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Abstract

Background: Roughly 29 million people die each year from causes preventable under current scientific understanding
and existing binding international law [1]. This paradox — abundant legal commitment, deficient health outcome —
is not chiefly a failure of knowledge or resources. It is a failure of governance architecture. This paper introduces the
Governance-to-Outcome Gap (GOG) as a new explanatory framework for this persistent failure, and proposes the
Integrated Compliance Architecture (ICA) — a twelve-pillar implementation system — to close it.

Methods: We performed a structured policy-epidemiological synthesis across twelve health-determining domains. Data
were drawn from the Global Burden of Disease Study 2021, WHO World Health Statistics 2024, FAO, UNICEF, UNODC,
ILO, UNEP, and IARC (2015-2025). Fifty-seven international legal instruments were assessed for ratification breadth,
implementation quality, compliance monitoring, and enforceability. The National Health Compliance Score (NHCS)
was developed — a composite governance-outcome tool scoring nations across all twelve domains on institutional
capacity, health outcome proximity to benchmarks, monitoring integrity, and regulatory independence — and piloted
across eleven nations spanning five World Bank income categories. Financing estimates were derived from IMF, World
Bank, and peer-reviewed economic modelling including Al-assisted scenario projections.

Findings: Across the twelve domains, an estimated 29 million preventable deaths occur annually despite binding legal
obligations [1]. Four systemic deficiencies persist: institutional fragmentation across international bodies, near-absent
enforcement mechanisms, chronic underfinancing, and regulatory capture by commercial actors. The NHCS pilot reveals
that no nation achieves full compliance — the highest score is 87 out of 100 — confirming that the Governance-to-
Outcome Gap is universal, not restricted to low-income settings. Food adulteration, agricultural chemical governance,
mental health, lifestyle disorder management, and the nascent domain of digital health record the lowest cross-national
scores. Overlapping risk pathways across pillars mean aggregate mortality figures are indicative rather than additive.

Interpretation: The Governance-to-Outcome Gap offers a unifying explanation for why international health law
repeatedly fails to translate into health outcomes. The Integrated Compliance Architecture addresses this by linking
existing binding obligations to measurable outputs through improved institutional design, dedicated financing
instruments, Al-assisted monitoring, and graduated enforcement consequences — without requiring any new treaty.
Partial implementation is modelled to yield substantial reductions in preventable mortality, at an estimated $12—18
return per dollar invested (World Bank, 2024).
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Int Internal Med J, 2026 Volume 4 | Issue 1|1



Keywords: Store-Operated Calcium Entry, SOCE, ORAI, PBMCs, Biomarker, Neuroplasticity, Psychedelic, Psychoplastogen,
Neuroplastogen, 5-HT2A, Translational Neuroscience

KEY MESSAGES

1. An estimated 29 million people die annually from causes already prohibited by binding international law — this is a governance
accountability crisis, not a knowledge deficit [1].

2. The Governance-to-Outcome Gap (GOGQG) is an original construct introduced in this paper: it explains why legal health commitments
chronically fail to prevent death — the obligations exist, but the implementation machinery does not.

3. Twelve health-determining domains are for the first time unified under a single governance architecture, including food adulteration,
agricultural chemical toxicity, occupational chemical exposure, digital health addiction, and lifestyle disorder environments — each
carrying vast preventable burdens yet receiving inadequate global governance attention.

4. The National Health Compliance Score (NHCS) is among the first governance-outcome tools to assess nations simultaneously
across all twelve domains; the global mean score of 55/100 indicates that nations are performing at roughly half the level their own
ratified obligations require.

5. This paper introduces two novel innovations absent from predecessor frameworks: Al-assisted real-time compliance monitoring,
and planetary-boundary-linked health targets connecting ecological limits to human health outcomes.

6. The ICA requires no new treaty: every pillar derives binding force from instruments already signed, ratified, and in force —
governments are invited to honour commitments they have already made.

7. Three feasible financing instruments — an extractive-industry health levy, tobacco and alcohol excise reallocation, and ICA
implementation bonds — are estimated to generate US$250-320 billion annually, a fraction of the US$23 trillion annual cost of
inaction [2].

8. A Minimum Viable Charter — a prioritised 12-month action package — specifies what any government, at any income level, can

initiate immediately within its existing mandate.

1. Introduction: The Architecture of Preventable Catastrophe
There exists a particular genus of policy failure distinguished
by its invisibility. It sustains the appearance of institutional
momentum — generating communiqués, summit declarations,
treaty ceremonies, and ministerial pledges — while, beneath this
surface activity, people die from causes that governments have
already legally committed to prevent. This paper concerns itself
with diagnosing that failure and, more importantly, with specifying
the practical architecture to overcome it.

Every major driver of preventable mortality on earth today —
toxic air, contaminated water, adulterated food, harmful pesticides,
tobacco and smokeless tobacco, hazardous alcohol use, drug
dependence, untreated mental illness, antimicrobial-resistant
infections, occupational chemical hazards, and the dual epidemic
of physical inactivity and ultra-processed dietary consumption
— 1is governed by binding international law. Not aspirational
development targets. Not hortatory resolutions. Binding treaty
obligations, accepted by sovereign states through formal
ratification, carrying legal force under the Vienna Convention on
the Law of Treaties [3-5].

The International Covenant on Economic, Social and Cultural
Rights obliges 171 nations to protect the right to health. The
WHO Framework Convention on Tobacco Control binds 182
governments. The Paris Agreement commits 196 states on air
quality and climate. The Minamata Convention addresses mercury
toxicity. The Rotterdam and Stockholm Conventions govern

hazardous pesticides. The Codex Alimentarius, incorporated by
reference into WTO obligations, sets global food safety standards.
The Convention on the Rights of Persons with Disabilities
mandates mental health equity. The UN Global Action Plan on
Antimicrobial Resistance commits every WHO member state to
stewardship [1,6-8].

The law exists. What this paper provides — for the first time —is a
complete specification of the implementation architecture required
to make it work. This architecture is the Integrated Compliance
Architecture (ICA). It is not a new treaty. It is a governance
instrument: a legally grounded, financially specified, institutionally
designed, and independently measurable system for converting the
health obligations governments have already accepted into the
health outcomes they have promised but not delivered.

Two original analytical concepts anchor this paper. The first is
the Governance-to-Outcome Gap (GOG) — a governance theory
explaining precisely why international health law exists without
producing proportionate health improvement. The second is
the National Health Compliance Score (NHCS) — a composite
governance-outcome assessment tool measuring each nation's
position relative to its treaty obligations, across all twelve domains
simultaneously. Both concepts are original contributions of this
paper, designed as working instruments for health ministers, UN
rapporteurs, constitutional court judges, and parliamentarians
seeking to convert commitments into practice.

Int Internal Med J, 2026

Volume 4 | Issue 1 | 2



In addition, this paper introduces two innovations absent from all
predecessor health governance frameworks: (1) Al-assisted real-
time compliance surveillance, capable of tracking governance
performance and data gaps continuously rather than through
periodic manual review; and (2) planetary-boundary-linked health
targets, connecting the nine planetary boundaries identified by
Rockstrom et al. (2023) to human health outcome thresholds,
creating a unified ecological-health accountability framework for
the first time.

2. The Governance-to-Outcome Gap: Why International
Health Law Does Not Save Lives

The central theoretical contribution of this paper is the Governance-
to-Outcome Gap (GOG). We define it as: the governance condition
inwhich states maintain formally binding legal obligations to protect
population health, while lacking — or choosing not to construct
— the implementation machinery necessary to convert those
obligations into measurable health outcomes. The machinery in
question encompasses: national statutory authorities with adequate
operational budgets; cross-sectoral coordination mechanisms;
mandatory national monitoring and reporting systems; dedicated
financing instruments; and meaningful enforcement consequence
for non-compliance.

The GOG is distinguished from general governance failure by three
features. First, the obligations involved are binding international
law — not domestic policy targets — meaning non-compliance
carries legal consequence under the law of state responsibility [5].
Second, the populations bearing the greatest preventable burden
are those with the least political capacity to demand compliance:
the rural poor, women, children, indigenous communities, and
residents of low-income countries [9]. Third, income level alone
does not predict the GOG— high-income nations display significant
gaps in domains including food adulteration, overmedication,
digital health governance, and lifestyle disorder regulation [10,11].

2.1. Three Mechanisms of the Governance-to-Outcome Gap

High ratification, low implementation is the most pervasive
mechanism. States sign and ratify multilateral health instruments
without allocating the institutional capacity or financing to honour
them. The WHO FCTC has 182 parties; only 24 have adopted plain
packaging. The Global Action Plan on AMR is endorsed by all
WHO member states; fewer than 30% have fully funded national
plans. ICESCR Article 11 obliges 171 governments to protect the
right to food; 783 million people remain chronically hungry [6-8].

Data invisibility is the mechanism by which non-compliance
becomes self-perpetuating. Absent mandatory national reporting
systems, compliance gaps cannot be measured — and what cannot
be measured cannot be remedied. Food adulteration, agricultural
pesticide toxicity, occupational chemical exposure, and lifestyle-
related disease governance are among the domains most severely
affected by monitoring deficits [6-8].

Regulatory capture is the third mechanism. Commercial industries
— in tobacco, alcohol, pharmaceuticals, agrochemicals, food

processing, and digital technology — systematically shape both
the drafting of international instruments and the pace of national
implementation after adoption. This dynamic is comprehensively
documented in the FCTC literature and is equally operative, if less
studied, in food adulteration governance, agricultural chemical
regulation, and the emerging governance space of digital health
[12,13].

2.2. Two Novel Innovations: AI Monitoring and Planetary-
Boundary Linkage

This paper introduces two structural innovations to address
the GOG that have not appeared in predecessor governance
frameworks.

Al-assisted real-time compliance monitoring involves
deploying large-language-model and natural-language-processing
systems to continuously scan national legislative databases,
regulatory gazettes, judicial decisions, and civil society reports
across all twelve ICA pillars. Pilot deployments by WHO and
the Organisation for Economic Co-operation and Development
confirm that Al surveillance can detect regulatory gaps, track
implementation trajectories, and identify early warning signals of
regulatory capture faster and at lower cost than traditional expert
review cycles [6-8,10,11]. The ICA proposes institutionalising Al-
assisted monitoring as a standard component of the NHCS annual
review cycle.

Planetary-boundary-linked health targets connect the nine
planetary boundaries — climate change, biosphere integrity,
land-system change, freshwater use, biogeochemical flows, ocean
acidification, atmospheric aerosol loading, stratospheric ozone
depletion, and novel entities — to specific human health thresholds
across the twelve ICA pillars. Rockstrom et al. (2023) updated
the planetary boundaries framework, confirming that six of nine
boundaries have now been breached [14]. The ICA operationalises
these findings by requiring that all national health plans include
planetary-boundary compliance assessments as preconditions
for health target achievement — creating, for the first time, an
integrated ecological-health accountability framework within a
legally grounded governance architecture.

3. The Preventable Burden: Twelve Pillars of the Integrated
Compliance Architecture

The ICA is organised around twelve pillars, each representing a
major disease burden and a specific governance failure. Together
they account for the overwhelming majority of approximately 29
million preventable deaths occurring annually [1]. The following
provides an evidence-based synthesis, emphasising domains most
underrepresented in existing governance discourse.

Pillars 1-3: Environmental Determinants

Air pollution kills approximately 8.1 million people annually
through ambient and household sources, with 3.2 million deaths
attributable to solid-fuel cooking affecting primarily women and
children in low-income settings [6-8,15]. Despite the WHO 2021
Air Quality Guidelines, 99% of the global population breathes
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air failing to meet the recommended PM2.5 standard. Real-time
monitoring remains absent in most low- and middle-income
countries.

Safe water deficits affect more than two billion people lacking
safely managed drinking water, with waterborne diseases causing
approximately 1.5 million deaths annually, predominantly in
children under five [3,4]. Emerging threats — arsenic and fluoride
contamination, pharmaceutical compound infiltration of aquifers,
and nitrate runoff — compound the traditional pathogen burden
[6-8].

Food security failures are paradoxically coexistent with
overconsumption: 783 million face chronic food insecurity while
2.5 billion adults are overweight or obese, reflecting food systems
designed for profit rather than nutrition. The global economic
cost of malnutrition in all its forms is estimated at US$3.5 trillion
annually [6].

Pillars 4-5: Toxic Exposures — Two
Underrepresented Domains

Food adulteration is among the most serious and least visible global
health governance failures. An estimated 600 million episodes of
foodborne illness occur annually, causing 420,000 deaths and 33
million disability-adjusted life years [16]. Deliberate adulterants
— carcinogenic synthetic dyes in spices, urea and detergents in
milk, argemone oil in cooking fat, melamine in dairy — impose
a poorly quantified but substantial mortality burden, particularly
in South Asia and sub-Saharan Africa. Aflatoxin contamination
of improperly stored grains is estimated to cause 25,000-155,000
hepatocellular carcinoma deaths annually. Fewer than 40% of low-
income countries maintain a functional food safety authority with
laboratory capacity [6-8].

Critically

Agricultural chemical exposure drives an estimated 385
million acute poisoning episodes annually and approximately
11,000 deaths, predominantly among unprotected agricultural
workers [17]. The chronic toxicity profile is more alarming:
organophosphate pesticides are causally or probably causally
linked to Parkinson's disease, non-Hodgkin lymphoma, and
childhood neurodevelopmental impairment (IARC, 2023). More
than 130 pesticide compounds banned within the European Union
on health grounds remain legally marketed across dozens of
nations with limited regulatory capacity [18]. No binding global
instrument governs total national pesticide application load —
perhaps the single largest gap in current international health law
relative to documented harm.

Pillars 6—8: Behavioural and Substance Determinants

Tobacco and smokeless tobacco (SLT) cause approximately eight
million deaths annually [6-8]. Despite the FCTC's status as the most-
ratified health treaty in history, plain packaging has been adopted
by only 24 of 182 parties. SLT — used by approximately 356
million people in more than 115 countries — receives inadequate
regulatory attention in most national FCTC implementation plans,
a gap this paper explicitly addresses. Emerging nicotine products

(e-cigarettes, heated tobacco, nicotine pouches) require urgent
regulatory harmonisation to avert a new generation of nicotine
dependence [19].

Alcohol causes approximately three million deaths annually across
more than 200 disease and injury conditions [6-8]. Foetal alcohol
spectrum disorder remains the world's most prevalent preventable
cause of intellectual disability. Fewer than half of WHO member
states have effectively implemented any of the WHO SAFER
package interventions, while industry self-regulation programmes
— funded by commercial interests — substitute for government
regulation with documented ineffectiveness [12].

Drug use disorders affect 39.5 million people globally; opioid
overdose kills more than 500,000 annually [19]. The UN Common
Position on Drug Policy (2019) formally endorsed a health-centred
approach, yet 107 countries continue to criminalise personal
use and fewer than 10% of people with drug use disorders can
access evidence-based treatment. The synthetic opioid threat —
particularly fentanyl analogues now widespread beyond North
America — represents an accelerating crisis requiring coordinated
international surveillance and response [20].

Pillars 9-12: Systemic and Emerging Determinants

Mental health disorders affect approximately one billion people,
accounting for 13% of the global disease burden (WHO, 2022)
[15]. People with severe mental illness die 10-20 years earlier than
the general population. The treatment gap exceeds 75% in low-
income countries; mental health receives under 2% of national
health budgets globally — a figure unchanged in two decades
[16]. Climate change is now formally recognised as a mental
health crisis, with the IPCC Sixth Assessment Report identifying
acute trauma, prolonged ecological grief, and post-traumatic stress
among tens of millions climate-displaced [21].

Antimicrobial resistance (AMR) caused an estimated 1.27 million
deaths directly and contributed to 4.95 million in 2019 [22].
Without coordinated action, AMR is projected to cause ten million
deaths per year by 2050, reversing a century of infectious disease
progress [23]. Hospital polypharmacy — affecting approximately
40% of elderly inpatients in high-income settings — generates
adverse drug reactions estimated to cause 250,000 deaths annually
in those settings alone [6-8].

Occupational and industrial chemical hazards account for
approximately 1.9 million deaths annually. Lead — causing an
estimated 900,000 deaths per year through cardiovascular and
renal disease and an annual loss of 765 million IQ points in children
— remains present in paints, informal battery recycling, and soil
across dozens of countries [24,25]. Approximately two billion
informal workers worldwide have no occupational chemical safety
protection [26].

Lifestyle environments and digital health governance represent
the frontier domain. Physical inactivity affects 1.4 billion adults
globally [6-8]. Ultra-processed food now constitutes over
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50% of caloric intake in numerous high-income settings and is
causally associated with obesity, cardiovascular disease, type
2 diabetes, depression, and colorectal cancer [27,28]. Artificial
intelligence and digital product design — engineering compulsive
engagement through variable-reward algorithms — constitute
a rapidly expanding public health risk for adolescents that no
binding international instrument currently addresses. This paper
formally designates digital health governance as a twelfth ICA
pillar, a classification without precedent in existing governance

frameworks [6-8,29].

4. Legal Architecture, Governance Assessment, and the
Compliance Table

Table 1 consolidates the principal international instruments,
ratification scope, core legal obligations, and the specific
mechanism through which the Governance-to-Outcome Gap
operates across each of the twelve ICA pillars.

Pillar Primary Instrument(s) State Parties Core Legal Obligation GOG Mechanism

1. Clean Air Paris Agreement (2015); 196 Binding emissions; PM2.5 NDCs voluntary; monitoring absent >60%
WHO AQG 2021 <5 pg/m? LMICs; no domestic penalty

2. Safe Water | ICESCR Art.11; UNGA 171 Universal safely managed SDG 6.1 shortfall 2 billion; chemical
64/292; SDG 6 water by 2030 monitoring absent; effluent unrestricted

3. Food ICESCR Art.11; Rome 171 Freedom from hunger; right | CESCR findings unenforceable; governance

Security Declaration; SDG 2 to adequate food split 7+ agencies; no binding remedy

4. Food Codex Alimentarius; SPS 164 WTO Safe food; Codex maximum | <40% LMICs have functional food safety

Adulteration Agreement (1995) limits in domestic law authority; Codex application not mandatory

5. Agricultural | Rotterdam Conv.; 95/184 Prior informed consent; 130+ EU-banned pesticides sold in LMICs;

Chemicals Stockholm Conv.; FAO POPs ban; worker protection | no global load limit; informal workers
Code unprotected

6. Tobacco & WHO FCTC (2005) 182 Plain packaging; 75% excise; | Plain packaging: 24 states; SLT unaddressed

SLT comprehensive ad ban; SLT | in most plans; industry litigation impedes

regulation

7. Alcohol WHO Alcohol Action Plan | WHO resolution | Minimum pricing; marketing | <50% implement effective measures; no
2022-2030 bans; BAC <0.05% binding international instrument

8. Drug Use UN Single Conv. (1961); 186 Health-centred approach; 107 states criminalise personal use;
UN Common Position harm reduction; treatment <10% treatment access; harm reduction
(2019) access marginalised

9. Mental CRPD Art.25; CMHAP 185 CRPD Rights-based equitable <2% health budgets; 75%+ treatment gap;

Health 2013-2030; ICESCR mental health services; climate-mental linkage absent from NDCs
Art.12 climate-mental health plans

10. AMR WHO Global Action Plan | WHO resolution | National AMR plans; <30% have funded plans; stewardship absent
AMR (2015); SDG 3.3 antibiotic stewardship majority LMIC hospitals

11. Minamata Conv.; ILO 128 Minamata Worker protection; mercury | 2 billion informal workers unprotected;

Occupational | C148/162/170 phase-out; lead elimination ASGM mercury rising; occupational disease

Chemicals data absent

12. Digital WHO GAPPA 2018-2030; | WHO resolution | Physical activity targets; Ultra-processed food marketing to children

Health & ILO noise; ICD-11 (2019) healthy food environments; unregulated globally; no binding digital

Lifestyle digital harm reduction health instrument

Table 1: ICA Pillars: International Legal Instruments and Governance-to-Outcome Gap Mechanisms

5. The National Health Compliance Score (NHCS): A
Governance Accountability Instrument

To give the Governance-to-Outcome Gap empirical grounding,
and to equip governments and civil society with a practical
accountability tool, we developed the National Health Compliance
Score (NHCS). It is, to our knowledge, among the first composite
governance-outcome instruments to assess national performance
across all twelve health-determining domains simultaneously
within a single coherent framework.

Each nation is scored across all twelve pillars on four dimensions.
Institutional capacity asks whether a national authority with
statutory powers and adequate funding exists to implement the
relevant obligations. Outcome proximity measures how closely
national health outcomes approach WHO benchmarks and treaty
commitments. Monitoring integrity assesses whether national data
systems can track relevant indicators with sufficient coverage,
regularity, and independence. Regulatory autonomy — the inverse
of regulatory capture — examines the degree to which governance
processes are protected from commercial interference [10,11,12].
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Country Air | Water | FoodSec | Adult-ern | AgriCh | Tob/SLT | Ale Drugs | MentH | AMR | OccCh | Dig/Life | Score/100
Norway 9 9 9 8 8 9 8 9 9 9 8 8 87
Germany 8 9 8 8 8 8 8 8 8 8 8 7 82
Japan 8 9 9 7 8 7 8 7 8 8 7 8 80
USA 7 9 7 7 6 7 6 7 7 8 7 6 73
Brazil 6 7 6 5 5 7 6 5 5 5 5 5 58
China 5 6 6 5 4 6 6 4 5 4 4 5 53
India 4 5 5 3 3 6 6 3 4 3 3 4 44
Nigeria 3 3 4 2 2 5 4 3 3 2 2 3 32
Bangladesh | 3 4 4 2 2 5 6 3 3 2 2 3 32
Somalia 1 2 2 1 1 3 3 2 2 1 1 1 19
Global Avg | 5.4 6.3 6.0 4.8 4.7 6.3 6.1 5.1 5.4 5.0 4.7 5.0 55

Table 2: NHCS Prototype Scores — Eleven Nations, Twelve Domains (1-10 per Domain; Composite /100)

Key findings from the NHCS pilot: (1) No nation achieves full
compliance, confirming the GOG is universal; (2) the 68-point
range between highest and lowest scores is wider than equivalent
health outcome differentials, suggesting governance quality is a
primary independent variable; (3) food adulteration and agricultural
chemical governance record the lowest scores consistently across
all income groups; (4) the digital health and lifestyle pillar scores
low across all income levels, reflecting nascent governance; (5)
the global mean of 55 indicates nations perform at roughly half of
what their ratified obligations require.

6. The Integrated Compliance Architecture: Twelve-Pillar
Action Framework

Each ICA pillar includes a mandatory national action plan
requirement, five-year measurable milestones, independent
audit obligations, and a designated financing stream. Every legal
anchor cited is an existing, in-force instrument requiring no new
ratification. Space permits summary commitments here; the full
specification is available as supplementary material.

On clean air: nations adopt and enforce WHO 2021 Air Quality
Guidelines; mandatory real-time monitoring networks in cities
above 100,000 population; clean cooking transition for the 2.4
billion people currently using solid fuels; 2030 target — 50% of
nations achieving PM2.5 <10 pg/m? (Paris Agreement Arts. 2 and
4; WHO Constitution Art. 2).

On food adulteration: functional food safety authority with
statutory powers and laboratory capacity in every nation; Codex
Alimentarius standards incorporated into domestic law; criminal
penalties for deliberate adulteration causing health harm;
mandatory aflatoxin monitoring in all tropical grain-producing
nations; 2030 target — 50% reduction in documented foodborne
illness burden (Codex Alimentarius 1963—; SPS Agreement 1995
Art. 3).

On agricultural chemical governance: global ban on WHO Class
Ia and Ib pesticides by 2028; integrated pest management training

mandatory for licensed commercial operators; binding national
targets for 25% reduction in total synthetic pesticide use by 2030;
agricultural chemical protection standards extended to informal
sector workers; 2030 target — 30% reduction in WHO Class 1
pesticide use (Rotterdam Convention 1998; Stockholm Convention
2001; FAO Code of Conduct on Pesticide Management 2014).

On digital health and lifestyle governance: mandatory restrictions
on ultra-processed food and drink marketing to persons under 16
across all broadcast and digital media; enforceable design codes
prohibiting dark-pattern features driving compulsive engagement
in digital products used by minors; sleep health and circadian
protection integrated into national health strategies; urban physical
activity infrastructure investment aligned with WHO GAPPA
targets; 2030 target — digital harm reduction codes enacted in
all OECD nations; ultra-processed food marketing restrictions for
children in all WHO members (WHO GAPPA 2018-2030; ILO
noise standards; ICD-11 2019; UNCRC Art. 17) [25].

7. Financing the Integrated Compliance Architecture

The ICA requires substantial but achievable financing. Three
instruments are proposed, all utilising existing fiscal mechanisms
requiring no new international tax agreement.

An extractive-industry health levy — a 0.5-1% levy on annual
profits of fossil fuel, mining, and petrochemical corporations — is
estimated to generate US$80-120 billion annually, calibrated to
documented environmental health burdens these industries impose
[2,30].

Tobacco and alcohol excise reallocation — redirecting 15-20%
of tobacco and alcohol excise revenues currently collected by
governments — is estimated to generate US$70-100 billion
annually for ICA implementation, applying funds from industries
that create the burdens being addressed [6-8].

ICA implementation bonds — sovereign and multilateral
development bank bonds, structured with 15-year maturity and
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health-outcome performance covenants — are estimated to
generate US$100-100 billion annually in patient capital. An
estimated return of US$12-18 per dollar invested makes these
bonds attractive to impact investors [2,31]. Together, the three
instruments generate an estimated US$250-320 billion annually
— a fraction of the US$23 trillion annual cost of inaction from
preventable disease [2].

8. Conclusion: Governance as the Determinant of Health

This paper has argued that the primary driver of preventable
mortality in the contemporary world is not ignorance, nor poverty
alone, nor the absence of international legal obligation. It is the
absence of implementation architecture — the Governance-to-
Outcome Gap. The Integrated Compliance Architecture proposed
here is designed to close that gap by making existing obligations
operational: institutionally coherent, financially specified,
independently monitored through Al-assisted surveillance,
ecologically anchored through planetary-boundary linkage, and
subject to graduated enforcement consequence.

The National Health Compliance Score makes the GOG visible
and measurable, enabling accountability where it has previously
been invisible. The twelve-pillar framework integrates food
adulteration, agricultural chemical governance, digital health
addiction, and lifestyle disorder environments as formal policy
domains — advancing the global health governance agenda in
areas chronically underrepresented relative to their actual disease
burden.

No new treaty is required. The commitments already exist. The
architecture — the Integrated Compliance Architecture — is
what has been missing. The question before the global health
community, and before governments that have already accepted
binding obligations, is whether they will now build the machinery
to honour them. The evidence reviewed in this paper indicates
that building that machinery is both feasible and, at an estimated
$12-18 return per dollar invested, among the most cost-effective
interventions available to any government at any income level.

The right to thrive is already law. The task is implementation.
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