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While huge strides have been made in the last century to understand 
and combat the various pathologies that threaten human health and 
life, we have hardly begun to understand and encourage the pro-
cesses that enable, sustain and enhance that life and its quality in 
the first place. 

A framework moving from the “leading causes of death” to the 
“leading causes of life” is the new, cutting-edge future of health science 
and practice – we see it in many new programmes that are rethinking 
health systems and re-imagining health care and its culture around the 
world. From it flow criteria for evaluating how we build the medical and 
health care systems of the 21st Century. 

Here the “leading causes of life”, a shift in language with practi-
cal implications, is a means to balance the overwhelming stress on 
needs, deficits, threats and pathology, while inspiring new research and 
break-through knowledge. Its elements, and related ideas on health as-
sets, healthworlds, boundary leadership, and deep accountability, are 
outlined below.  

Originating in work done in Africa for the World Health Organiza-
tion[1], these ideas are also being concretely applied to health systems 
in Memphis[2] and North Carolina, and have fed into the USA Stake-
holder Health[3] collaboration. Five key, interlinked ‘leading causes of 
life’ are advanced, each backed by substantive existing knowledge[4]: 

 
Coherence – a meaningful story informing how we make 

sense of our life journey, and of how we care for it, 
and for those around us. 

Connection – the complex social relationships and con-
nections to one another by which we find life, building com-
munities of various kinds to enable us to adapt to changing 
threats and opportunities. 

Agency – having the will and the resourcefulness to act, expressing 
the full range of capabilities we have as human beings. 

Intergenerativity – being affirmed from one generation to another, 
encouraged, strengthened and inspired in how we shape our 
lives by key individuals and valued groups or communities. 

Hope – being able to imagine a different, healthier future and finding 
the energy to do something to try to bring it into being.
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Key Messages 
 
Transcending the limits of the sci-
ence of pathology is the future. 

An over-emphasis on needs, deficits, 
threats and pathology is a fault line. 

The ‘leading causes of life’ is a prom-
ising lens for rethinking health. 

This shift in language, with its implications 
for practice and research, offers a com-
pelling framework for innovation. 

Community assets for health, tangi-
ble and intangible, are key. 

Health is a lifespan journey of individuals 
in communities who hold assets for their 
health that can and should be leveraged. 

Understanding healthworlds helps 
avoid intervention failures. 

The agency of health seekers, linked to 
their ways of seeing health and illness, is 
a crucial part of a healthy system. 

‘Boundary leadership’ is crucial to 
enable innovation across silos. 

Such leadership embraces complexity, 
and is willing to risk for the sake of the 
health of the whole. 

Fully responsive/responsible health 
systems show ‘deep accountability’. 

Internal accountability for health services 
must be linked to external accountability 
to all relevant stakeholders, which re-
quires trust and trustworthiness. 

LEADING 
CAUSES 
OF LIFE 

Extended Health Systems for Complex Patients in Complex Neighborhoods 
Investigating and applying the full implications of a ‘life’, or generative, perspective on health systems of the fu-
ture also implies rethinking how we conceive of what we mean by a health system:  
• A fully adequate health system will take into account the lifespan journey of health across generations. 
• Facilities (hospitals, clinics, etc.) will rethink their mission, practice, and accounting to include, say, the 30 

days before, and the 30 days after, patients arrive at their doors. 
• Because this clearly exceeds what facilities alone can do, it means entering into trustworthy partnerships 

with all relevant stakeholders beyond their walls, in communities. 
• Then connections, agency, other assets, the healthworlds people live by, and boundary leadership matter. 
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Health assets extend well beyond visible, 
formal services, and include tangible 
and intangible resources and energies in 
communities that should be made visible 
and leveraged more effectively for 
greater individual and population health.  

Because formal health systems, private 
or public, cannot and never will meet all the 
demands and needs, paying attention to 
the full range of assets available ‘beyond 
the walls’ of the facility, including commu-
nity strengths, is of obvious consequence. 

Crucially, intangible factors are also of 
considerable import for the effectiveness 
and efficiency of any service or interven-
tion. Trust is one such; so are credibility, 
motivation, compassion, mentoring, ac-
companiment and more. Hard to measure, 
all nonetheless bear upon whether or not 
available health care is accessed, regarded 
as acceptable, or properly utilized, and on 
their affordability: how direct and indirect 
costs are carried and shared. 

 
Agency, active engagement in using or 
leveraging an asset, is essential – and it 
belongs to provider and health-seeker. 

Medical and health care providers and 
professionals largely see agency as resid-
ing with them. Yet durably effective inter-
ventions, at individual, community or public 
level, must also account for the agency of 
the health seeker. Here the world of the 
health seeker’s individual or communal 
construction of health and illness and their 
etiology – their ‘healthworld’[5] – often plays 
a key role in behaviour and choices. 

Because the reception of interventions 
or services impacts on their utility and val-
ue, it is unhelpful – perhaps counter-
productive – simply to insist on the agency, 
or power, of the health provider over the 
health seeker. Trust and credibility are won 
not by force, but by intelligent encounter. 
 

Boundary leadership nurtures innovation 
and transformation for the sake of the 
whole and the well-being of all. 

It means embracing complexity, moving 
beyond inflexible silos of practice and 
thought, being willing to risk the hopeful, 
looking for connections and greater coher-
ence, nurturing the agency of others. 
 
Deep accountability, beyond normal in-
ternal (‘vertical’) accountability protocols 
of health facilities or formal systems, 
takes proper account of all stakeholders 
through effective, durable forms of ex-
ternal (‘horizontal’) accountability.  
    This includes all involved in the journey 
of health, taking the complexity of that 
journey into account. The language of 
health assets, healthworlds and causes of 
life, and the patterns and processes they 
describe, helps describe that complexity. 
Best understood not in the light of a theory 
of disease, but in the context of a living 
person in a social system that is itself alive, 
it involves a ‘blended intelligence’ able to 
work with an ensemble of practices, each 
distinct but all impacting on the others [6]. 
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T o  l e a r n  mo r e  …  
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An ensemble of interlinked practices 


