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In his 1958 novel Things Fall Apart , the Nigerian writer Chinua 

chebe observes: “Age was respected among his people, but 
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chievement was revered” [ 1 ]. Global health has likewise come to 

evere achievement—success stories, elimination targets, and aspi- 

ational end dates. But Achebe’s novel traces how a seemingly sta- 

le society disintegrates when its organising principles erode. The 

ragedy is not sudden; it is cumulative, and triggered by colonial 

orces outside of the local culture. 

The result is a world in which, piece by piece, things fall apart 

rogressively. 

Tragically, in global health, similar signs of disintegration are 

ncreasingly visible. Maintaining peace, developing friendly rela- 

ionships, and promoting social progress, improved living standards 

nd ensuring human rights has been the basis for a collaborative 

greement among countries across the world and was the found- 

ng principle for the development of the United Nations (UN) after 
iety for Infectious Diseases. This is an open access article under the CC BY license 
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orld War II. UN agencies such as the World Health Organization 

WHO), the Food and Agricultural Organisation (FAO), and the UN 

nvironmental Program (UNEP) were entrusted with coordination 

f the global response to human-, and animal and environmental 

ealth threats. 

A separate supranational organisation already in existence since 

924 focussed on animal health threats, the World Organization 

or Animal Health (WOAH). Two decades ago, global health ap- 

eared to be entering a golden era. HIV mortality was falling, 

alaria deaths were declining steeply, tuberculosis (TB) detection 

ystems were expanding, measles and rubella eradication was con- 

idered biologically, technically and economically feasible with ex- 

sting vaccines and neglected tropical diseases (NTDs) were gain- 

ng long-overdue attention through mass drug administration and 

limination campaigns. Smallpox and rinderpest were eradicated, 

nd ambitious timelines were declared: ending AIDS as a public 

ealth threat by 2030, eliminating measles and rubella in at least 

 of 6 WHO Regions by 2020, eliminating TB, eradicating malaria, 

nd interrupting transmission of diseases such as schistosomiasis, 

racunculiasis, polio and trachoma. In 2022, four UN agencies en- 

ered an agreement for collaborative action to a sustainable bal- 

nce and optimize the health of humans, animals, plants and the 

nvironment, with an agenda to work on development of global 

urveillance for infectious diseases, specific programs aimed at re- 

ucing the global burden or even eliminate diseases and jointly ad- 

ress the threats to health from climate change [ 2 ]. 

Today, those ambitious goals appear increasingly distant. 

rogress has not vanished, but it has become fragile. Yet, the 

eed has not changed: analyses from the Global Burden of Disease 

GBD) Study and WHO estimates show that infectious diseases 

emain major causes of death and disability worldwide, increas- 

ngly intersecting with rising non-communicable diseases (NCD), 

urdens, climate shocks, and weak epidemic preparedness [ 3–5 ]. 

ains against tuberculosis (TB), malaria, and HIV have stalled or 

eversed; epidemic-prone zoonoses continue to spill over; arbovi- 

al outbreaks are breaking records; countries are reeling under 

 global measles resurgence and NCD amplify infectious risks. 

he large Ebola viral disease outbreaks in West Africa, Zika in 

he Americas, and COVID-19 across the globe laid bare that the 

orld is ill prepared for the changing epidemiology of infectious 

iseases. 

But perhaps the biggest challenge is the increasing erosion of 

onfidence in science and institutions [ 6–7 ]. The weakening of in- 

titutions is rarely abrupt. It is gradual and often predictable, when 

arly warnings are ignored. The overlapping pressures reveal a cen- 

ral paradox of contemporary global health: unprecedented techni- 

al capacity coexisting with declining institutional resilience. This 

s visible in several thematic areas: 

1. Fragmentation of governance and solidarity 

The fragmentation of global health governance is no longer the- 

oretical. On 20–21 January 2025, the United States president 

issued an executive order and publicly announced the intent 

to withdraw from the WHO [ 8 ], a decision that, under WHO 

rules, requires a notice period and therefore initiated a process 

of withdrawal. The US position was confirmed in January 2026 

and the WHO is faced with a major challenge in maintaining its 

core programs due to the loss of a once reliable and generous 

partner member state. 

In parallel, the United States of America initiated a 90-day 

review and pause of foreign assistance in early 2025, creat- 

ing major uncertainty and disruption for programmes includ- 

ing the support for the President’s Emergency Plan for AIDS Re- 

lief (PEPFAR) initiated by former USA president George Bush in 

2003 and broader USAID operations [ 9 , 10 ]. Modelling suggests 

that even time-limited interruptions to HIV financing and ser- 
2

vice delivery could translate into large numbers of excess in- 

fections and deaths in sub-Saharan Africa, underscoring how 

quickly long-term gains can rapidly be placed at risk [ 11 ]. PEP- 

FAR remains among the most successful global health initia- 

tives in history. Its impact has depended not only on scientific 

advances, but also on sustained political commitment. Funding 

uncertainty now threatens gains that took two decades to build 

[ 11 , 12 ]. 

Fragmentation is also evident in the growing emphasis on bilat- 

eralism. In late 2025, reporting described draft bilateral health 

agreements that would expand US-specified requirements for 

outbreak notification timelines and pathogen sample sharing 

in partner countries [13,14] . Regardless of the final form these 

agreements take, the direction of travel is clear: surveillance 

and response rules are increasingly contested terrain in foreign 

policy, not simply technical domains of public health, but em- 

bedded into an aggressive business agenda focussing on access 

to rare commodities needed to further expand the global de- 

mand for energy and rare minerals [ 15 ]. 

These developments threaten to seriously impact the WHO 

Pandemic Agreement presented at the World Health Assembly 

on the 20th May 2025, which aims to strengthen international 

coordination for pandemic prevention, preparedness, and re- 

sponse, including commitments to data sharing and more equi- 

table access to vaccines, diagnostics and therapeutics [ 16 ]. The 

agreement was developed at the request of the World Health 

Assembly, after the COVID-19 pandemic had made it painstak- 

ingly clear that gathering and sharing of essential information 

as early as possible was far from optimal, that access to diag- 

nostics, drugs and medical countermeasures was far from equi- 

table, and that no government or institution could address the 

threat of future pandemics alone. 

The agreement was reached after negotiations in which the 

interests of countries across the globe and particularly low- 

and-middle-income countries were considered. A core theme 

was and is the need for fairness in the global handling of 

pathogen data, pathogens, and outbreaks, with stiff negotiations 

about the need for access and benefit sharing to improve eq- 

uity in Global Health [ 16 ]. The promise of the treaty depends 

on the underlying principle that global health is a common 

good, requiring broad participation and durable trust, exactly 

what geopolitical fragmentation threatens to erode. The agree- 

ment has not been signed by the USA. Also, the current USA 

administration has not requested support for the Coalition for 

Epidemic Preparedness Innovations (CEPI), in its 2026 budget 

proposal [ 17 ]. Half of databases previously maintained by the 

US Centers for Disease Control and Prevention, CDC, is not be- 

ing maintained [ 18 ]. 

Fragmentation also persists in the still debated question of 

SARS-CoV-2 origins although a zoonotic to human cross-species 

transmission events is most likely [ 19 ]. In June 2025, WHO’s 

Scientific Advisory Group for the Origins of Novel Pathogens 

(SAGO) concluded that accessible evidence is consistent with 

zoonotic spill-over with multi-species mixing in wet markets 

in China as a key risk factor. However, key data particularly 

early genetic sequences and other information requested from 

China remain unavailable, limiting confidence in definitive con- 

clusions [ 20 , 21 ] ( Figure 1 ). 

2. Vaccines, misinformation, and erosion of trust 

Vaccines remain among the most effective public health inter- 

ventions ever developed. Since its launch in 1974, the WHO’s 

Expanded Programme on Immunization (EPI) has saved an es- 

timated 154 million lives by protecting children against dis- 

eases such as measles, polio, tetanus, diphtheria, hepatitis B, 

Haemophilus influenzae type b, and meningococcal infections 

[ 22 , 23 ]. More recently, adult vaccination campaigns against 
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Figure 1. Reflection on past achievements, current fragilities and strategic global public health priorities. 
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COVID-19 prevented tens of millions of deaths globally during 

the acute phase of the pandemic [ 24 ]. 

Yet vaccines have increasingly become targets of sustained mis- 

nformation campaigns, amplified by the change in the leadership 

n the USA and by social media algorithms. Renewed claims link- 

ng measles, mumps, and rubella (MMR) vaccination to autism are 

ctively being promoted through these actors, despite robust ev- 

dence from large population-based studies demonstrating no as- 

ociation [ 25 ]. Vaccine misinformation has been amplified by po- 

itical agendas actively intended to drive polarisation for political 

ains and declining trust in institutions, contributing to declining 

hildhood vaccination coverage in several high-and middle-income 

ountries [ 6 , 7 ]. The science hasn’t changed; it’s the politics that

ave changed. 

In the United States, Canada and Mexico declining childhood 

mmunisation rates have been followed by increasing measles 

ransmission. Several multi-state outbreaks were reported in 2024–

025, reversing progress toward elimination [ 26 ]. Measles is highly 

ransmissible, which makes it a sentinel of declining vaccine cover- 

ge. Similar declining trends have been seen in parts of Europe and 

lsewhere [ 27 ], reflecting a broader erosion of confidence in public 

ealth recommendations rather than isolated pockets of hesitancy. 

The consequences of vaccine misinformation extend beyond 

hildhood immunisation. Analyses of COVID-19 mortality in the 

nited States found that a substantial proportion of deaths occur- 

ing after vaccines became widely available were preventable, with 

efusal or delayed vaccine uptake strongly associated with expo- 

ure to misinformation, scepticism of science and political identity 

 6 , 7 ]. This is not simply a failure of individual decision-making, but

 systemic breakdown in the relationship between science, gov- 

rnance, and public trust and lack of political leadership [ 7 , 28 ].
3

he decision to almost completely stop investments in mRNA vac- 

ine research for respiratory viruses by the US government may 

hreaten investments by pharmaceutical companies, given the un- 

ertainty of future markets [ 29 ], and the global ability to rapidly 

roduce sufficient vaccine doses to mitigate the impact of a future 

Disease X” scenario. 

In response, independent initiatives have emerged to counter 

isinformation and restore confidence in science and public health. 

he Center for Infectious Disease Research and Policy (CIDRAP)’s 

accine Integrity Project, for example, seeks to provide transpar- 

nt, evidence-based assessments of vaccine science and policy, in- 

ulated from political influence [ 30 ]. Such effort s are necessary but 

nsufficient on their own. Trust cannot be rebuilt solely through 

act-checking if political leaders are engaging in disinformation; 

t depends on consistent political leadership, credible institutions, 

nd a social contract that treats public health as a shared good 

ather than a partisan battleground. 

The erosion of vaccine confidence is therefore not an isolated 

henomenon. It is an indicator of a deeper vulnerability in national 

nd global health systems: when trust in science and public insti- 

utions fractures, even the most effective tools lose their power [ 7 ] 

 Figure 1 ). 

eglected tropical diseases (NTD): promise and precarity 

Over the past two decades, coordinated international action, 

nchored by the WHO’s NTD Road Map, has delivered measur- 

ble success [ 31 ]. Several countries have achieved elimination of 

iseases such as Guinea worm, lymphatic filariasis, and trachoma 

s public health problems, demonstrating what sustained political 
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ommitment, donated medicines, and community-based delivery 

an accomplish [ 31 , 32 ]. 

These achievements are substantial, but they are also extremely 

ragile. Most NTD programmes depend heavily on external financ- 

ng, pharmaceutical donations, and a functioning primary health 

are systems for delivery, surveillance, and verification. COVID- 

9–related disruptions exposed these vulnerabilities. Recovery has 

een uneven, and in some countries, programmes have yet to re- 

urn to pre-pandemic operational capacity [ 33 ]. 

Reduced international funding and domestic fiscal pressures, 

oupled with climate-sensitive expansion of vectors and interme- 

iate hosts, has increased the risk of resurgence in many low- and 

iddle-income countries. Weak health information systems mean 

hat early signals of renewed transmission are often delayed or 

issed. Surveillance for NTDs is frequently among the first casual- 

ies of budget cuts, rendering disease re-emergence invisible until 

ransmission is well established [ 34 ]. 

High-burden NTDs, including schistosomiasis, Chagas disease, 

eishmaniasis, and onchocerciasis—continue to impose substantial 

isability, particularly among the poorest and most disadvantaged 

 35 ]. Diseases of the poor and marginalised are persistently under- 

nanced relative to their contribution to morbidity and long-term 

conomic loss. The mismatch between burden and investment re- 

ects a deeper political economy of neglect: diseases that primar- 

ly affect marginalised populations generate limited urgency once 

limination targets appear within reach similar to the plateau of 

alaria control investment and the withdrawal of funding for lep- 

osy elimination. NTDs are at risk of a quiet slide back into ne- 

lect after initial success. Indeed, NTDs are a stress test of whether 

ong-term commitments can be maintained once initial success is 

eclared ( Figure 1 ). 

eyond Africa: epidemic-prone zoonoses 

Deep concern about global health regression and lost gains is 

ot confined to sub-Saharan Africa, even though many African 

ountries bear a disproportionate burden of epidemic-prone dis- 

ases. Recurrent outbreaks of zoonotic infections illustrate how 

cological disruption, urbanisation, and weak surveillance sys- 

ems converge to produce repeated public health emergencies 

 36 ]. Lassa fever alone is estimated to cause tens of thousands 

f infections annually in West Africa, with substantial under- 

scertainment due to limited diagnostic capacity and surveillance 

aps [ 36 ]. In recent years, outbreaks of Ebola virus disease, Mar- 

urg virus disease, mpox, and Rift Valley fever have re-emerged 

cross multiple countries [ 37 , 38 ]. Although outbreak detection and 

esponse have improved compared with the early 20 0 0s, surveil- 

ance remains fragmented across human, animal, and environmen- 

al health sectors, limiting timely risk assessment and coordinated 

ction. 

A One Health perspective helps explain why these outbreaks 

ontinue to occur. Land-use change, deforestation, agricultural in- 

ensification, climate stress, and expanding wildlife–human inter- 

aces are accelerating zoonotic spill-over at a pace that increas- 

ngly outstrips global response capacity [ 39 , 40 ], including more 

ntegrated prevention, early warning and control of emerging in- 

ections at the human-animal interface39 . These drivers are not 

egional anomalies but manifestations of anthropogenic planetary 

hange, linking outbreaks in West and Central Africa to broader 

lobal patterns of environmental degradation and economic devel- 

pment. 

The consequences of this disconnect are evident. With the in- 

reasing pressures on natural systems, spill-over outbreaks can oc- 

ur across the globe, increasing the demand for strengthening of 

urveillance in an already underfunded and understaffed health 

ystem in many parts of the world. As a consequence, surveillance 
4

ystems often detect outbreaks only after sustained transmission is 

ccurring, and response mechanisms remain heavily dependent on 

mergency mobilisation rather than embedded preparedness. The 

irculation of clade IIb mpox among humans had already been on- 

oing for several years Nigeria before the virus spread globally in 

 MSM network since May 2022 [ 40 ]. 

Even in high resource countries, investments in zoonotic dis- 

ase control remain skewed toward reactive measures, while up- 

tream drivers—environmental governance, land-use planning, and 

limate mitigation—receive far less attention within global health 

trategies. In the USA, the introduction of highly pathogen avian 

nfluenza into cattle had been going under the radar for several 

onths before the cause of the disease was identified [ 41 ]. With 

he lack of transparency from the US government about this it 

s unclear what is going on with this widespread cattle outbreak, 

oth with respect to animal and human health and the evolution 

f the emerging virus. 

Epidemic-prone zoonoses therefore expose a fundamental 

ension in global health architecture: the mismatch between the 

ransboundary nature of emerging infectious threats and the 

argely national or bilateral frameworks used to address them. 

he moral obligation to protect the health of our children and 

uture generations gets very little attention in global health [ 42 ] 

 Figure 1 ). 

rboviruses in a warming, urbanising world 

Arboviral diseases have become emblematic of a warming, 

apidly urbanising world. Once framed as episodic or geographi- 

ally contained, infections such as dengue, Zika, chikungunya, West 

ile and yellow fever are now persistent threats across large parts 

f the globe [ 43 , 44 ]. 

In 2024, the Americas experienced the largest dengue epidemic 

n record, with more than 11 million suspected cases across the 

egion [ 45 ]. Similar trends have been observed in parts of Asia and 

he Western Pacific, where dengue and chikungunya circulate in 

ensely populated, climate-stressed urban environments. 

Zika virus imported to the Americas from Oceania caused an 

xplosive epidemic in Brazil in 2015-2016 and pregnant women 

ransferred the virus to their fetuses, causing a substantial out- 

reak of microcephaly. Sustained mosquito-borne transmission has 

ow been documented in more than 90 countries and territories 

orldwide [ 46 ]. Urban poverty and rapid, unplanned urban ex- 

ansion accelerate transmission by increasing mosquito breeding. 

hese forces have transformed arboviral disease from a sporadic 

ublic health concern into a structural feature of global health risk 

 47 ]. In Europe, the incidence of arboviruses is on the rise, with 

eographic expansion of viruses, and the increasing establishment 

f Aedes vectors and sandfly vectors. 

Despite growing recognition of these trends, access to diagnos- 

ics and preventive tools remains deeply unequal. Diagnosing and 

onitoring arboviruses in endemic regions remains challenging for 

ack of suitable multiplex assays, hampering our understanding of 

he epidemiology [ 48 ]. 

Dengue vaccines have been licensed and introduced in some 

ettings, but deployment has been constrained by cost, supply lim- 

tations, and the need for careful risk–benefit assessment. Vec- 

or control strategies continue to rely heavily on insecticides, 

ven as resistance spreads and community acceptance declines. 

rboviruses thus expose the limits of global health narratives 

hat prioritise short-term containment over structural preven- 

ion. In a warming and urbanising world, vector-borne disease 

ontrol cannot succeed without addressing the social and en- 

ironmental conditions that allow transmission to flourish [ 48 ] 

 Figure 1 ). 
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yndemics: infectious diseases and NCDs in a shared body 

Global Burden of Disease (GBD) analyses and WHO mortality 

stimates show that non-communicable diseases (NCDs) now ac- 

ount for the majority of global death and disability [ 49 ]. Yet NCDs

ave not replaced infectious diseases; they coexist with, and am- 

lify, them. During the COVID-19 pandemic, mortality was dispro- 

ortionately concentrated among individuals living with obesity, 

iabetes, hypertension, and other NCDs, exposing how chronic dis- 

ase burden magnifies epidemic risk [ 49 ]. 

Tuberculosis risk and outcomes are strongly influenced by un- 

ernutrition, diabetes, smoking, and alcohol use. Measles disease 

s devastating in undernourished children. HIV infection increases 

he risk of cardiovascular disease, chronic kidney disease, and cer- 

ain cancers, even in the era of effective antiretroviral therapy [ 50 ]. 

In many low- and middle-income countries, individuals simul- 

aneously face HIV, TB, Malaria and one or more NCDs while nav- 

gating health systems organised into rigid, disease-specific silos 

 50–53 ]. Funding streams, clinical guidelines, and surveillance plat- 

orms remain vertically structured, requiring patients to move be- 

ween uncoordinated services. Access to healthcare and suscepti- 

ility to misinformation are unevenly distributed [ 54 ]. The result 

s inequality in care, inefficiency, loss to follow-up, and missed op- 

ortunities for prevention and early intervention. 

This syndemic reality underscores a central limitation of 

urrent preparedness strategies. Approaches that focus nar- 

owly on pathogen-specific countermeasures—vaccines, antivirals, 

iagnostics—without sustained investment in fundamental re- 

earch, one health prevention programs, primary health care, 

hronic disease management, nutrition, and social protection will 

ontinue to leave populations exposed. Recognising syndemics re- 

uires a shift in how success is defined in global health. Reductions 

n single-disease mortality, while important, are insufficient indi- 

ators of resilience if underlying vulnerabilities persist [ 55 ]. Pre- 

aredness that fails to address NCDs alongside infectious threats is 

reparedness in name only ( Figure 1 ). 

ar and the breakdown of public health 

Armed conflict represents one of the most direct and destruc- 

ive assaults on public health systems. In war settings, health 

nfrastructure collapses, routine services are interrupted, supply 

hains fractured and populations are displaced, creating ideal con- 

itions for the resurgence of infectious diseases and the spread of 

ntimicrobial resistance. 

The consequences are visible across multiple conflict zones. In 

emen, prolonged conflict has been accompanied by large out- 

reaks of diphtheria and cholera, reflecting the breakdown of im- 

unisation programmes, water and sanitation systems and dis- 

ase surveillance [ 56 , 57 ]. Similar dynamics are unfolding in Sudan, 

here ongoing conflict and mass displacement have been associ- 

ted with surges in cholera, malaria, measles, rabies, and other 

ommunicable diseases. Health services in Darfur and other af- 

ected regions are overwhelmed, under-resourced or inaccessible, 

ompounding already severe humanitarian needs [ 58 ]. 

Forced displacement further amplifies health risks. Among Ro- 

ingya refugees in Cox’s Bazar, Bangladesh, one of the world’s 

argest refugee settlements— overcrowding, limited water and 

anitation and constrained health services have fuelled recur- 

ent outbreaks of scabies and cholera, despite substantial hu- 

anitarian engagement [ 59 , 60 ]. These conditions illustrate how 

ven well-supported emergency responses struggle to contain 

isease when displacement becomes protracted rather than 

emporary. 

Among war-wounded populations in Ukraine and Gaza, high 

ates of colonisation and infection with multidrug-resistant Gram- 
5

egative bacteria, including carbapenemase-producing Enterobac- 

erales, have been documented [ 61–63 ]. AMR emerging in war 

ones does not remain confined; it travels with patients, healthcare 

orkers, and humanitarian evacuations. In Gaza, the ongoing con- 

ict has further degraded infection prevention and control capac- 

ty, increasing the risk of healthcare-associated transmission and 

egional spread including polio [ 64 , 65 ]. 

In Somalia, where conflict, climate shocks, and weak gover- 

ance intersect, communicable disease outbreaks continue to re- 

ur. As of late 2025, thousands of suspected diphtheria cases and 

ver a hundred deaths had been reported, underscoring how frag- 

le immunisation and surveillance systems are affected during pro- 

racted crises [ 66 ]. 

In Eastern DRC, the emergence of a novel mpox variant was not 

rought under control due to challenging conditions as a conse- 

uence of military conflict. The clade Ib mpox strain, first identi- 

ed in South Kivu, now appears to have set foot outside of the 

frican region as well with sexual contacts driving the transmis- 

ion [ 67 , 68 ]. 

Modern-day war also uses (mis)information as a weapon, which 

ay further undermine trust in institutions. After the Russian in- 

asion of Ukraine, a security council meeting was called to dis- 

uss allegations of a bioweapons program ‘discovered’. The work 

escribed with visuals in the UN council meeting was an avian in- 

uenza virus surveillance program, an essential component of the 

lobal monitoring of bird flu [ 69 ]. 

ow prepared are we? 

The post–COVID-19 period has produced an unprecedented pro- 

iferation of preparedness frameworks, indices, road maps, and 

ction plans [ 70 ]. However, without sustained financing, politi- 

al commitment, manufacturing capacity, technology transfer, and 

overnance mechanisms that treat vaccines, diagnostics, and ther- 

peutics as global public goods, preparedness risks becoming per- 

ormative, highly visible in documents, weak in delivery [ 71 ]. As 

he next pandemic virus emerges locally and then spreads glob- 

lly, the world is no better prepared than the weakest link in the 

hain. 

Yet beneath this activity lies an uncomfortable truth: the world 

emains dangerously unprepared for future pandemics. WHO-led 

nitiatives such as the R&D Blueprint and priority pathogen lists 

emain essential components of global preparedness architecture 

 72 , 73 ]. 

The Global Health Security Index (GHSI), which assesses coun- 

ries’ capacities to prevent, detect, and respond to infectious dis- 

ase threats, reports an average global score below 40 out of 100 

nd concludes that no country is fully prepared for pandemics 

 74 ]. More revealingly, countries with higher preparedness scores 

id not consistently achieve better outcomes during the COVID-19 

andemic75 . Subsequent analyses demonstrated that technical ca- 

acity alone, laboratories, plans, legal authorities was a poor pre- 

ictor of mortality, trust, or equity in response [ 75 ]. This discon- 

ect exposes the limits of checklist-based preparedness divorced 

rom political context. 

Governance, public trust, social cohesion, and equity proved as 

mportant as diagnostic capacity or stockpiles. Where leadership 

s fragmented, communication inconsistent, and trust low, formal 

reparedness measures fail to translate into effective action. 

Preparedness must be judged by whether medicine reaches 

ospitals, health workers are protected and paid, laboratories func- 

ion during crises, supply chains remain intact, public health pro- 

ection and primary prevention is functioning well, and whether 

ommunities trust public institutions enough to follow their guid- 

nce. On these measures, preparedness remains uneven and, in 

any places, illusory ( Figure 1 ). 
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onclusions 

Things Fall Apart is not only a story of collapse, but of leader- 

hip failure and denial. Achebe describes a society unable to adapt 

hen its foundational assumptions are challenged, mistaking rigid- 

ty and belief in unscientific narratives for strength - until disinte- 

ration becomes inevitable. Global health now faces a comparable 

eckoning. Decades of progress have produced remarkable achieve- 

ents, but too often without the institutional, political, and social 

oundations required to sustain them. The result is a system rich 

n technical solutions yet increasingly poor in resilience. 

Several lessons follow: 

First , global health financing must be treated as long-term in- 

estment in infrastructure, not episodic charity or part of a busi- 

ess model. Chronic underfunding of TB, malaria, HIV, neglected 

ropical diseases, primary health care, strengthening of surveil- 

ance, diagnostic capacity and health systems preparedness for out- 

reaks is not an accident; it is a political choice. Fragile gains 

re the predictable consequence of short funding cycles applied to 

ong-term problems. 

Second , preparedness must move from paper to practice. In- 

ices, road maps, and action plans cannot substitute for trained 

ealth workers, functioning laboratories, reliable supply chains, 

nd trusted institutions. Preparedness that cannot deliver di- 

gnostics, epidemiological intelligence, drugs, therapeutics, vac- 

ines, and community care under stress is preparedness in name 

nly. 

Third , global health governance must resist fragmentation and 

ecommit to multilateralism. Bilateralism, selective data-sharing, 

ncreased geopolitical tension and disengagement weaken surveil- 

ance, erode trust, and undermine collective security. Pandemic 

isk is transboundary by nature; governance that is not regional 

nd global, and genuinely cooperative, will fail. This is what 

he WHO, with all its faults and limitations, helps to provide, 

nd why it is such an important institution for all countries to 

upport. 

Fourth , epidemic prevention is a global health challenge, 

ecognising the multiple syndemics and climate change that 

uel disease emergence and spread. Infectious diseases do 

ot operate in isolation from non-communicable diseases, ur- 

an poverty, food systems and conflict. A narrow focus on 

iomedical countermeasures, will continue to leave populations 

ulnerable. 

Fifth , trust must be recognised as core public health infrastruc- 

ure. Vaccines, surveillance systems, and emergency powers de- 

end on public confidence in science and institutions. When trust 

rodes, even the most effective tools lose their power. Rebuilding 

hat trust requires consistent bold political leadership, robust and 

ransparent evidence-based approaches, and a renewed social con- 

ract around collective health. It also includes taking a serious look 

t regulating the global spread of mis- and disinformation through 

 small number of extremely powerful tech companies. 

Sixth, we need to strengthen science education in schools with 

urricula that teach critical appraisal of scientific information in- 

luding critical evaluation of sources of information. 

Seventh, the USA is withdrawing support for multilateral in- 

titutions and programs, China is reluctant to share data and 

ake news is spread for political purposes. Countries that con- 

inue to believe in and support multilateral institutions, pro- 

rams and share values must collaborate and ensure funding and 

eadership. 

The question is whether the global health community will heed 

chebe’s warning. Things fall apart, not because we lack knowl- 

dge, but because we fail to act on what we already know. The 

ime to act is now, for governments, supernational organisations, 

ealth experts and all citizens. 
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