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Abstract In 2024, the Lancet Commission on Investing in Health proposed targeting investment in 15 priority conditions through 19 modular
interventions to improve global health by 2050. While pragmatic, this approach may not fully capture the complex-adaptive nature of
health and health systems, nor their social, economic and political determinants. In an iterative, interpretive analysis, proposed global health
investment frameworks were mapped against complexity, systems thinking and health epistemology framewaorks; five thematic areas were
identified for further development: (i) health as emergent from interdependent, social-biological systems; (i) the non-biomedical determinants
driving inequities; (iii) health systems' adaptive requirements; (iv) epistemic injustices that marginalize non-Western perspectives; and (v) the
need for context-sensitive, community-led implementation of health measures. Recent major disruptions to international aid financing,
while challenging, present a unique opportunity to redesign health investment on more sustainable and locally grounded foundations,
where national governments deliberately invest in the social determinants of health as direct health improvement strategies rather than
merely as adjacent social policy. To seize this opportunity, we propose five guiding principles for policy-makers: (i) community co-production
of interventions; (i) adaptive governance structures; (iii) complex systems literacy in workforce training to navigate interdependencies
and uncertainty; (iv) cross-sectoral partnerships to address determinants of health; and (v) context-sensitive metrics that incorporate
community engagement to support learning within health systems. These are not optional enhancements to existing approaches; they
are the foundations without which any health investment strategy will continue to treat the symptoms of inequity rather than its causes.
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Introduction

As global health agendas look beyond the United Nations’
Transforming our world: the 2030 agenda for sustainable de-
velopment,' it is clear that linear, disease-specific, health-care
strategies (for example, single-disease or step-by-step ap-
proaches) remain dominant despite decades of evidence about
the social and systemic determinants of health. For example,
the Lancet Commission on Investing in Health report Global
health 2050: the path to halving premature death by mid-cen-
tury’ proposes that, with substantial investment, global health
could markedly improve by mid-century through a targeted
approach that focuses on 15 priority conditions, namely eight
infectious and maternal health conditions and seven noncom-
municable diseases, packaged into 19 intervention modules.

Despite efforts to improve health-care services and de-
livery, such as those proposed by the Lancet Commission,

challenges remain in realizing benefits for communities.
Achieving health outcomes will require a broader framing that
reflects the complex-adaptive nature of health systems. Table 1
summarizes the core distinctions between a disease-focused
approach, which underpins many current global health invest-
ment frameworks, and a health systems-focused approach
that is grounded in systems thinking and takes complexity
into account. These approaches are not mutually exclusive
traditions but understanding their complementarity and dif-
ferences helps clarify what a more comprehensive, systemic,
global health strategy needs to address.

The recommendations of the Lancet Commission on
Investing in Health and, more generally, work emanating
from the World Bank’s Disease Control Priorities approach,’
are built on a technical view of health and disease based on
modular solutions, which may underestimate the social,
economic and political determinants of most preventable
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premature death. This approach focuses
on biomedical interventions that target
specific diseases or conditions rather
than sustaining a high-quality health
system capable of delivering people-
centred primary care that is optimized
to the local socioeconomic context.*
Similar objections have also been raised
elsewhere.’

In this paper, we approach the
goal of improving global health from a
foundation that is both epistemological
(that is, how we know and understand
health) and normative, in that it makes
claims about how health systems ought
to be designed and governed. First, we
lay the foundations by examining the
concepts of health and disease through
a systems lens. We then explore the
limitations of disease-focused thinking
and the practical pathways towards a
more systemic alternative, focusing on
the dynamic interconnectedness and
interdependencies between the biologi-
cal, social, economic and environmental
factors that shape health outcomes. To
do so, we draw on iterative, interpretive
analysis to map current global health
investment thinking against established
scholarship on complexity, systems and
health epistemology. Five thematic ar-
eas emerged through this process via a
consensus-based synthesis: (i) adopting
a systems perspective; (ii) going beyond
linear technical solutions; (iii) going
beyond modular approaches; (iv) going
beyond top-down, normative approach-
es; and (v) adopting a complex-adaptive
systems approach.

A systems perspective

The World Health Organization (WHO)
defines health as, “a state of complete
physical, mental and social well-being
and not merely the absence of disease
or infirmity.”® This definition moves
beyond a purely biomedical perspec-
tive by incorporating social well-being,
thereby suggesting that health outcomes
are not determined only by well-defined
physical diseases but are also shaped by
social, economic and environmental
conditions.

Decades of literature on the social
determinants of health have shown how
health outcomes arise from dynamic in-
teractions between interconnected and
interdependent individual biological,
social, commercial and environmental
factors.*’!" Traditional biomedical
models are not designed to capture
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Table 1. Contrasting disease-focused and health systems-focused approaches to global
health improvement

Dimension

Disease-focused approach®

Health systems-focused approach®

Unit of analysis

Model of
causality

Knowledge and
evidence

Intervention
logic

Health system
role

Individual diseases or conditions,
which are addressed through
targeted programmes

Linear: specific pathogens, risk factors
or genetic determinants cause
specific diseases

Biomedical and epidemiological
expertise, with an emphasis

on randomized trial evidence,
standardized protocols and modelling
studies

Standardized, modular interventions
assumed to have context-
independent efficacy

A delivery platform for disease-
specific programmes, with system
strengthening as a by-product

The whole person embedded
in social, economic and
environmental systems

Multicausal and emergent: health
outcomes arise from interacting
biological, social and structural
factors

Pluralistic: integrates knowledge
from the biomedical and social
sciences and from the community
and lived experience

Adaptive, context-sensitive
interventions co-designed
with communities to fit local
conditions

A core object of investment,
though resilient, people-centred
systems are prerequisites for all
other health gains

Sustainable domestic financing
that deliberately invests in

Financing Mostly externally co-funded, vertical
programmes that target specific
diseases or conditions

Governance Top-down: global priorities are
translated into national programmes
with defined targets

Metrics of Disease-specific targets, such as

success mortality rates, disease incidence or

intervention coverage

the social determinants of
health, such as education,
housing, employment and the
environment, as direct health
improvement strategies, not
merely as adjacent social policy

Adaptive and distributed:

local constituencies co-design
pathways within broad goals,
thereby enabling iterative learning

System-level and community-
defined outcomes, including
well-being, equity, sustainability
and resilience

2 The columns represent intellectual traditions that inform health policy but, in practice, effective strategies

must draw on both.

these interdependencies but instead
rely on linear causality, where specific
pathogens or genetic factors are seen as
the primary causes of disease. Yet, fac-
tors such as income, education, housing,
employment, health literacy and access
to health care interact in complex and
dynamic ways to shape an individual’s
health.”*"' For example, poor access to
healthy foods and limited physical activ-
ity, both influenced by poverty and edu-
cation, increase the risk of developing
conditions such as obesity and diabetes,
which in turn increase the risk of com-
municable and other noncommunicable
diseases alike."”

Understanding these dynamics
requires a complex-adaptive systems
approach, underpinned by systems
and complexity thinking.'® Systems
thinking allows us to view health as the
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product of interdependent networks,
where feedback loops, emergent prop-
erties and adaptive responses shape
outcomes, thereby moving beyond the
explanatory limits of linear, single-
cause-and-effect models."”*” Complex-
ity thinking recognizes that individual
health journeys, health systems and
disease processes exhibit nonlinearity,
self-organization and unpredictability.”!
Small changes in one part of a system
can produce disproportionate effects
on population health and equity, as
starkly illustrated by the coronavirus
disease 2019 pandemic, in which a
single zoonotic spillover event cascaded
into global health, economic and social
disruption that no linear model could
have predicted or contained.”>** This
complexity-infused framing allows for
the design of interventions that are
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adaptive, context-sensitive and resilient
in the face of the uncertainty inherent
in nonlinear dynamics.”

Beyond linear technical
solutions

The importance of treating and pre-
venting diseases, especially infectious
diseases and maternal and neonatal
conditions, is beyond question. Yet,
focusing primarily on biomedical
interventions within a modular ap-
proach risks overlooking both the
dynamic interdependencies between
biological, social, economic and envi-
ronmental factors, and the synergistic
effects the political, economic and
social root causes of a disease have on
its symptoms.”

The experience of countries with
well-developed health systems il-
lustrates this clearly. The National
Health Service in the United Kingdom
of Great Britain and Northern Ireland
guarantees universal health coverage,
yet there are huge differences in life
expectancy between richer and poorer
regions, and the variation in average
mortality between regions is higher
than in comparable countries with
more holistic approaches to health
care.”® Socioeconomic inequalities
reflected in differential access to hous-
ing, employment and social capital
consistently predict shorter life expec-
tancy, regardless of health care provi-
sion.”>”” A health system that treats
disease but leaves its social roots intact
is not eliminating a problem, instead,
it is perpetuating the conditions that
sustain it.”

Addressing this omission requires
deliberate attention to the non-medical
causes of poor health that governments
have both the power and the duty to
act on, including extreme poverty, low
educational attainment, environmental
degradation and the influence of un-
healthy commodity industries in, for
example, the food, tobacco and alcohol
sectors.””” A whole-of-system ap-
proach that incorporates the political,
economic and social determinants of
health does more than improve health
outcomes; it enhances political ac-
countability, fosters intersectoral col-
laboration across education, housing,
transportation and many other sectors,
and builds the kind of resilient social
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infrastructure that no disease-specific
programme alone can create.”

Beyond modular approaches

Addressing the social roots of ill health,
as argued above, requires more than re-
directing political will. Such an approach
depends on health systems designed to
operate as complex-adaptive systems
rather than as delivery platforms for
discrete interventions. Yet, even within
its own terms, a modular approach to
delivering interventions faces a funda-
mental challenge: biomedical interven-
tions do not have an intrinsic efficacy
that is independent of the context and
system delivering them. Vaccination, for
example, among the simplest and most
cost-effective of public health tools, can
be substantially less effective in the real
world than indicated by its efficacy in
clinical trials.” There can be significant
variations related to the context in
which it is implemented, even within
the same country.”” Every intervention,
from the simplest to the most complex,
both shapes and is shaped by the system
within which it operates.

These complexities point to the
centrality of health system strengthen-
ing, which the Lancet Commission on
Investing in Health’s report appears to
consider simply as a by-product of in-
vesting in priority disease programmes,
rather than as the foundational condi-
tion that makes all other health gains
possible. Health systems are complex-
adaptive systems in their own right and
exhibit the same nonlinearity, emergent
properties and context-dependence that
characterize the health challenges they
are designed to address.”

For people living with multiple
chronic conditions, this is not an ab-
stract point: care organized around
individual diseases frequently produces
iatrogenic harm, as interventions opti-
mized for one condition interact in ways
that are difficult to anticipate when the
system is not configured to view care
holistically. Care that attends to the per-
son as a whole and explicitly considers
tipping points, feedback effects and the
central importance of social and envi-
ronmental context consistently produces
better outcomes.™

Health system strengthening must
therefore be multifaceted and context-
sensitive; it should encompass gov-
ernance, financing, workforce and
infrastructure and be oriented around a
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clearly defined, systemic purpose rather
than a collection of programme targets.
As Hazlitt observed in 1946, “The art
of economics consists in looking not
merely at the immediate but at the lon-
ger effects of any act or policy; it consists
in tracing the consequences of that
policy not merely for one group but for
all groups.”* This principle applies with
full force to health system investment.
Critically, local constituencies and com-
munities should be empowered to co-
design the pathways through which that
systemic purpose is achieved, thereby
generating the kind of bottom-up adapt-
ability that no top-down framework can
replicate.’ This approach is not merely
a design preference, but rather a practi-
cal necessity. As national governments
in low- and middle-income countries
face the urgent challenge of replacing
disrupted international aid with sus-
tainable domestic and cross-sectoral
financing, health systems with genuine
adaptive capacity, deep community
roots and governance structures that
span the social determinants of health
are better positioned to meet that chal-
lenge.*”*

Beyond top-down
approaches

Building the kind of adaptive, commu-
nity-rooted health systems described
above involves more than structural
reform; it requires a fundamental re-
thinking of who defines the purpose and
priorities of those systems in the first
place. The world health report 2008: pri-
mary health care now more than ever dis-
tinguished three models of health-care
provision:” (i) conventional ambulatory
medical care in clinics or outpatient
departments, focusing on illness and
cure in the context of episodic curative
care; (ii) disease control programmes,
focusing on priority diseases and related
programme-defined, disease control
interventions; and (iii) people-centred
primary care, focusing on communities’
health needs, with people considered as
partners in managing their own health
and that of their community. The first
two models position communities as
recipients of care; only the third posi-
tions them as its co-producers. This
third model is, therefore, best placed to
address health holistically, including its
underlying non-medical determinants,
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and it is towards this model that a sys-
tems approach naturally points.

Systems thinking is inherently nor-
mative in this regard: it does not simply
describe the interconnections between
health, disease and the environment,
but places personal, social, cultural and
ethical considerations at the core of
any account of health and, therefore, at
the core of intervention design.” This
normative orientation matters because
perceptions of health and illness are
not uniform, instead they are shaped
by personal experiences and by histori-
cal, social and environmental contexts
that cannot be read off from biomedi-
cal indicators alone.*’Improving health
therefore requires genuine receptiveness
to the voices of those living with illness
and those maintaining health, as well as
to the broader societal norms and values
within which both are experienced. A
systems approach treats communities
not as intervention targets but as active
participants and coproducers of their
own health.”

Co-producing knowledge about
health, however, demands first con-
fronting whose knowledge has histori-
cally counted. Epistemic injustice arises
when a lack of credibility or interpretive
deficits limit certain groups’ ability to
contribute to knowledge, and when ex-
clusion or distortion of that knowledge
perpetuates inequities in global health,
particularly in a context where Western
biomedical frameworks have historically
dominated while non-Western perspec-
tives have been marginalized.*>*> Most
world-views, from traditional Chinese
medicine and Indian Ayurveda to Afri-
can, Islamic and various Indigenous per-
spectives, view health as a holistic con-
cept inseparable from community, cul-
ture and the natural environment,”**-*¢
which reflects a systems perspective.”’
These are not prescientific beliefs to be
superseded; they are sophisticated epis-
temological frameworks that capture
dimensions of health and well-being that
biomedical models are not designed to
see. In many communities that are the
recipients of health interventions, these
frameworks are, more importantly, the
dominant ways of understanding illness,
healing and well-being. Epistemically
just coproduction of knowledge about
health that integrates diverse scientific
and cultural knowledge and lived expe-
riences on an equal basis is, therefore,
not merely an ethical obligation but
also a practical necessity for designing

interventions that are effective across
the full diversity of human contexts.”

Adopting a systems
approach

In the preceding sections we have ar-
gued that health outcomes are shaped by
dynamic, interdependent systems; that
their biological, social, economic and
environmental determinants demand
deliberate cross-sectoral investment;
that health systems must be strength-
ened as complex-adaptive entities in
their own right; and that the com-
munities they serve must be genuine
coauthors of their design and purpose.
The practical question is what this looks
like when translated into action.

The answer, crucially, is that it
looks different everywhere and that
this is not a weakness but is the defin-
ing feature of a systems approach. Suc-
cessful community-focused, primary
care systems clearly demonstrate this
feature. Two examples are the Nuka
System of Care in Alaska,” developed
with and for Alaska Native and Ameri-
can Indian communities, and South
Africa’s community-oriented, primary
care model,” built around the specific
social and epidemiological realities of
post-apartheid urban health. Although
these systems share no single blueprint,
both have achieved sustained improve-
ments in well-being and longevity pre-
cisely because they were designed from
the ground up rather than delivered
from the top down. Responsiveness
to changing needs and circumstances
enables the kind of ongoing adapta-
tion that produces dynamic stability
in a complex-adaptive system, not the
stability of a fixed structure, but the
stability of a living system that continues
to function because it continues to learn.

A persistent assumption among
many proposals on how to meet global
health needs is that health improvement
in low- and middle-income countries is
a problem to be solved by external ex-
perts and technocrats who usually adopt
a so-called foreign gaze.” This approach
is not merely a strategic error, it is itself
a social determinant of the inequities it
purports to address.

Table 2 distils the key principles of
a complex-adaptive system approach
and illustrates how they were opera-
tionalized in the Nuka System of Care.
The lesson for health system leaders
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is not that the specific components of
the Nuka System should be replicated.
Doing so would fall back on a one-size-
fits-all logic this paper argues against.
What should be replicated is the more
abstract process by which the health
system was built: beginning with the
community, working outward to the
system, and remaining continuously
responsive to both.

Conclusion

In a moment when declining interna-
tional aid is forcing national govern-
ments, especially those in low- and
middle-income countries, to reimagine
how health systems are financed and
governed, what is widely experienced
as a crisis process may also prove to
be one of the most important catalysts
for health system transformation in
a generation. This disruption aligns
with long-standing calls for greater
national ownership and community-
driven priorities. For decades, external
funding has shaped health priorities
in low- and middle-income countries
around the disease-specific agendas of
donors rather than the systemic needs
of communities. The withdrawal of that
funding, painful as it is in the short-
term, opens space for a fundamentally
different approach. In this approach,
national governments, communities and
health-system leaders define for them-
selves what their health systems are for
and how they should be financed, while
considering the local burden of disease
and epidemiological trends. Processes
such as community co-production,
adaptive governance, cross-sectoral
investment in the social determinants
of health and context-sensitive metrics
offer not just a more equitable path to
Global Health 2050,” but arguably the
only sustainable one.

That approach, as we argue in
this paper, must be systemic. Priority
disease-focused investments save lives
and must continue but need to consider
the conditions that would make them
more effective, more equitable and
more sustainable, which we argue would
amount to creating interventions that
resonate with adaptive health systems,
cross-sectoral financing, community co-
production and epistemically just gover-
nance. These are not optional enhance-
ments to a biomedical programme; they
are the foundations without which any
programme, however well designed,
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Table 2. The principles of systems and complexity thinking approaches to health system improvement, their application and the
example of the Nuka System of Care in Alaska, United States of America

Principles

Application for improving global health

Translation of these principles in the redesign
of health-care implementation in the
Nuka System of Care*

Adopt a complex-adaptive
systems approach to address the
interconnected, systemic drivers of
health and disease

Strengthen health systems

by investing in governance,
infrastructure and capacity to build
resilient and adaptive systems

Adopt a people-centred, primary care
approach that engages communities
as active participants in their health
and health care, including building

a local health-care system best
adapted to their health and cultural
needs

Promote epistemic justice and
inclusiveness to integrate knowledge
from diverse scientific fields and lived
experience into health-care delivery
and health system design

Shift the focus from disease
management to health promotion
centred on the social determinants
of health and the creation of healthy
environments

Foster intersectoral collaboration to
address the social determinants of
health, such as education, housing,
community facilities and public
transportation

Embrace the complexities inherent

in tasks because they allow

for the emergence of flexible,
context-sensitive solutions to the
unpredictable and dynamic nature of
health systems

Engage all community stakeholders in deciding
on health system priorities for their unique
context

Build a publicly funded, comprehensive primary
care system as the basis for achieving the goals
of Global Health 2050 report’

Engage all community stakeholders in deciding
on health system priorities for their unique
context

Increase social investment and decrease
socioeconomic gradients, which are the drivers
of the 15 priority conditions identified by the
Lancet Commission on Investing in Health’

Focus on the stressors that lead to unhealthy
health behaviours and premature morbidity
and mortality

Develop local, regional and national primary
care networks to: (i) identity gaps in health and
social care services; and (i) provide bottom-up
feedback to facilitate cross-sectoral integration
of health, social and community needs

Engage all community stakeholders in deciding
on health system priorities for their unique
context

Community members were engaged in defining the
causes of poor health and inadequate health care,
which enabled them to co-design the solutions best
adapted to local issues

Leadership focused both on ensuring services were
adequately resourced to deliver identified health-
care needs and on evaluating the processes of care
delivery adopted and their health outcomes

Community members were asked about their

ideal health system and identified three system
requirements: (i) a personal relationship with their
primary care provider; (ii) being treated with courtesy,
respect and cultural understanding; and (jii) having
access to care when needed

NA

The Charter of the Southcentral Foundation was
amended to include the goals of: (i) improving the
health and social conditions of Alaska Native people;
and (i) enhancing local culture and empowering
individuals and families to take charge of their lives*

NA

Ongoing community consultations help identify
changing and newly emerging health needs; and
ongoing feedback provides the community with
information on service changes and their impacts on
care delivery and health outcomes

NA: not applicable.

will continue to treat the symptoms of
inequity rather than its causes.

To seize this moment, we propose
five guiding principles for policy-mak-
ers and health system leaders: (i) invest
in community co-production of health
interventions, thereby ensuring that lo-
cal stakeholders actively shape priorities
and solutions; (ii) build adaptive gover-
nance structures that enable continuous
policy learning and responsiveness to
emerging needs; (iii) embed complex
systems literacy into health workforce
training to navigate interdependen-
cies, nonlinearity and uncertainty;
(iv) strengthen cross-sectoral partner-
ships to systematically address the
social, commercial and environmental
determinants of health; and (v) pri-
oritize context-sensitive metrics that
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incorporate community engagement
and support learning health systems,
rather than consider only universal
targets. These principles are not a
blueprint, as blueprints are precisely
what a systems approach resists. They
are navigational commitments, namely
orientations that keep health systems
pointed towards equity, adaptability and
community ownership as the landscape
around them changes. The persistent
assumption that health is primarily a
biomedical problem, which is solvable
through the right combination of in-
terventions delivered at scale, has not
failed for lack of trying. The assump-
tion has failed because it was never an
accurate description of what health is.
Replacing it with frameworks, financing
and governance structures that reflect

the full complexity of human health in
its social, environmental and cultural
context is not merely a scientific impera-
tive, it is a moral one. M
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Résumé

Approche systémique pour la santé mondiale a I'horizon 2050
En 2024, la Commission Lancet sur linvestissement dans la santé a
proposé de cibler les investissements sur 15 pathologies prioritaires a
travers 19 interventions modulaires afin d'améliorer la santé mondiale
dficia 2050. Bien que pragmatique, cette approche ne rend peut-étre pas
pleinement compte de la nature complexe et adaptative de la santé et
des systemes de santé, ni de leurs déterminants sociaux, économiques
et politiques. Dans le cadre d'une analyse itérative et interprétative, les
cadres d'investissement proposés en matiére de santé mondiale ont
été comparés a des cadres de complexité, de pensée systémique et
dépistémologie de la santé. Cette procédure a permis d'identifier cinq
domaines thématiques pour un développement plus approfondi: (i) la
santé en tant que phénomene émergeant de systemes sociobiologiques

interdépendants; (ii) les déterminants non biomédicaux a l'origine
des inégalités; (iii) les exigences d'adaptation des systémes de santé;
(iv) les injustices épistémiques qui marginalisent les perspectives non
occidentales; et (v) la nécessité d'une mise en ceuvre contextuelle et
centrée sur les communautés des mesures sanitaires. Bien qu'elles
constituent un défi, les récentes perturbations majeures dans le
financement de I'aide internationale offrent une occasion unique de
restructurer l'investissement dans la santé sur des bases plus durables
et ancrées localement, ou les gouvernements nationaux investissent
intentionnellement dans les déterminants sociaux de la santé en tant
que stratégies directes d'amélioration de la santé plutét que simplement
comme une politique sociale connexe. Pour saisir cette opportunité,
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nous proposons cing principes directeurs a l'intention des décideurs
politiques: (i) la coproduction communautaire des interventions; (ii) des
structures de gouvernance adaptatives; (iii) une formation du personnel
pour les amener a maitriser les systemes complexes afin de gérer les
interdépendances et lincertitude; (iv) des partenariats intersectoriels
pour sattaquer aux déterminants de la santé; et (v) des indicateurs

Joachim Sturmberg et al.

adaptés au contexte qui intégrent l'engagement communautaire afin
de favoriser I'apprentissage au sein des systémes de santé. Il ne s'agit
pas daméliorations facultatives apportées aux approches existantes,
mais des fondements sans lesquels toute stratégie d'investissement
dans la santé continuera a traiter les symptémes des inégalités plutot
que leurs causes.

Pesiome

CucTemHbIli NYTb K rMo6anbHOMy 340poBbio B 2050 T.
B 2024 rogy komuccua xypHana Lancet no MHBeCTUUMAM B
3ApaBoOXpaHeHue NpeAcTaBIMa MaH no yayylleHuio rnobanbHOro
300poBbA K 2050 rofy, KOTOPbIN BKTIOYAET LeneBble MHBECTLMN B
6opbby C 15 NPUOPUTETHBIMM 3ab0NeBaHVAMM NyTem 19 MOAYIbHbIX
BMeLaTeNbCTB. HECMOTPA Ha NParMaTUYHOCTbL TaKOro MOAXOA, B HEM
MOTYT He YUWTbIBATbCA B MOSHOWM Mepe CIOXKHOCTb 1 aAanTVBHbIN
XapakTep 3[0POBbA M CUCTEM 3APABOOXPAHEHMA, @ TaKXKe KX
CoLManbHble, SKOHOMUYECKME 1 NOANTUYECKMUE AETEPMUHAHTLI. B
XOAE UTePALIMOHHOTO MHTEPMPETALMOHHONO aHaNM3a NPeANoKeHHbIe
KOHLEMLMN MHBECTVUPOBAHNSA B IN06aNbHOE 3ApaBOOXPaHeHwe Obln
COMOCTaBMeHbl C KOHUENUMAMU TeOPUIN CIOKHOCTA, CUCTEMHOTO
MBILLINEHMS U SMNCTEMUONOTM 340PO0BbS, MPK 3TOM ObINO BbIABIEHO
NATb TeMaTUUECKX 0ONacTel fanbHEeNLLIEro pa3smTys: (i) 300POBbE Kak
ABNEeH1e, BO3HMKaloLLee BO B3aMMO3aBUCUMbIX COLIMOONONOMMUECKIX
cncTemax; (i) aeTepMUHaHTLI HEOMOMEANLIMHCKOTO XapakTepa,
npvBoAAlme K HepaBeHCTBY; (iii) TpeboBaHMA K aaanTUBHOCTM
CUCTeM 3PaBOOXpaHeHNs; (iv) anNMcTeMUUecKas HeCNPaBeAIMBOCTb,
MaprvHanu3vpyioLWan TOUKMU 3peHnd, OTAMYHbIe OT 3amafHol;
(V) HEOOXOAMMOCTb BHEAPEHNA MEP B ChHepe 3APaBOOXPAHEHNIS
C YUYETOM MECTHbIX YCII0BUI 1 NPKU aKTUBHOM YYacCTUM CaMmx
coobujecTB. HefaBHMe cepbesHble Clydyau npekpaljeHus
MeX[lyHapOAHOro GUHAHCMPOBAHWA MOMOLLM XOTA U CO37atoT

TPYAHOCTM, HO OTKPBIBAIOT YHMKaNbHYIO BO3MOXHOCTb NepeBecTy
MNHBECTULUMN B 34paBOOXpaHeHe Ha bonee yCToMUMBYIO OCHOBY
C ONOPOW Ha MECTHble Pecypchl, MPW KOTOPOW HaLMOHaNbHble
npasuTenscTBa OyayT LeneHanpaBneHHO MHBECTUPOBATL B
coumanbHble AeTepMUHaHTbl 3A0POBbA Kak B MPAMON CNocob
yNyuLleHNA 300POBbA, @ He TONbKO PAaCCMaTPMBATbL MX Kak CMEXHOE
HanpasneHve coumanbHOM NONUTUKL. YTOObI BOCMONb30BaTHCA
TaKOW BO3MOMKHOCTbIO, aBTOPbI MPeAnaraloT NATb PYKOBOAALLMX
NPUHUWNOB ANA NWL, NPUHUMAIOWMX NONUTUUYECKUE PeLleHuA:
(i) coBMECTHYI0 pa3pabOoTKy 1 peani3aumio Mep C y4acTieM MeCTHBIX
coobulecTs; (i) apanTuBHbIe CTPYKTYPbI ynpaBneHus; (i) nogrotosky
KaZpoB C aKLEHTOM Ha MOHUMAHWE CIOMHBIX CUCTEM, YTOObI OHM
MOF/IM 1€MCTBOBATb B YCNOBUAX HEOMpeaeNneHHOCTY U yUnTbIBaTb
B3aMMO3aBUCUMOCTb; (iV) MeXceKTopanbHOe NapTHEPCTBO MpU
paboTe C GakTopamMu, BANAIOLWMMM Ha 300PO0BbeE; (V) KOHTEKCTHO
3aBUCUMblE MOKa3aTenu, KOTopble yUYnTbiBalOT BOBAEUEHNE
coobLecTB Af1A NOAAEPKKM NpoLiecca obyyeHnsa B pamKax cUCcTeM
3[paBOOXPaHeHMA. DTO He daKynbTaTMBHbIE YAYULWEHMA Yxe
CyllecTByoWMX NOAXOAoB, a dyHAameHT, 6e3 koToporo nobas
CTpaTernsa WMHBECTUUWI B 3ApaBOOXpaHeHre byaeT 1 Bnpenb
MbITaTbCA UCMPABNATL CUMATOMbI HEPABEHCTBA, @ HE VX MPUUMHDI.

Resumen

Via sistémica hacia la salud mundial en 2050

En 2024, la Comisién de Lancet sobre Inversién en salud propuso orientar
lainversion hacia 15 afecciones prioritarias mediante 19 intervenciones
modulares para mejorar la salud mundial de aqui a 2050. Aunque
pragmético, este enfoque puede no captar plenamente la naturaleza
compleja y adaptativa de la salud y de los sistemas sanitarios, ni sus
determinantes sociales, econdmicos y politicos. En un analisis iterativo
e interpretativo, los marcos propuestos de inversion en salud mundial
se contrastaron con marcos de complejidad, pensamiento sistémico
y epistemologfa de la salud; se identificaron cinco dreas temdticas
para su desarrollo ulterior: (i) la salud como fenémeno emergente de
sistemas socio-biolégicos interdependientes; (i) los determinantes
no biomédicos que impulsan las inequidades; (iii) las necesidades de
adaptacion de los sistemas sanitarios; (iv) las injusticias epistémicas
que marginan las perspectivas no occidentales; y (v) la necesidad
de una implementacién de medidas de salud sensible al contexto y
liderada por las comunidades. Los recientes cambios significativos en
la financiacién de la ayuda internacional, aunque plantean desafios,
ofrecen una oportunidad Unica para redisefar la inversién en salud

sobre bases mas sostenibles y con mayor arraigo local, de modo que los
gobiernos nacionales inviertan deliberadamente en los determinantes
sociales como estrategias directas de mejora de la salud, en lugar
de tratarlos como meras politicas sociales complementarias. Para
aprovechar esta oportunidad, se proponen cinco principios rectores
para los responsables de la formulacion de politicas: (i) la coproduccion
comunitaria de intervenciones; (i) las estructuras de gobernanza
adaptativas; (iii) la alfabetizacién en sistemas complejos en la formacion
del personal para abordar interdependencias e incertidumbre; (iv) las
alianzas intersectoriales para abordar los determinantes de la salud; y
(v) las métricas sensibles al contexto que incorporen la participacion
comunitaria para apoyar el aprendizaje dentro de los sistemas sanitarios.
Estas medidas no son mejoras opcionales de los enfoques existentes;
constituyen la base necesaria para que cualquier estrategia de inversion
en salud deje de centrarse en los sintomas de la inequidad y aborde
SUS Causas.
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