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The Health Architecture Reimagined Civil Society Organizations (HEAR CSO) consortium 
statement on “Reform of the Global Health Architecture and the UN80 Initiative: A joint 

process to support reforms,” a report by the Director-General to be discussed at the upcoming 
World Health Assembly 79  

 
The HEAR CSO Steering Committee developed this statement based on inputs from HEAR CSO 
consultations (seven regional convenings and a global survey), and of experience and analysis from 
Steering Committee member organizations.1  
 
We welcome WHO attention to and action on the need for a harmonized process, grounded in 
Member States leadership, for advancing global health architecture reform that delivers impact 
and equity.  
 
We note and welcome the current proposal’s approach to stakeholder engagement that 
recognizes both Member States and a broader group of stakeholder constituency groups. 
However, we note with concern that the Task Force does not include representatives from civil 
society, particularly individuals impacted by and with lived experience of health inequities.  
 
However, if the process aims to generate recommendations and guidance for reforms resulting in 
impact and equity, it must not replicate the “business as usual” approach of seeking input from 
civil society and impacted communities while excluding these groups from decision-making and 
governance spaces. We respect the centrality of Member States in WHO proceedings and the global 

health architecture but do fear that restricting the role of civil society and communities with 

lived/living experience of health inequality will result in reform that reproduce rather than challenge 

the gaps and structural issues it intends to fix 
 
We applaud the proposal’s recognition of the need for “dedicated resources [...] for supporting 
participation by key stakeholder groups who could otherwise not engage,” and we urge that the 
process of quantifying and securing these resources be explicitly added to the proposal so that 
inclusion is supported from the outset.  

 
1 HEAR CSO’s work to date includes more than 415 inputs across 90+ countries and seven languages; more than 
eighty percent of people who have engaged with HEAR CSO report lived/living experience with health inequities as a 
caregiver, through personal experience with a condition or stigma and discrimination. Roughly eighty percent of all of 
our participants report moderate to high levels of readiness to engage in global health architecture reform processes; 
only 8 percent have been formally invited to do so, in spite of the array of initiatives that WHO identifies as providing 
relevant information and recommendations for this process. Civil society and impacted communities were under-
represented in the processes that led to the WHO process; their meaningful inclusion in the governance of this 
venture is essential. Learn more at:  hearcso.org  

http://hearcso.org/
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In order to ensure that this important process realizes its full potential and delivers 
recommendations and guidance that are relevant, impactful and reflective of the full breadth of 
experience of people impacted by health inequities and other civil society, we urge Member 
States to support and adopt the following changes:  
 

● Add a minimum of two Task Force seats for people living with and impacted by health 
inequities and civil society. 

● For each Global Health Institution (GHI) with existing board members or dedicated 
delegations representing civil society and people living with and impacted by health 
inequities, allocated one additional seat per GHI. For GHIs that do not have formal 
representation of civil society at any level, we suggest an approach that prioritises 
inclusion of community/CSO leadership from low and lower-middle income countries.  

● Establish and appropriately resource a specific process for engaging the stakeholder 
group of people living with health conditions and affected communities mentioned in the 
current proposal. Establishment of this process, including budget, timeline and inclusion 
targets/parameters (by geography, gender, age, relationship to health inequities/lived 
experience) should be included in the Phase I planning process and must be co-designed 
with the meaningful participation of civil society and affected communities.  

● Ensure, via explicit criteria for Task Force membership selection and through attention to 
the source of inputs through the consultative process that there is minimal influence by 
stakeholders and entities with financial rather than life stakes in the functioning of the 
global health architecture, including in particular representatives of health harming 
industries.  
 

Constituencies with lived experience have invaluable expertise related to the planning and 
delivery of health interventions that work for the most marginalized and vulnerable communities. 
Adopting these recommendations will ensure their direct contribution to the reform process. 
Their inclusion on the Task Force will ensure their role is on par with that of GHIs and Member 
States. This level of and approach to inclusion has been a hallmark of some of the most 
successful global health institutions and initiatives of the 21st century including the Global Fund, 
Gavi, Unitaid and others. A process that excludes these communities from leadership and 
governance roles could result in regression rather than progress toward health governance that 
is inclusive, participatory and accountable to all constituencies. 


