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THE NEED FOR GLOBAL

Abstract

Adequately preparing for and containing global shocks, such as COVID-19, is
a key challenge facing health systems globally. COVID-19 highlights that health
systems are multilevel systems, a continuum from local to global. Goals and
monitoring indicators have been key to strengthening national health systems
but are missing at the supranational level. A framework to strengthen the global
system—the global health actors and the governance, finance, and delivery ar-
rangements within which they operate—is urgently needed. In this article, we
illustrate how the World Health Organization Building Blocks framework, which
has been used to monitor the performance of national health systems, can be
applied to describe and appraise the global health system and its response
to COVID-19, and identify potential reforms. Key weaknesses in the global re-
sponse included: fragmented and voluntary financing; non-transparent pricing
of medicines and supplies, poor quality standards, and inequities in procure-
ment and distribution; and weak leadership and governance. We also identify
positive achievements and identify potential reforms of the global health system
for greater resilience to future shocks. We discuss the limitations of the Building
Blocks framework and future research directions and reflect on political econ-
omy challenges to reform.

for refugees (High-Level Panel on Humanitarian

HEALTH SYSTEM THINKING

The effect of COVID-19 on health systems, the
global economy, and human life has been profound.
Preparing for and containing pandemics such as
COVID-19 represents just one of many collective ac-
tion problems in global health (Soucat, 2019), with
health risks such as antimicrobial resistance (AMR,;
Institute of Medicine, 2014), the financing of healthcare

Financing, 2016), and the health effects of climate
change representing similar challenges for national
health systems. National health systems acting alone
are unable to tackle these challenges owing to exter-
nalities (Soucat, 2019); their resolution requires co-
operation and effective action at the global level. A
tangled form of collective action exists at the global
level in the form of the global health system (Frenk
& Moon, 2013). The global health system has been
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defined as including ‘the transnational actors that
have a primary intent to improve health and the pol-
ylateral arrangements for governance, finance, and
delivery within which these actors operate’, involv-
ing arrangements for service delivery, financing, and
governance (Hoffman & Cole, 2018).

However, the global health system has been found
lacking in dealing with transnational challenges re-
quiring collective action, (e.g. Hoffman et al., 2015;
Moon et al., 2015) and remains underfunded (Yamey
et al., 2019). Consequently, the need for reform of the
global health system has been recognised for some
time (Frenk & Moon, 2013; Moon et al., 2015; Smith
& Lees, 2017), with COVID-19 now dramatically high-
lighting the shortcomings of the existing global health
system (Global Preparedness Monitoring Board,
2020; Gostin et al., 2020; Paul et al., 2020). Moreover,
COVID-19 has strongly increased attention given to
this issue by government officials and agencies, with
calls for greater coordination in health at the global
level and enhanced mutual support and solidarity be-
tween countries (Elliot, 2020; Foreign Commonwealth
& Development Office, 2021; G7, 2021; Independent
Panel for Pandemic Preparedness & Response for
the WHO Executive Board, 2021; Pan-European
Commission on Health & Sustainable Development,
2021).

An important first step towards reforming the
global health system is addressing the normative
question of what the goals and functions of the sys-
tem should be. Nonetheless, to date, relatively limited
attention has been given to this issue. Key functions
for the global health system that have been proposed
include production of global public goods, mobilisa-
tion of global solidarity, management of externalities
across countries, and stewardship (Frenk & Moon,
2013). However, metrics to track the global health sys-
tem often remain focused on assessing the degree
of protection of high-income countries from public
health threats originating in low- and middle-income
countries, rather than improving health globally (El
Bcheraoui et al., 2020). To date, there has been nei-
ther a holistic assessment of the global health system
nor the use of a health-system framework to guide
thinking in this area. Recognition is growing of the
importance of ‘systems thinking’ for country health
systems, and the application of these methods has
helped improve health-system performance (Durski
et al., 2020). We argue that such an approach could
be applied to the global health system to provide in-
sights into key system constraints and identify poten-
tial reform options, enabling health-system knowledge
at national and subnational levels to be leveraged to
further our understanding of the global health system
and to establish a framework for monitoring progress
towards strengthening the global system (De Savigny
& Adam, 2009).

Policy Implications

¢ Viewing the global health system as a ‘health
system’ is key to improving our understand-
ing of the system and reforming it in meaning-
ful ways. This is particularly important in the
face of COVID-19 response failures.

* The WHO Building Blocks framework provides
a clear set of capacities and goals that can be
used to study and appraise the global health
system, helping to identify strengths, gaps,
and potential areas for reform. It also lays the
groundwork for the development of indicators
adapted to the global level to monitor progress
across each of the Building Blocks.

e The Building Blocks framework highlights
areas of potential reform for the global health
system, including (financing) increasing com-
pulsory financing to ensure predictable and
adequate funds to support global governance
functions; (financing) greater pooled interna-
tional funding, with consistent prioritisation
and resource allocation systems; (human
resources) greater enforcement of the imple-
mentation of the Code of Practice; (human
resources) encourage more countries to offer
emergency medical teams with skills in non-
communicable diseases (NCDs) or public
health; (medicines) increase transparency
on prices and ensure that pricing of global
common goods is negotiated in the interest
of countries globally and remove barriers to
production.

* Governance is a critical function underpin-
ning and intersecting each of the Building
Blocks. Although the diversity of actors and
diverging interests could limit the global com-
munity's ability to reform the global health
system, the costs and risks associated with
COVID-19 and future pandemics could mobi-
lise collective action for renewed solidarity in
global health.

¢ Complexity science methods can and should
complement the use of the Building Blocks to
better understand the structure of the global
health system, the interactions between sys-
tem components, the relative weighting and
importance of different Building Blocks, to-
gether with the potential consequences of
reform options, to guide decision-making.

One entry point to better understand the global
health system is the World Health Organization (WHO)
Building Blocks framework, which sets goals and
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provides a monitoring and evaluation framework for
national health systems and enhances health-system
performance (WHO, 2010). The WHO framework de-
scribes health systems in terms of six components
or Building Blocks: (i) financing, (ii) health workforce,
(iii) information systems, (iv) medical products and
technologies, (v) leadership/governance, and (vi) ser-
vice delivery. The WHO Building Blocks framework
has been used widely to study and describe national
health systems and their performance in a variety of
countries (e.g. Manyazewal, 2017; Marx et al., 2018;
Mounier-Jack et al., 2014; Mutale et al., 2013), and
to evaluate the effects of reform initiatives on health
systems (Obermann et al., 2016; Rakmawati et al.,
2019). However, to date, there has not been an at-
tempt to apply this framework heuristically to the
global health system. The benefit of applying a widely
known health-system framework to study the global
health system is that it would enable goal setting at
the global level and the future monitoring of progress
towards these goals.

In this article, we illustrate how the WHO Building
Blocks framework can be applied to describe and
appraise the global health system, to identify goals
and functions as a starting point to monitor progress
towards strengthening the global health system. We
use the experience of COVID-19 as an illustration of
the constraints and opportunities of the global health
system and as a means to contain the scope of the
paper.

2 | MATERIALS AND METHODS

We used the WHO Building Blocks to identify the
goals and functions of a health system. We then
undertook a rapid scoping review of published and
grey literature using keyword searches related to the
term global, and terms related to the goals and func-
tions of each of the Building Blocks. Over the period
March 2020—-March 2021, we also scanned a variety
of news outlets for relevant articles. We retained evi-
dence relating to the global health-system function-
ing in relation to the Building Blocks. Although the
search was not restricted, we prioritised evidence
pertaining to the COVID-19 response to contain the
scope of the paper. The search was not intended to
be systematic, as the purpose of the paper is to il-
lustrate the application of the Building Blocks frame-
work to the global health system and to introduce a
potentially useful research agenda. In the rest of the
paper, we consider each of the Building Blocks in
turn, reflecting on their respective goals and func-
tions. We then use this as a benchmark against
which to appraise current global systems for health,
drawing on the collated evidence, using COVID-19
as an example.

3 | RESULTS

3.1 | Health financing

Health financing refers to the ‘the mobilization, accu-
mulation and allocation of money to cover the health
needs of the people, individually and collectively’
(WHO, 2007). The goal of health financing is to ensure
universal health coverage (UHC) or affordable access
to care for all. There are three core financing functions:
revenue collection, pooling, and purchasing. To achieve
UHC, compulsory contributions, which are progressive
(i.e. the rich pay a relatively larger share of their income
than the poor), are recommended (Mclintyre & Kutzin,
2016), together with pooling of resources at the highest
level possible to maximise efficiency and redistribution.
Funds should support a minimum benefit package for
all, with payment to maximise health-system perfor-
mance or strategic purchasing.

When considered against these functions, health
financing at the global level has some strengths. In
terms of revenue collection, the global system has
demonstrated some ability to rapidly mobilise funds to
respond to COVID-19. Almost 16 billion euros were com-
mitted in June 2020 by the G7 and others to support the
Coronavirus Global Response (https://ec.europa.eu/
commission/presscorner/detail/en/ganda_20_1216),
with the highest commitments ever pledged by the
World Bank Group to support low income countries
(World Bank, 2020). As of March 2021, the funding com-
mitted to combating COVID-19 had exceeded USD 21.3
trillion (Cornish, 2021). Commitments to the Access to
COVID-19 Tools (ACT) Accelerator, which supports the
development and equitable distribution of tests, treat-
ments, and vaccines for COVID-19, were estimated at
almost USD 11 billion as of April 2021 (WHO, 2021).

In recognition of the substantial burden that
COVID-19 places on household budgets, together with
the imperative of accessing testing and treatment to
contain the virus spread, WHO encouraged countries
to suspend user fees and provide free vaccinations,
testing, and care for COVID-19, regardless of a per-
son's insurance, citizenship, or residence status (WHO,
2020). Numerous countries have since adapted their
financing arrangements, enhancing progress towards
universal coverage (Gaffney et al., 2020; Kluge et al.,
2020; Ridde et al., 2020).

However, a number of weaknesses in the global
health system are also notable, undermining the UHC
goal of health financing. Contributions to global health
are largely voluntary and, as a result, highly concen-
trated among a few donors. For example, 78% of
funding for common goods for health (such as sup-
porting global public goods, managing cross-border
externalities, and global governance) came from just
five international funders (the US, the Bill and Melinda
Gates Foundation, the Global Alliance for Vaccines
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and Immunization [GAVI], and the UK; Schéaferhoff
et al., 2019). Three countries provided half of the total
commitments to the ACT Accelerator (WHO, 2021).
Three-quarters of WHO’s budget comes from voluntary
contributions, most of which are earmarked for specific
activities by the donor. Voluntary contributions mean
funding flows can be volatile and subject to changing
political priorities (Clift & Rgttingen, 2018). The US
giving notice of its withdrawal from the WHO, and its
suspension of funding to the organisation (Peel et al.,
2020), is a good example of this and would have se-
verely affected the WHO budget, which was already
short of USD 1.2 billion to fulfil its mission. Furthermore,
despite substantial commitments, a reliance on vol-
untary contributions can make it difficult to leverage
sufficient funding to meet needs. As of April 2021, the
WHO COVID-19 appeal had only received USD 455
million, with an estimated USD 1.5 billion still needed
(WHO, 2021). Equally, as of February 2021, the ACT
Accelerator, had met only 20% of its estimated need,
with the health-system connector receiving only 5% of
funds required and a USD 27 billion funding gap (WHO,
2021).

International financing for health is also highly
fragmented, with a proliferation of actors involved in
development assistance for health (Moon & Omole,
2017) and hundreds of channels of delivering aid
(Spicer et al., 2020). For COVID-19 alone, a multi-
plicity of funding initiatives supports the COVID-19
response. In addition to the Coronavirus Gilobal
Response, other initiatives include the Coalition for
Epidemic Preparedness Innovations (CEPI), the
WHO Contingency Fund for Emergencies, the WHO
COVID Solidarity Fund, the ACT Accelerator, and
the Pandemic Emergency Financing Facility (PEFF),
which has now been abandoned (Hodgson, 2020).
COVID-19 has led to the establishment of new con-
dition- and population-specific pools of funds, adding
to the existing set of global funding pools (e.g. Global
Fund, GAVI, the President's Emergency Plan for AIDS
Relief [PEPFARY]), whereas the use of different financ-
ing pools to serve different populations is discour-
aged within national health systems (Mathauer et al.,
2019), and contributes to inefficiencies (Mathauer
et al.,, 2020).

In terms of purchasing, 23% of Official Development
Assistance (ODA) has been estimated to support
global health-system functions, with this amount de-
clining over time (Schéaferhoff et al., 2019). Although
there is no agreed target level of ODA needed to ad-
dress global health functions, the falling levels are con-
cerning given the rise in global level challenges facing
health systems. Global level allocations are based on
gross national income or disease burden trends rather
than the broader criteria used to determine resource
allocations in national planning (Soucat & Kickbusch,
2020) and fail to consider inequities within countries.

Furthermore, there is a lack of alignment across inter-
national donor funding agencies in terms of prioritisa-
tion and resource allocation for global health (Ottersen,
Elovainio, et al., 2017; Ottersen, Kamath, et al., 2017;
Ottersen, Moon, et al., 2017), including COVID-19. With
regards to the allocation of COVID-19 vaccines under
the COVAX scheme, which we describe further below,
although the aim is to enhance equity by offering free
doses to low- and middle-income countries (LMIC)—
and requiring financial contributions from high-income
countries—the initial allocation across LMIC is based
on population size rather than any needs-based con-
siderations (Herzog et al., 2021).

3.2 | Health workforce

According to the WHO, the health workforce can be de-
fined as ‘all people engaged in actions whose primary
intent is to enhance health’ (WHO, 2010). These human
resources include clinical staff, management, and sup-
port staff. The availability of adequately trained health
personnel in sufficient numbers to deliver care to the
population is an essential pillar of a functioning health
system and its ability to deliver UHC. A health system
is responsible for matching up the supply and skills of
health workers to the needs of its population (WHO,
2016). At the global level, activities have centred on
tackling the global distribution and shortage of health
workers and creating a global health workforce.

In relation to this goal, the global health system
counts a number of achievements. The WHO Code of
Practice on the international recruitment of health work-
ers (2010) establishes ethical norms and attempts to
regulate health-worker migration globally. The integra-
tion of migrant and refugee health workers into local
health systems has been put forward as a strategy to
boost the global supply of health workers (Ehiri et al.,
2014). Since COVID-19, governments across Europe
and the US have relaxed restrictions to allow the em-
ployment and practice of health workers with refugee
and asylum-seeker status which, if sustained, would
provide a lasting boost to health-worker numbers
(McVeigh & Jones, 2020). WHO also manages a global
health emergency workforce in the form of emergency
medical teams (EMT), which provide surge support to
national health systems, delivering emergency care fol-
lowing an outbreak or disaster. WHO maintains a global
roster of quality-assured EMT, with each team com-
prising 50 staff, plus 500—1000 who can be deployed
for rotation. In relation to COVID-19, numerous teams
have been mobilised to lend support to areas strug-
gling to manage the virus (Malteser International, 2020;
WHO, 2020; Xinhua, 2020). At the European level,
guidelines were established to promote greater coop-
eration in the delivery of healthcare across borders,
including providing access to appropriately trained
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medical professionals and sharing medical knowledge
(European Commission, 2020).

However, despite progress, the global health system
still struggles to effectively align supply and demand of
health workers globally. As of 2019, only 62% of WHO
member states had designated a national authority
responsible for reporting on the implementation of
the Code of Practice (WHO, 2019), and key signatory
countries, such as the UK, continue to violate the Code.
The main challenge has been the non-binding nature of
the Code, the difficulty of coordinating the multiplicity
of actors involved in health-worker recruitment within
countries, and the tension between global and domes-
tic healthcare priorities and needs (Tam et al., 2016).

Furthermore, to date only a limited number of coun-
tries have signed up to offer EMT. As of 2016, there
were estimated to be just over 64 EMT from 25 coun-
tries (Burkle, 2016) with the US, for example, failing
to provide an EMT. In addition, because of their focus
on emergency/disaster management, the teams are
weighted towards surgical/clinical care with less knowl-
edge of other health areas such as NCDs, or public
health, which may be more relevant to pandemic con-
trol (El-Khani et al., 2019).

Key to aligning the distribution of the global health
workforce with global needs are adequately staffed
global health institutions such as the WHO. Although
benchmarks of need at this level are currently lacking,
there has been a recent increase in global staffing, al-
though falling staff numbers in Africa and Southeast
Asia are potentially concerning (WHO, 2021).

3.3 | Information systems

Reliable information is key to decision-making across
the health-system Building Blocks. As stated by the
WHO, it is ‘essential for policy development and imple-
mentation, governance and regulation, health research,
human resources development, health education and
training, service delivery and financing’. According to
the Building Blocks, health information systems have
four key functions: (i) data generation, (ii) compilation,
(iii) analysis and synthesis, and (iv) communication and
use.

A nascent strength of the current global health
system includes efforts to standardise how national
governments and international organisations collect,
collate, and report general population health data as
well as significant interface improvements between the
platforms used to share information. Global standard-
isation has allowed for the creation of additional and
more reliable evidence bases, which have been used
more effectively in the design and implementation of
state and global health initiatives, such as baseline es-
timates associated with Sustainable Development Goal
3 (Fullman et al., 2015).

However, this growth in international data collection
and compilation has also created positive and negative
consequences in terms of its effective use and commu-
nication, particularly as it relates to COVID-19. As a pos-
itive, multifarious sources have allowed for increased
data generation, analysis, and communication between
scientists working on COVID-19. Given the novelty of
the virus, a multiplicity of actors has increased the rapid
availability of information (such as the viral genomes
platform, GISAID) while creating more sources for scien-
tific confirmation (Kupferschmidt, 2020). In March 2020,
WHO initiated Solidarity | and II, which included an
international clinical trial to test existing drugs against
COVID-19 as well as a serologic blood test to better
understand the development of antibodies to SARS-
CoV-2 and to track the development of natural immune
response (WHO, 2020; WHO, 2020). However, this has
met with considerable resistance from key global ac-
tors, such as the US and Brazil, who promoted their
own unproven treatments without a credible evidence
base (Londofo, 2020; Vogel, 2020).

Despite pockets of organisation, the division of la-
bour has, by and large, been uncoordinated, frag-
mented, at times competitive (Petersen et al., 2020),
at times contradictory (such as with the effectiveness
of facemasks (Martin et al., 2020), and without a single
trusted source for information synthesis and guidance.
One negative result has been higher informational
transaction costs in reviewing and verifying evidence
for policymakers and the general population, which
has ripened the environment for confused messaging
(Cushion et al., 2020), misinformation, and anti-science
scepticism (Rodriguez, 2021).

In terms of ‘communication and use’, it is now widely
accepted that the data reporting requirements of the
2005 International Health Regulations (IHRs), which
are meant ‘to help the international community and
governments prevent and respond to acute public
health risks that have the potential to cross borders
and threaten people worldwide’ (WHO, 2016), were not
complied with as stipulated under Articles 3, 6, and 43
(as just a few examples; Habibi et al., 2020). The IHRs
oblige states to notify the WHO of any event that may
constitute a Public Health Emergency of International
Concern (PHEIC) within 24 hours of a local public health
assessment. In the case of outbreak response, in viola-
tion of Article 6, there is evidence to suggest that there
was at least a two-week delay in China's first report-
ing of information to the WHO (Huang et al., 2020) and
emerging evidence that SARS-CoV-2 was known as a
potential threat months prior to reporting (Abazi, 2020;
Fu & Zhu, 2020). This was compounded by the slow re-
lease of virus samples, impeding international analysis
and information synthesis. Globally, only 45 countries
reported COVID-19 travel restrictions as obliged under
Article 43, and most countries failed to report how they
were independently tackling the outbreak as directed
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by Article 3. More generally, many countries continue
to lack surveillance and monitoring capacities (Kutzin
& Sparkes, 2016), and where these systems exist, they
often remain poorly integrated at national, regional, and
global levels (Kandel et al., 2020; Kluge et al., 2018;
Solomon, 2019).

Despite improvements in data standardisation, there
are still significant shortcomings in how global informa-
tion systems operate as an integrated system, particu-
larly as they relate to the four key functions articulated
by WHO. For example, the WHO Code of Practice out-
lined earlier suffers from a lack of data on health-worker
migration flows internationally, which has impeded the
implementation of the Code and which has allowed sig-
natories to sidestep or misrepresent their obligations.
In terms of basic public health data and evidence, there
are still significant shortcomings and underinvestments
regarding the general reliability of national and global
statistics. Although the Institute for Health Metrics and
Evaluations (IHME) is dedicated to filling some of these
gaps, it functions largely as a collation and synthesis
hub, which does not address local problems associ-
ated with data quality and consistent reporting, which
undermines the ability to sufficiently create reliable da-
tabases for global health policy-making. Equally, there
are concerns that the global generation of metrics and
indicators lacks transparency and is led by organisa-
tions based in high-income countries, with greater
synergy needed between global and national health in-
formation system agendas (Shiffman & Shawar, 2020).

During COVID-19, social media has grown in impor-
tance as a tool for governments, organisations, and
academics to communicate health information globally
(Tsao et al., 2021), and in turn, it has become an even
more powerful influence over people's perceptions and
behaviours. However, as information provided through
social media platforms is shared by users, there is a
risk of misinformation, which is still only controlled to
a limited extent by social media companies (Wardle &
Singerman, 2021).

3.4 | Medical products and technologies

According to the WHO, a core goal of a health system
is its ability to ensure equitable access to essential
medical products, vaccines, and technologies that are
safe, effective, and cost-effective. This goal should be
underpinned by policies, standards, regulations, trans-
parency on prices, quality assurance, and efficient pro-
curement and distribution systems.

When considered against this goal, the global health
system has some strengths. WHO have a number of
Expert Committees that seek to harmonise standards
and norms across countries on medicines, vaccines,
and supplies. In response to COVID-19 specifically, the
global health system has adapted to try and enhance

equity in access to drugs, vaccines, and diagnostics.
The 73" World Health Assembly successfully negoti-
ated a resolution calling for equitable access to and fair
distribution of drugs, medical supplies, and equipment
required to combat COVID-19 (WHO, 2020). In April
2020, governments, scientists, businesses, civil soci-
ety, philanthropists, and global health organisations
launched the ACT Accelerator, an unprecedented co-
ordinated global effort to boost the development and
equitable deployment of COVID-19 drugs, vaccines,
and diagnostics worldwide. The ACT Accelerator sup-
ports research and development, undertakes procure-
ment on behalf of countries, and supports countries
with planning for in-country distribution, including in-
vestments in health-system strengthening, particu-
larly in lower-income countries. A key pillar within the
ACT Accelerator is COVAX (co-led by CEPI, GAVI,
and WHO), which has emerged as the primary global
vaccine response and distribution mechanism against
COVID-19. Vaccine doses for 92 low- and lower middle-
income countries are funded by the COVAX advance
market commitment (AMC) with 2 billion doses secured
for 2021. A similar number of higher income countries
participate on a self-financing basis, committing to pro-
cure enough doses through the facility to vaccinate
20% of their population, (So & Woo, 2020). To enhance
production and access to vaccines, some countries,
such as Chile, Canada, and Germany, have issued
compulsory licences. Moderna has also announced
that it would not enforce patent rights related to its coro-
navirus vaccine during the pandemic (Irwin, 2021).

However, the global health system still faces chal-
lenges in relation to pricing, quality standards, pro-
curement, and distribution. There is often a lack of
transparency on prices, and the existence of confiden-
tial price discounts allows pharmaceutical companies
to charge different prices to different payers, which
often works to the detriment of LMICs (Ewen et al.,
2019; Goldstein et al., 2017). The 2019 World Health
Assembly Resolution on sharing net prices of health
products is a positive development in this respect
that needs follow-through from member states (WHO,
2019). In relation to the COVID-19 vaccine, pricing var-
ies depending on the vaccine in question (from USD
6-8 for a course of the AstraZeneca vaccine to USD
64-74 for the Moderna vaccine), and the prices for a
number of vaccines remain undisclosed (So & Woo,
2020). There is also a lack of transparency around the
agreements between countries and manufacturers, the
costs of research and development, and level of pub-
lic sector financing of candidate vaccines (So & Woo,
2020).

The current system typically relies on each country's
power to negotiate with companies, rather than using
coordinated power and influence to reach agreement in
the interest of countries globally and to determine a fair
price (Moon et al., 2020). Prices are highly sensitive to
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changes in global demand. For example, in relation to
COVID-19, the price of surgical masks increased sixfold
(Wood, 2020). The price of respirators trebled and that
of gowns doubled (WHO, 2020). There is widespread
market manipulation, and stocks are frequently sold to
the highest bidder (Wood, 2020).

Although the agreement on Trade-Related Aspects
of Intellectual Property Rights (TRIPS) has led to har-
monisation of intellectual property and licensing (al-
though with its own set of inequities and problems;
Smith et al., 2009), there have been fewer moves to
harmonise the regulation of quality standards for phar-
maceuticals and other medical commodities (Pezzola &
Sweet, 2016). Few countries have medicine regulatory
authorities considered to be well functioning by WHO
standards (Newton et al., 2020). For COVID-19, there
were reports of the Netherlands receiving defective
face masks from China, Turkey receiving substandard
antigen kits (Peel et al., 2020), and the UK receiving
substandard consignments of personal protective
equipment (PPE) from Turkey (Rawlinson, 2020).

Ensuring that essential medical supplies are avail-
able where needed relies on adequate production
together with a distribution system that is fair and re-
sponsive. Although the ACT Accelerator has been
successful in overcoming some of these issues, the
system is currently constrained by international law,
vaccine nationalism (Callaway, 2020), and commercial
interests. Global vaccine production efforts are under-
mined by TRIPS, which requires that patents be made
available for health technologies, limiting the sharing of
technology and resulting in a de facto rationing of global
production. India and South Africa have called for the
World Trade Organisation (WTO) to suspend certain
intellectual property obligations (including patents;
Usher, 2020); however, it has been blocked by a num-
ber of higher income countries, despite backing from
more than 100 countries (Balibourse, 2021). In parallel,
the COVID-19 Technology Access Pool (C-TAP) calls
for the global community to voluntarily share knowl-
edge and intellectual property related to COVID-19
technologies (WHO, 2021). However, only three of the
40 member states supporting the call are high-income
countries (Luxembourg, Portugal, and Norway), and to
date, not a single vaccine firm has licensed patents vol-
untarily through C-TAP (So & Woo, 2021). Compulsory
licences are being pursued by some countries; how-
ever, these are limited in their ability to address global
distribution goals, as they have to be initiated on a
country-by-country basis, licensing laws and regulation
processes vary across countries, and they are intended
primarily for the supply to domestic markets rather than
to facilitate global distribution (McMahon, 2020).

The COVAX scheme, which relies on pledges from
key states to secure the financial resources neces-
sary to negotiate affordable vaccines with pharma-
ceutical companies and scale up their distribution is

undermined by the parallel pursuit of bilateral agree-
ments with manufacturers in many high-income coun-
tries, despite WHO requests for a non-competition
commitment (Donor Tracker, 2021). Some countries
have resisted supporting COVAX, with the US only
joining in February 2021, China refusing to contribute
financially, and Russia not joining at all (Global Risks
Insights, 2021). As a result, the distribution of vaccines
remains heavily skewed, and as of March 2021, 70%
of vaccine doses were secured by high- and upper
middle-income countries (Irwin, 2021). Canada had
reserved more than four vaccine courses per person,
with Brazil and India having less than one course for
every two people (So & Woo, 2020). Current production
capacity for the vaccine and distribution systems that
could mean effective coverage of the world's popula-
tion will not be achieved for two or more years (Irwin,
2021).

Distribution is also hampered by countries impos-
ing export controls on medical commodities (Evenett,
2020; World Trade Organization, 2020), and most re-
cently, on vaccines (Irwin, 2021).

3.5 | Governance

According to the WHO, leadership and governance
‘involve ensuring that strategic policy frameworks exist
and are combined with effective oversight, coalition-
building, regulation, attention to system design and ac-
countability’ (WHO, 2007). A key component of good
governance is accountability, which helps to legitimate
increased funding while requiring demonstrable re-
sults. Thus, accountable system governance can be
understood as having both a procedural quality, the
effective management of relationships between vari-
ous stakeholders in health, and an output quality, the
responsibility to monitor and deliver health outcomes.

The WHO suggests that accountable health-system
governance should be measured against five criteria:
(1) solidifying an understanding of how services are
supplied; (2) financing to ensure that adequate re-
sources are available to deliver essential services; (3)
performance around the actual supply of services; (4)
receipt of relevant information to evaluate or monitor
performance; (5) enforcement, such as imposition of
sanctions or the provision of rewards for performance.
When current global health governance is measured
against these criteria, a number of strengths and weak-
nesses are exposed.

In terms of strengths, existing global health gover-
nance structures and its mainstay the WHO have de-
livered a fairly consistent set of health policies aimed
at solidifying understanding about what services
should be supplied and how. In terms of norm diffu-
sion and uptake, at the national level, the WHO has
been able to construct and effectively communicate a
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number of toolkits regarding health-system strength-
ening (Building Blocks), health goals (UHC), disease
interventions (DOTS-Plus), financial management
(strategic purchasing), service delivery (HIV test-
ing and counselling), and information systems and
reporting (e.g. Service Availability and Readiness
Assessments). More importantly, these norms are
often diffused horizontally, acting as unifying ‘master
norms’ within treaty-based Bretton Woods institutions
such as the World Bank as well as in informal gov-
ernance settings such as the G7 and G20. At least
on paper, most norms of global health policy inter-
connect and speak across institutions. Moreover, as
described earlier, the WHO has traditionally fulfilled
governance criteria associated with the collection
and evaluation of global health information, thus act-
ing as an authoritative source in global public health
monitoring.

However, global leadership and governance remain
insufficient. In relation to epistemic authority, the tra-
ditional role of the WHO as an information hub has in
recent years been undermined or replaced by prolifer-
ation of information sources such as the Institute for
Health Metrics and Evaluations, the Bill and Melinda
Gates Foundation, and by prominent schools of pub-
lic health. In relation to COVID-19, for example, most
media outlets rely on daily statistics generated by
John Hopkins University rather than the WHO, which
is now a practice mirrored within most governmental
COVID-19 response teams. In terms of an historical
driver for global health governance and leadership, the
G7 failed to find COVID-19 policy consensus in 2020
and was weak in 2021 (G.W., 2021), and the G20 sum-
mit 2020 remained a quagmire of geopolitics (Global
Preparedness Monitoring Board, 2020).

The governance of global common goods for health
is also significantly undermined by an inability to en-
sure that adequate resources are available to deliver
essential services as well as a lack of ability to enforce
compliance or sanction WHO member states. As out-
lined above, the WHO has suffered from an increasingly
shrinking budget of which three-thirds of its funding is
tied to donor interests. As outlined below under ser-
vice delivery, there has been general underinvestment
in health systems in both developing and developed
countries, which has undermined disease prevention,
preparedness, and response capacities.

In terms of compliance, in the case of COVID-19, the
IHRs were not fully implemented, and many countries
deliberatively violated the regulations in response to
the outbreak as described above. This issue of poor
compliance has become chronic, where according to
the WHO’s emergency preparedness report, only 47%
of member states are fully compliant with the IHRs.
This exposes that the WHO has no ability to sanction
or enforce compliance even when it is a global good for
it to do so. Given these shortcomings, there is clearly

a need for institutional innovation in global governance
(Smith & Lees, 2017).

Finally, voluntary coordination and unpredictable
compliance have severely undermined governance and
leadership as it relates to COVID-19, as corroborated in
relation to the procurement and distribution of vaccines
and other medical commodities discussed in the earlier
section of the paper. Furthermore, governance of the
global production and distribution of medical commod-
ities, necessary to tackle COVID-19, is undermined by
the patent system under international trade law, which
grants a governance role to pharmaceutical companies
as patent holders, allowing them to effectively control
access to diagnostics, treatment and vaccines, and the
terms of access (including price and licensing rights;
McMahon, 2020; Phelan et al., 2020). At the end of the
day, the overall effect of poor leadership and global
health governance has been the perpetuation of mas-
sive inequities, an increase of brinkmanship and mis-
trust, policy fragmentation, unilateralism, increased
global health insecurities, and poor global health out-
comes (Patnaik, 2021).

3.6 | Service delivery

The WHO understands service delivery as ‘an immedi-
ate output of the inputs into the health system, such as
the health workforce, procurement and supplies, and
financing’ (WHO, 2007). According to the WHO, any
well-functioning health system should contain eight key
characteristics, which should be adapted to reflect spe-
cific contexts and needs. These include comprehen-
siveness, accessibility, coverage, continuity, quality,
person centredness, participation, coordination, and
accountability/efficiency.

In the recent past, at the global level, service delivery
has focused mainly on accountability to donor funded
programmes and vertical interventions, the promotion
of UHC, and the removal of barriers to essential ser-
vices (accessibility). As outlined above, the coalescing
of global policy norms around UHC and increased ac-
cess to medicines has helped improve service delivery
while providing clear goals for national health systems
toward positive population health outcomes. These
efforts are undoubtably important foundations of the
global health system.

Moreover, the relationship between overseas devel-
opment for health (‘inputs into the health system’) and
service delivery (outputs) demonstrates the complexi-
ties that exist between global agencies and local service
delivery. For example, although the World Bank, Global
Fund, and other international funding agents are often
not directly involved in service delivery on the ground,
they do contract INGOs, NGOs, and private-sector ac-
tors to manage and, in some cases, to provide, service
delivery. For instance, the World Bank and Global Fund
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(supported by the WHO and most national development
aid agencies) are proponents of performance-based fi-
nancing, which as a condition of this aid financing model,
contract ‘purchasing agents’ to act as independent finan-
cial and programme managers between the funder, na-
tional governments, provincial agents, and facility-level
actors. These purchasing agents can further subcontract
other non-state actors as implementors in cases where
the government is unwilling or unable to provide services
associated with the funded programme. Moreover, the
funders often determine (or strongly persuade) national
programmes on what services should be provided as a
condition of the funding and what indicators should be
used to determine programme performance. Finally, the
terms of contract determine if the funds can be used for
procurement, the hiring of staff, and for demand-side in-
terventions, all of which directly influence local service
delivery and the care available (and quality).

Nevertheless, the practice of vertical donor interven-
tions as the mainstay of development assistance for
health has unfortunately not delivered strengthened na-
tional and regional health systems, which are the nec-
essary foundations for localised coordination, coverage,
quality, accountability, and efficiency. Failure here has
knock-on effects at the global health-system level, be-
cause it increases the transaction costs for the provision
of global common goods. These failures were recognised
as a ‘wake-up call’ following the Ebola outbreak, with
the G7 and G20 launching the Global Health Security
Agenda. However, the global response remained muted
with chronic underinvestment, a lack of political will, and
policy practice that remained largely outside the WHO
(Brown, 2015). In the case of COVID-19, failures to pro-
vide appropriate disease prevention, preparedness, and
response have largely been the result of national-level
policy shortcomings, underinvestments in key capaci-
ties, and an unwillingness to make connections between
national health systems and global health security risks.
This is true for both developed and developing countries.
Therefore, in terms of service delivery, limited resource
inputs at the global level, along with underinvestments
in national health systems, have rendered a condi-
tion ready for pandemic spread and its corresponding
costs. Investments through the ACT Accelerator in vac-
cine doses and strengthening the health system will go
some way to supporting the delivery of vaccines at scale.
However, the question remains as to whether funding
levels will be adequate to overcome bottlenecks and be
sustained over time. At the time of writing, commitments
to the ACT-A pillars have remained wanting.

4 | DISCUSSION

We have applied the WHO Building Blocks to describe
and appraise the global health system in relation to
COVID-19. We have demonstrated that the Building

Blocks framework can be readily used to study the
global health system and is a useful starting point for
reflecting on its goals and functions, while helping to
identify strengths, gaps, and potential areas for re-
form. Although we do not provide an exhaustive list, we
have shown that there are a number of existing system
strengths regarding the rapid mobilisation and pool-
ing of funds, the mobilisation of EMT, enhancement of
global information systems, the promotion of more eqg-
uitable supply chains, and procurement and norm dif-
fusion. When examined in light of COVID-19, the global
health system displayed pockets of coordination, coop-
eration, and effectiveness across each of the blocks.
Yet, despite some successes, when viewed through
the Building Blocks as a health system, a number of
failures emerge such as the fragmented and voluntary
global financing, weaknesses in pricing, quality stand-
ards, and inequities in the procurement and distribution
of medicines and supplies. These are underpinned by
acute failures in leadership and governance, informa-
tion and communication, and general service delivery,
in part the result of the non-binding nature of global
treaties and agreements and the tension between na-
tional and global interests. Instead of promoting soli-
darity for the promotion of global common goods in
the face of pandemic, the global health system quickly
fragmented into unilateral action, ad hoc policy, inad-
equate disease response, nationally focused stimulus,
and geopolitical brinkmanship.

The WHO Building Blocks have been widely used to
describe health systems at the national and subnational
levels, guide investments in strengthening the health
system, including monitoring health-system progress
at country level (Sharma et al., 2019; Shoman et al.,
2017). The WHO Building Blocks offer a common lan-
guage that is known among policymakers and health-
system researchers globally. An advantage of using the
WHO Building Blocks to describe the global health sys-
tem is that they provide a clear set of global goals that
are aligned with the goals of national health systems:
improved health, responsiveness, social and financial
protections, equity, and efficiency. Applying the WHO
Building Blocks to the global health system provides a
useful heuristic in which to map, analyse, and evaluate
the system more holistically. The goals and functions
of each of the Building Blocks can be readily applied to
the global health system, although the monitoring indi-
cators to track performance over time would need to be
adapted through global consultation.

However, the Building Blocks have been critiqued
for considering health-system inputs in ‘silos’, failing to
view the system as a whole, or capture the complex-
ity of health systems, including interactions between
inputs and outputs or the different components within
the system (Mounier-dack et al., 2014; Palagyi et al.,
2019). Clearly, there are interconnections between
Building Blocks at the global level, as there are at the
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national level. For example, the voluntary nature of rev-
enue generation for global financing has undermined
the funding of global governance functions, such as
the WHO, and coordinated procurement and distribu-
tion mechanisms through the ACT Accelerator. Weak
governance affects the transparency, reliability, and
completeness of global information systems, which lim-
its the monitoring of progress in relation to the flows of
human resources for health, the pricing of medicines,
and the global allocation of resources. Equally, the
Building Blocks framework supports a static view of
health systems, rather than considering the temporal
dynamics in their response to external shocks or to re-
form options (Mounier-Jack et al., 2014).

The Building Blocks framework offers no weighting
between the blocks, so all parts of the system are as-
sumed to have equal importance (Olmen et al., 2012).
However, governance is clearly a critical function un-
derpinning each Building Block, essential to securing
transparent and responsive information systems, as
to reducing fragmentation of financing and achieving
more equitable distribution of vaccines and human
resources.

The Building Blocks framework focuses on re-
sources and structures and less on the power relations
between actors and institutions, which play an equally
important role in defining health systems (Sheikh et al.,
2011) and building resilience (Kruk et al., 2015). Indeed,
research has shown that, in relation to the global health
system, the quantity and spectrum of often diverging
interests of global health actors and power struggles
between them undermine efforts towards greater coop-
eration and coordination in global health (Spicer et al.,
2020). The Building Blocks framework can be helpful
in assessing performance and identifying areas for im-
provement or reform. However, the diversity of actors,
power imbalances, and diverging interests could limit
the global community's ability to implement reform to
improve the functioning of the global health system.
Unlike at the national level, there is no single global
mechanism to mobilise collective action, such as a
world parliament, and the global community lacks the
fiscal instruments of nation states, which limits the ca-
pacity for global revenue collection. As a result, com-
mitments to reform the global health system remain
voluntary and treaty based which, under current gov-
ernance structures, are gridlocked and unable to de-
liver consistent compliance (Brown & Held, 2017; Held
et al,, 2019). However, history has shown that self-
interested considerations of risk can be transformed
into mutual interests, promoting global common goods
through seismic changes in global architecture (Beck,
1998). The costs and risks associated with COVID-19
provide an opportunity for renewed solidarity in global
health, which is being recognised in the research
(Gostin et al., 2020; Vervoort et al., 2021) and politi-
cal communities alike (Kickbusch & Ruijter, 2021). For

example, at the global level, there are several new pol-
icy initiatives aimed at creating global health solidar-
ity and systems thinking. An unexhaustive list of these
initiatives include negotiations on a new global pan-
demic treaty (governance; Taylor, 2021); agreement on
revised IHRs to better facilitate threat monitoring and
reporting (information systems; Labonté et al., 2021);
an open access WHO dynamic preparedness matrix to
provide member states with a real-time preparedness
index that measures gaps between threats, vulnera-
bilities, and capacities (access and workforce; WHO
Technical Working Group of Dynamic Preparedness
Metric, [forthcoming]); the creation of new international
research to examine the needs and financial require-
ments for adequate global and regional pandemic pre-
vention and preparedness (finance; G20 High Level
Independent Panel [HLIP] on Financing the Global
Commons for Pandemic Preparedness and Response,
2021); the launch of the new WHO Health Systems for
Health Security framework and associated toolkits,
which position health-system improvements as having
health security co-benefits and returns on investment
(service delivery; WHO, 2021). In the case of the last,
the emphasis is on using the Building Blocks to assess
national health system and security needs, to pinpoint
key priority areas, and to make sufficient health-system
links with other sectors and policies (national, regional,
and global). Although nascent, what these initiatives
demonstrate is the motivational capacity associated
with the pandemic, because it is arguable that these
efforts would have been unlikely without the recognised
failures of COVID-19 response.

Moving forward, we argue that the use of the Building
Blocks is an entry point to further analysis of the global
health system, as a health system, and to identifying
goals and monitoring progress. Other research tools,
such as complexity science methods (Borghi & Chalabi,
2017; Sturmberg & Martin, 2020; Sturmberg et al.,
2020), and global system science more specifically
(Dum & Johnson, 2017), can and should complement
the use of the Building Blocks to better understand the
structure of the global health system and how the in-
teractions between agents in the system and with their
environment affect system performance. Such an ap-
proach would provide a whole-system approach, con-
sidering system dynamics, the fact the global health
system is evolving over time, enabling the prospective
consideration of the potential consequences of reform
options, and of potential adaptations and transforma-
tions to bolster resilience across health-system scales.
Equally, political economy analysis is key to under-
standing how the global health system has evolved in
the way it has, and potential constraints to, and oppor-
tunities for, reform (Spicer et al., 2020), including the
role of the private sector (Williams, 2020). These un-
derstandings of power and structural constraints will be
crucial, because global health policy is currently being
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shaped by countervailing national and global interests,
where mutual interests are often recognised but often
politically denied.

Although the Building Blocks do not consider com-
munity within health systems and demand-side factors,
extensions to the Building Blocks have been proposed
to address this (Sacks et al., 2018), and the link be-
tween community and the global health system is more
distal. However, with moves to ensure greater citizen
engagement in global institutions, such as the world cit-
izen initiative, it would be important to consider citizens
and communities when assessing the global health
system (https:/www.worldcitizensinitiative.org/).

Our paper suffers from some limitations. As the in-
tention was to illustrate the application of the Building
Blocks to the global health system, and to contain the
scope of the paper, we focused primarily on some of the
ways in which system goals were met, with COVID-19
as a lens through which to view the system and its func-
tioning. The Building Blocks framework can and should
be applied to global health more broadly and to other
health areas. A further limitation is that our paper draws
on a scoping review that was not systematic but tried
to offer a balanced perspective on strengths and weak-
nesses of the global health system in relation to each of
the Building Blocks. Finally, owing to space limitations,
we could only allude to the importance of understanding
the global health system as being ultimately a series of
overlapping, multilevel structures and Building Blocks.
Unlike national health systems, the global health sys-
tem is necessarily attached to, and reliant on, regional
and national system interconnections and mutual pol-
icy reinforcement. Therefore, looking at these intersec-
tions would offer useful understandings, because there
are promising examples of regional health cooperation
and how participating members might pool knowledge,
enhance provision, and gain efficiencies via new econ-
omies of scale (So & Woo, 2021).

The Building Blocks framework can be used as an
entry point to thinking about areas of potential reform.
However, a reform agenda should be informed by pri-
mary research examining political economy aspects
and modelling of the system holistically in all its com-
plexity. Toward this end, there are promising signs of
global reflections on the state of global health policy,
and there are numerous COVID-19 response reports
and exercises that have been designed to examine
key lessons from the pandemic (Elliot, 2020; Foreign
Commonwealth & Development Office, 2021; G7,
2021; Independent Panel for Pandemic Preparedness
& Response for the WHO Executive Board, 2021;
Pan-European Commission on Health & Sustainable
Development, 2021; Prime Minister's Office & Johnson,
2020). Ultimately, only time will tell whether these re-
flections will help us move beyond existing paradigms
that restrict global health performance and promote the
type of reimagining that we have begun to present here.
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