global public goods, including implementation research and
evaluation capacities to identify context-specific performing intervention and
deploy locally adapted health interventions and technologies. At the global level,
instead of committing to support technology transfer, a true global public good
investment should make all effort to revert the large inequalities of opportunity
in health and wealth which characterise our world.”®

Abbreviations: LCIH, Lancet Commission on Investing in Health; UHC, universal health coverage; PHC, primary healthcare.
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prioritising discrete interventions and cost-effectiveness
metrics, LCIH risks reinforcing a fragmented, disease-specific
perspective, yielding short-term health gains while failing
to address the underlying vulnerabilities, comorbidities,
and social determinants that shape health outcomes. This
approach persists not because it is more effective, but because
itis more politically tractable in a system that values countable
outputs over transformative change. Naming these political-
economy constraints openly allows us to propose actionable
alternatives that are realistic within existing power structures.

Sustainable and equitable progress in global health requires
a shift toward a holistic, systems-based approach, one that
integrates social determinants, strengthens health systems,
and recognises the complex interplay between health, well-
being, and society. Rather than narrowly focusing on death
avoidance, we must adopt a participatory approach to PHC
that prioritise maximising health, fostering resilience, and
promoting well-being for all. In short: The greatest gains in
global health will come not from fighting diseases one by one,
but from building equitable, resilient societies where health and
well-being can flourish.

We offer an alternative approach to improving global health
by mid-century. By adopting a systemic perspective, we diverge
substantially from LCIH’s conclusions. Mirroring the latter,
Table 3 summarises our conclusions and recommendations.

WHO and numerous independent experts have already
worked a lot on how to adopt “systems thinking” for HSS,*
how to operationalise PHC and acting on social determinants
of health,® and how to redesign health systems accordingly.””*
However, beyond technical guidelines, countries must first
generate the political momentum needed to redesign their
respective health systems and resource allocation processes.
This requires a careful understanding of the political-
economy forces that sustain the suboptimal status quo, as
well as effective communication strategies or “investment
cases” that can convince international, national and local
decision-makers of the value of prioritising primary HSS and
addressing the root causes of poor health, rather than focusing
on specific interventions that merely treat symptoms. The
current calls for reforming global health governance creates a
momentum that must be seized, before it dissipates.
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