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ABSTRACT
Background ‘Resilience’, ‘self- reliance’ and ‘increasing 
country voice’ are widely used terms in global health. 
However, the terms are understood in diverse ways 
by various global health actors. We analyse how 
these terms are understood and why differences in 
understanding exist.
Methods Drawing on scholarship concerning ideology, 
framing and power, we employ a case study of a USAID- 
sponsored suite of awards called MOMENTUM. Applying 
a meta- ethnographic approach, we triangulate data 
from peer- reviewed and grey literature, as well as 27 
key informant interviews with actors at the forefront 
of shaping these discourses and those associated 
with MOMENTUM, working in development agencies, 
implementing organisations, low- income and middle- 
income country governments, and academia.
Results The lack of common understanding of 
these three terms is in part a result of differences 
in two perspectives in global health—reformist and 
transformational—which are animated by fundamentally 
different ideologies. Reformists, reflecting neoliberal and 
liberal democratic ideologies, largely take a technocratic 
approach to understanding health problems and 
advance incremental solutions, working within existing 
global and local health systems to effect change. 
Transformationalists, reflecting threads of neo- Marxist 
ideology, see the problems as inherently political and 
seek to overhaul national and global systems and power 
relations. These ideologies shape differences in how 
actors define the problem, its solutions and attribute 
responsibility, resulting in nuanced differences among 
global health actors in their understanding of resilience, 
self- reliance and increasing country voice.
Conclusions Differences in how these terms are 
employed and framed are not just linguistic; the 
language that is used is reflective of underlying 
ideological differences among global health actors, 
with implications for the way programmes are 
designed and implemented, the knowledge that is 
produced and engagement with stakeholders. Laying 
these distinct ideologies bare may be crucial for 
managing actor differences and advancing more 
productive discussions and actions towards achieving 
global health equity.

BACKGROUND
‘Resilience’, ‘self- reliance’ and ‘increasing 
country voice’ are widely used buzzwords 
in global health. However, the terms are 
understood in diverse ways by various global 
health actors. Use of these terms has been 
constrained by a ‘linguistic crisis’1 or a lack 
of ‘conceptual maturity’2—insufficient clarity 
or consistency on what they mean. The lack 
of coherence may be a reflection of an actor’s 
uncritical application, a function of varia-
tions in interests or experiences, or more 
fundamental belief differences that actors 
hold about global health—its purpose, the 
processes for health advancement and the 
role of involved actors. An examination of 
the way in which actors employ common 
terms in global health provides an avenue for 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ There is a rich body of scholarship that seeks to ad-
vance application, measurement and strategies for 
improving resilience, self- reliance and increasing 
country voice in global health policy and practice.

WHAT THIS STUDY ADDS
 ⇒ This study problematises the assumption that global 
health actors understand these common terms in the 
same way, finding that differences in understanding 
are reflective of two distinct perspectives in global 
health, which are shaped by threads of neoliberal 
and liberal democratic ideologies on one hand and 
undercurrents of neo- Marxist ideology on the other.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ The existence of conflicting perspectives on how 
these terms are understood—and the deeper ide-
ologies that animate these differences—likely 
reflect more fundamental contestations among 
global health actors on the nature of the underlying 
problems in the field, the solutions that should be 
advanced, and how and which actors should be en-
gaged and assume responsibility.
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making broader perspective differences clear. Through 
‘constructive destruction’3—taking apart different mean-
ings these words have acquired as they have come to be 
used in global health discourse, we analyse how ‘resil-
ience’, ‘self- reliance’ and ‘increasing country voice’ are 
understood across various global health actors and why 
differences in understanding exist. These terms were 
chosen for two reasons. First, the terms collectively artic-
ulate ideas that many actors in global health see as critical 
for improving population health outcomes and equity: 
building responsive (resilient), self- sustaining (self- 
reliant) and inclusive (increased country voice) health 
systems and governance structures. Second, they are 
central pillars of the MOMENTUM awards suite, which 
served as a case for this analysis. We seek to not only bring 
into view the dissonance between meanings of each term, 
but also what animates the differences that various actors 
in global health ascribe to them—a necessary step for 
engaging in meaningful debate and ultimately advancing 
global health’s agreed on goals.

Frames, power and underlying Ideologies in global health
A growing body of scholarship examines the role and 
importance of framing in global health policy in shaping 
the categorisation and understanding of health issues, 
policy responses, and global health priorities and govern-
ance.4–7 However, little scholarship has examined the 
ideologies that underlie and structure competing frames 
in global health.8 9 Ideology is a coherent and well- 
ordered rational system of beliefs about the social world 
and how it operates.10 Wilson (1973)11 advances three 
structural elements of ideology, which have subsequently 
been adopted in the framing literature12–14: diagnosis, 
concerning the problem definition or how things got 
to be how they are; prognosis, referring to the solution 
definition or what should be done and potential conse-
quences; and rationale, relating to who should do it and 
why.

Ideology underlies frames, serving as a ‘mediatory’ 
that connects framing and power structures.15–22 Frames 
draw—either implicitly or explicitly—on broad ideational 
paradigms of health as well as the international system’s 
power distribution, highlighting how a mixture of power, 
ideas, agency and structure shape the frames that are 
produced, and ultimately the global health policies that 
are advanced.4 This ‘deep core’ ideology shapes what is 
sayable, doable and thinkable in global health.4

Scholars have identified three distinct ideologies in 
global health: neoliberal, democratic liberal, and neo- 
Marxist. Some argue that neoliberalism, which prioritises 
market- based policy responses, liberalisation of health-
care, privatisation and idealisation of risk and responsi-
bility, is a ‘deep core’ ideology that has dominated global 
health over the last three decades.23–26 Those embracing 
a democratic liberal ideology believe that healthcare 
should be a right for all people, equitably financed 
and implemented through a social insurance system 
providing universal health coverage.27 Despite neoliberal 

and democratic liberal ideology differing in the value 
placed on efficiency versus rights, respectively, both see 
value and possibility for change within the current power 
structures.

This is in contrast to neo- Marxist ideology, which 
is fundamentally dissatisfied with existing political, 
economic and social systems that maintain divisions 
between the most and least powerful.28–30 Historically, 
neo- Marxist ideology was largely reflected by the efforts 
of national leaders, writers and activists who fought for 
independence and sovereignty, seeking to dismantle 
colonial empires and liberate countries from western 
control.31–40 More recently, elements of neo- Marxism are 
reflected in calls to ‘decolonise global health’,41–45 where 
proponents demand a transformational change in global 
and national health practice.

Fundamentally, these ideologies differ on the value and 
legitimacy of current global and national structures, and 
the extent to which actors should work within or upend 
existing power structures in advancing global health 
goals. While neoliberal and democratic liberal ideologies 
see the value of and seek to work within current struc-
tures, neo- Marxist ideology questions the very legitimacy 
of these structures and wish to dismantle them.

METHODS
Data
We employed a case study of the MOMENTUM suite of 
awards—a U.S. Agencyy for Internationl Development 
(USAID) sponsored, 3 year (2021–2024) project that 
seeks to accelerate reductions in maternal, newborn and 
child mortality and morbidity in high- burden countries. 
The MOMENTUM awards are applied in low- income 
and middle- income countries (LMICs) in East, West and 
Southern Africa, as well as South and South- East Asia. 
Collectively, the MOMENTUM awards seek to build 
on existing evidence and science to develop new ideas, 
partnerships and approaches, and strengthen health 
systems. USAID funded this project, which encompassed 
a number of studies,46–48 given the three terms’ centrality 
to the aims and strategic interests of the MOMENTUM 
suite of awards, and their frequency in partner organi-
sational and strategy documents. For example, some of 
the awards specifically aim to develop health resilience 
to counter the effects of fragility, strengthen local and 
country voices, expand global technical leadership, 
or support leadership of health systems and institu-
tions. Beyond MOMENTUM, this analysis is relevant 
to a boarder global health audience given the diversity 
of global health actors involved in the MOMENTUM 
case—a bilateral donor, key implementing organisations 
located in high- income countries (HICs) and LMICs, 
and LMIC governments and service providers— working 
on a common global health issue.

We triangulated data from peer- reviewed and grey 
literature to examine discourses in both research and 
practitioner global health circles respectively, as well as 
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key informant interviews (KIIs). To examine the peer- 
reviewed literature, three interrelated search strategies 
were developed and executed on 6 October 2020 using 
the search terms in online supplemental annex 1 in 
PubMed, Embase, Ovid Global Health databases. The 
search strategy development was iterative using the three 
words and guided by index articles to select related words 
that were pulling articles relevant to our inclusion criteria. 
We retrieved 4694 articles from the peer- reviewed litera-
ture and uploaded into RefWorks for review (3364 for 
self- reliance, 769 for resilience, 531 for decolonisation 
with links to increasing country voice, and 102 articles 
for more than one term). Three researchers conducted a 
title and abstract review in RefWorks, with one researcher 
reviewing each title and abstract. Through the review 
process, we subsequently significantly narrowed the 
number of article included to those that contained one 
of the three specific words of interest. Online supple-
mental annex 2 outlines the criteria used to select the 
articles. In line with the ethnographic nature of the 
literature search,49 criteria were developed iteratively as 
literature was reviewed. Online supplemental annex 3 
provides a table for the articles remaining after the title 
and abstract review. While the ‘increasing country voice’ 
literature search began from a ‘decolonisation’ angle, 
the subsequent narrowing of the articles was limited 
to those that explicitly focused on ‘increasing country 
voice’ given the research team’s discovery that the two 
terms held substantially different heritages and purposes. 
Moreover, the recent decolonisation discourse was likely 
influencing and/or reflective of some of the understand-
ings across all three terms, not just increasing country 
voice. Following the initial search, a second search for 
relevant grey literature was conducted via Google for 
each of the three terms, using the search terms used in 
the initial search. For the ‘increasing country voice’ term 
we were intentional about identifying grey literature that 
was not necessarily linked to decolonisation, which was 
the focus in the initial search. Additional peer- review 
and grey literature was also identified using snowballing 
approaches from the reference list of articles, including 
relevant publications prior to 2000 and after 2020.

In addition, 27 semistructured KIIs (tables 1 and 2) 
were conducted with leaders within the MOMENTUM 
awards suite, leaders in other global health organisations, 
and leaders shaping respective term discourses. Using a 
purposive selection strategy, we identified these individ-
uals through the organisational chart of the MOMENTUM 
consortium, our literature review and interviewee input. 
KIIs occurred via zoom between 2 February 2021 and 
29 April 2021, each lasting for an hour, transcribed on 
permission, deidentified and password protected. Each 
respondent was asked about the origins of one or more 
term(s) in global health discourse and their evolution 
over time, how they defined and understood it, any chal-
lenges to and/or critiques of their dominant understand-
ings they observed in global health and any practice or 
policy implications of their understanding on power 

distribution in global health. We continued interviews 
until we reached theoretical saturation.50

Data extraction and analysis
A data extraction form was developed in Microsoft Excel 
to review and analyse the collected data. Terms on the 
extraction form (online supplemental annex 4) corre-
sponded to a series of subquestions developed from the 
overall research questions and drawn from the power, 
ideology and framing literatures.6 51–53 This document 
summarised: the (1) definitions used; (2) origins and 
evolution of the term in global health; (3) nature of the 
problem; (4) operationalisation(s); (5) measurement 
and (6) practice and policy implications. The research 
team regularly discussed emergent themes and collec-
tively identified two distinct perspectives—reformist and 
transformational—given their orientation to the nature 
of the problem, its solutions and motivational rationale. 
These two perspectives were then probed for key idea-
tional principles, including the value of current systems, 
structure of relations and the nature of involvement of 
key stakeholders.

Respondent and public involvement statement
Respondents or the public were not involved in the 
design, or conduct, or reporting, or dissemination plans 
of our research given the nature of this research.

RESULTS
The differences in understanding of ‘resilience’, ‘self- 
reliance’ and ‘increasing country voice’ are reflective 
of the two contrasting perspectives: reformist and trans-
formational. These differences are animated by distinct 
ideologies: the former reflects threads of neoliberal and 

Table 1 Key informant organisational affiliations

Organisations

Bill & Melinda Gates 
Foundation

John Snow, Inc.

Gavi, the Vaccine Alliance Ministry of Health, Community 
Development, Gender, Elderly 
and Children, Tanzania

Ghana Health Service Operation Smile

GOAL Global Population Reference Bureau

Harvard University Save the Children

IMA World Health University of Cape Coast

Independent Contractor, 
Pakistan

University of Cape Town

Jhpiego Ghana University of Sydney

Jhpiego India U.S. Agency for International 
Development

Jhpiego Indonesia World Health Organization

Jhpiego Tanzania World Bank

The Jumbam Family 
Foundation
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democratic liberal ideologies while the latter contains 
undercurrents of neo- Marxist ideology. The ideas encom-
passed by the spectrum of reformist- transformational 
perspectives and their underlying ideologies are summa-
rised in figure 1; these are derived from an analysis of 
‘resilience’, ‘self- reliance’ and ‘increasing country 
voice’. Online supplemental annexes 5,6 and 7 examine 
each of the terms respectively across the diagnostic, 
prognostic and rationale dimensions. Across the three 
terms, those who hold a primarily reformist perspec-
tive conceptualise the problem as predominantly down- 
stream and addressed via largely technocratic solutions. 
They embrace market- based and/or democratic orders 
with a desire to incrementally reform or work within 

current power structures. In contrast, transformational-
ists describe the problem as predominantly upstream and 
fundamentally demand a different system as the solution. 
They reject the existing international economy and seek 
to overhaul existing power structures.

These perspectives are not binary but rather lie on a 
spectrum. We detected variance not only among but also 
within individuals and organisations in terms of their 
embrace of reformist and transformational perspectives. 
For example, sometimes individuals articulated a trans-
formational perspective in their understanding of the 
nature of the problem, but then advanced solutions that 
were reformist in nature. We present each term—resil-
ience, self- reliance and increasing country voice— in 
turn, examining the ways in which reformist and trans-
formational perspectives are reflected along diagnostic 
(how the problem is defined), prognostic (which solu-
tions are advanced) and rationale (who is responsible) 
dimensions.

Resilience
In defining resilience, global health actors differ in what 
they see as the root problem and the predominant nature 
of ‘shock(s)’ that affects the health systems, the extent 
to which software versus hardware elements should be 
engaged for the solution, and who takes responsibility 
for building resilient health systems. These distinctive 
perspectives—along the reformist- transformational spec-
trum—reflect underlying ideological differences.

Diagnosis
Those holding a reformist perspective consider the 
root problem of inadequate health system resilience 
to be insufficient self- reliance (ie, specifically, a lack 
of funding and/or capacity) (I4, I9) and/or deficient 
health security (I4, I7). Accordingly, resilience is a means 
to strengthen health security, ensuring that countries are 
able to withstand and adapt to shocks.54 Furthermore, 
reformists, while acknowledging a range of possible 
shocks, consider shocks to the system as primarily acute 
and often catastrophic in nature.55–57 Examples include 
disease outbreaks,58 59 insecurity,60 and natural and man- 
made disasters.61 62 This is emphasised in USAID’s Global 
Health Resilience BluePrint, underscoring the agency’s 
experience in ‘preventing, preparing for, responding 
to and recovering from a range of infectious disease 
outbreaks’, including the global HIV epidemic, the Ebola 
outbreak in West Africa, and the COVID- 19 pandemic, 
that ‘provided lessons to inform health resilience 
efforts’.63 This perspective is also reflected in a majority 
of systematic and scoping reviews of empirical literature 
on the subject of health resilience.

In contrast, those holding a transformational perspec-
tive describe the root problem to be structural, such as 
historical colonial legacies, as well as current trade, tax, 
health insurance and aid systems and policies.64 Resil-
ience is thus a means to address structural crises weak-
ening the system, deeply embedded health inequalities 

Table 2 Key informant characteristics

Interview no
Geographical 
location

Organisation role/
affiliation

I1 LMIC Implementing partner

I2 LMIC Implementing partner

I3 LMIC Implementing partner

I4 HIC Implementing partner

I5 HIC Implementing partner

I6 HIC Implementing partner

I7 HIC Intergovernmental 
organisation

I8 LMIC Implementing partner

I9 HIC Implementing partner

I10 HIC Donor

I11 HIC Intergovernmental 
organisation

I12 HIC Implementing partner

I13 HIC Implementing partner

I14 HIC Donor

I15 LMIC Academic

I16 LMIC Government/academic

I17 HIC Implementing partner

I18 LMIC Government/academic

I19 LMIC Government

I20 HIC Non- governmental 
organization

I21 HIC Intergovernmental 
organisation

I22 HIC Donor

I23 LMIC Academic

I24 HIC Academic

I25 LMIC Academic

I26 HIC Academic

I27 HIC Donor

HIC, high- income country; LMIC, low- income and middle- income 
country.
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and the deliberate choices that shape inadequate health 
system responses to structural crises and health inequali-
ties.60 65 66 Furthermore, they tend to conceptualise shocks 
as chronic, slower- burning and occurring over a longer 
time- span. These include LMICs’ regular health systems 
challenges resulting from human error, dynamic political 
environments, dysfunctional and unclear policies, limited 
funding, inadequate human resource capacity and high 
levels of disease.67–70 There is also emphasis on shocks 
and disturbances arising from intentional choices made 
by international, national and local actors, resulting in 
deliberate and inadvertent consequences. These include 
donor conditionalities and trade agreements at the 
global level; election promises, government reforms and 
regulatory changes at the national level; and changes to 
citizen voice mechanisms and organisational instability at 
the local level.64

Prognosis
In discussing health system resilience solutions, reformist 
and transformational perspectives differ on the extent of 
cruciality of technical or political strategies. Reformists 

tend to focus on technical solutions for fostering resil-
ience, most of which lie within health or closely adjacent 
sectors including emphasising community mobilisa-
tion, disease surveillance, integration or collaboration 
of sectors, partners and services.63 Some respondents 
emphasised how the words fragility analysis, crisis sensi-
tivity and complexity- aware monitoring frequently over-
lapped discussions of health system resilience among 
donors and implementing partners, underscoring the 
technocratic approach employed (I4, I6, I9). Accord-
ingly, reformists give priority to hardware resilience 
building blocks—a bias more broadly reflected in the 
field of global health71—including finances, infrastruc-
ture and governance understood as organisational struc-
tures and legislation (ie, hospitals, standards and surveil-
lance systems).72 Reformists tend to stress health system 
stability as the ultimate goal, emphasising maintenance, 
control, recovery, learning and/or ‘bouncing back’ to be 
the key resilience outcomes73–78 (I4, I6, I7, I19). Further-
more, they stress ‘preparedness’ as a strategy (I4, I7, I9, 
I12). They see crises as permanent; actors thus have to 

Figure 1 Summary of ideas encompassed by the reformist and transformational perspective spectrum, as well as their 
underpinning ideologies.
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be continuously prepared for the worst. The focus is on 
anticipating how, where and when crises will happen 
(ie, preparation) and what sorts of responses are prag-
matic and acceptable in those extreme circumstances. A 
respondent working in an intergovernmental organisa-
tion explained the rationale for strengthening prepared-
ness in countries as it relates to advancing resilience:

You know a flood is going to happen; so be prepared so that once 
it happens, you have the structures to respond to it and be back at 
where you were before the flood as quickly as possible (I7).

In contrast, transformationalists see that any approach 
to resilience necessitates long- term commitments to 
finding socioeconomic and political solutions that tackle 
the roots of structural violence, challenge leaders of 
‘weak’ states that maintain power by controlling inter-
actions between their country and the rest of the world, 
and other reasons that put populations at risk.69 Accord-
ingly, strategies and solutions advanced for creating 
resilient health systems cannot be divorced from mean-
ingful assessment of the political economy and power 
dynamics that produced or shaped the health system 
crises.64 68 69 73 79 Transformationalists tend to stress the 
importance of software elements—’the ideas and inter-
ests, values and norms, and affinities and power that 
guide actions and underpin the relationships among 
system actors and elements’.80 These include leader-
ship capacity, power relations, values, relationships and 
organisational culture.68 Transformationalists also high-
light the commitment to address a range of intercon-
nected issues that often extend beyond the health sector 
(I11). Instances include, an LMICs’ dependent position 
in the world economy, the ‘brain drain’ of medical and 
other professionals because of externally promoted 
austerity measures, and policies that uphold user fees 
for medical services and medicines.69 Furthermore, 
those with transformational ideology question if mainte-
nance or ‘bouncing back’ to a health system’s baseline 
functioning prior to shock is the right goal, given that 
it is likely to ignore existing challenges and deficiencies 
and assume that the system was in an ‘adequate’ state 
prior to the shock or that it even existed to begin with.81 
Finally, transformationalists are wary of the constant 
focus on anticipating a crisis, since it likely stymies the 
capacity or willingness of involved actors to have a bold 
vision (ie, fundamentally changing power relations in the 
governance of health). Undue continuous anticipation 
of catastrophe distracts attention from deeply embedded 
health inequities, the choices that shape health system 
responses, and the ‘hard grind’ of responding to chronic 
stresses that do not manifest as acute shocks.82

Rationale
Reformists and transformationalists also differ on who 
is responsible for ensuring health system resilience; the 
former values equal engagement across various stake-
holders and communities impacted, while the latter puts 
the responsibility on the most powerful. Reformists are 

more inclined to see the importance of engaging all 
relevant stakeholders, especially communities and indi-
viduals, in creating health system resilience. USAID, 
for example, advances a ‘whole of society’ approach 
in building resilience by building partnerships across 
public, private and non- governmental sectors. Respond-
ents with this perspective place particular emphasis on 
empowering communities to have agency in building 
resilience:

Resilience transports us back to the community…. Resilience is 
only built when communities own their health and they are able 
to…set aside resources and able to access health facilities, clean 
and safe delivery, family planning methods, [and] immunization. 
[They] are able to demand it and find ways and be creative [to 
secure it] (I13).

An expert in disaster risk reduction and international 
development explained:

A focus on resilience means putting greater emphasis on what com-
munities can do for themselves and how to strengthen their capaci-
ties, rather than concentrating on their vulnerability to disaster or 
environmental shocks and stresses, or their needs in an emergency 
(Twigg, 2009 in83).

A LMIC government representative underscored an 
individual’s agency in a resilience approach:

Resilience is the ability of bouncing back after having the worst of 
scenarios, like an experience that puts you down so hard and all 
of a sudden, even with the pain and suffering, you dust yourself 
and stand up (I19).

In contrast, transformationalists tend to be critical of 
the dominant ‘whole of society’ approach employed in 
resilience discussion by donors and implementing part-
ners—cautious that it is translated in practice as coping, 
with more powerful actors putting undue burden on 
the poor and disadvantaged, expecting them to ‘draw 
on their internal strengths and resources’ to make up 
for health system weaknesses.66 Such operationalisation 
of resilience masks the fact that resources are far from 
equally shared among states and within communities.84 
These actors seek to change the loci of power and foster 
new governance structures and relations rather than 
reinforcing existing, dysfunctional health systems.66

Self-reliance
The way that self- reliance is framed and the actors that 
employ the term have varied over time.47 While a trans-
formational perspective of self- reliance was historically 
employed by LMIC actors, a reformist perspective of the 
term was introduced by international donors around the 
1990s, eventually evolving into the current understanding 
of self- reliance embraced by major donor institutions 
(including USAID’s recent ‘Journey to Self- Reliance’ 
branding under the Trump administration) and imple-
menting partners. In contrast, national governments and 
country non- governmental organization (NGO) staff are 
more likely to articulate a transformational perspective. 
The two perspectives differ on the problem being largely 
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grounded in national (ie, lack of health system capacity) 
or global system (ie, unequal trade power) deficien-
cies; whether solutions necessitate improved domestic 
resource mobilisation and distribution or fundamentally 
different approaches that re- centre an LMIC’s agency; 
and if responsibility for self- reliance includes HIC agen-
cies.

Diagnosis
From the reformist perspective, the implicit problem 
is that countries require, or are perceived to require, 
external support from bilateral donors in order to reach 
a goal. Many respondents articulated a problem defini-
tion that aligned with this perspective (I4, I8, I18, I11, 
I10, I21). These respondents from HICs explained:

I think, my understanding of self- reliance…means you no longer 
need a donor. I mean, that’s the way they [donors] understand it, 
because…at some point the support should end; you can’t keep 
on supporting a group of communities or a country forever on the 
same thing (I13).

…Mov[ing] us towards a situation where the countries are doing 
all this themselves without our external support (I11).

We used to call it decades ago when I started off in the sector as self- 
sufficiency, right? And then OECD [Organization for Economic 
Co- operation and Development] came in [and] they started using 
the word sustainability. And now we’re talking self- reliance. All the 
same things. And it’s the whole idea of getting rid of dependency 
(I21).

In articulating the problem, respondents holding 
reformist perspectives tended to attribute the depend-
ence on external resources to national system level 
deficiencies, including a country’s low domestic health 
spending, inadequate capacity and/or lack of political 
will. As a respondent from a donor agency explained:

The perfect example might be [informant gives two coun-
try examples in Africa] where we know [there is] corrup-
tion or government issues… [while] there’s a lot of devel-
opment that goes into those two countries, [there is] very 
little commitment from the governments themselves to 
take on some of that work that they do have…[so its about] 
increasing country commitment and promoting domestic 
resource optimization and transparency and mutual ac-
countability between donors and country partners (I14).

In contrast, transformationalists see the problems 
underlying self- reliance to be generally focused on 
liberal, capitalist models of development, structural ineq-
uities in the world economic and political system, and 
the resulting, unequal power dynamics manifested in the 
‘first world’ and the ‘third world’.85–88 These structural 
inequalities, in addition to trade and power imbalances, 
have resulted in financial outflows from poorer countries 
that are at least US$3 trillion per year or 24 times that 
of incoming aid.89 These outflow calculations include 
debt with interest, profit repatriation from foreign direct 
investment and capital flight, and are likely underesti-
mated given additional, unaccounted costs associated 
with slave trade, climate change and the commercial 

determinants of health that are disproportionately 
shouldered by poorer countries.90 91 Several respond-
ents residing in or originally from LMICs connected self- 
reliance to the independence of their countries and/or 
recent efforts by national champions and governments 
to counter the costs of global political economy on local 
human development (I8, I9, I18, I19).

Prognosis
Reformists emphasise working within the existing system 
to resolve the identified problems by fostering localisa-
tion of funding, subawards, domestic resource mobilisa-
tion, private- sector engagement and commitment from 
country actors. One respondent related the term to coun-
tries ‘driving the train’, where external assistance can 
still provide support but countries are in control of their 
development trajectories (I11). Historically, reformist 
efforts to advance self- reliance were reflected in structural 
adjustment programmes devised by the International 
Monetary Fund, which made loans to indebted countries 
conditional on privatisation, economic liberalisation and 
reductions in public expenditures;89 the proclaimed aim 
was to increase government spending for healthcare and 
innovations to enable borrowing countries to protect 
health spending from broader austerity measures.92

Respondents holding reformist perspectives advanced 
a number of solutions for advancing self- reliance, 
including working through local organisations, staffing 
local country offices with national rather an international 
workforce (I1, I11, I17, I20), and gradually working 
towards ‘graduating from assistance’ so that as a donor’s 
‘funding drops off, [a country’s] domestic resources and 
their advocacy…increases…[enabling them to] ‘grad-
uate out’ when they're able to cover their own costs for 
that area’ (I2). This perspective embraces social entre-
preneurship as part of the solution—fundamentally 
embracing a political economy that emphasises individual 
agency.89 Respondents also emphasised capacity building 
as part of the solution to building self- reliance (I1, I2, I4, 
I9, I10). One from a bilateral donor commented:

We really need to make sure that we're building an organization’s 
capacity to be our partners, to handle the logistics and the funding 
that we have or to be at a place where they don't need to have our 
funds…[but] I don't think that there is a need to completely erase 
what we've started and start over. (I10).

In contrast, transformationalists desire a system over-
haul and uprooting of entrenched power dynamics, 
including redefining trade terms (especially historically) 
and developing country strategies that focus on national 
leadership (especially presently). The solutions proposed 
are fundamentally emancipatory in nature. Nationally 
and historically, this is reflected in a call for commu-
nity- led development approaches and self- reliance of 
individuals—particularly rural communities—from 
dependency on government support.93–96 LMIC leaders 
like Julius Nyerere, the first President of Tanzania, advo-
cated for wealth transfer across and within nations. They 
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advanced that the uneven tolls of the global political 
economy must be equalised for true empowerment of 
the Global South.89 More recently, LMIC leaders such as 
China’s President Xi Jinping and India’s Prime Minister 
Narendra Modi have called for self- reliance with the 
latter, for instance, calling for import restrictions and 
local manufacturing bolstering (Patel, 2021). At the 
international level, this is reflected in calls to change 
the terms of economic markets, trade and finance in an 
effort to rebalance global economic and political power 
dynamics in the postcolonial era.96–98 For example, this 
practically could include ‘debt cancellation, providing 
predictable, unearmarked budget support to enable 
recipient governments, and the people to whom they are 
accountable, to finance health systems they imagine’.89 
This entails a complete reclaiming of agency and the 
narrative by country actors. One respondent with origins 
from an LMIC explained:

I use expressions like self- reliance, get them out of our country. Get 
them to stop doing stupid things in [a particular LMIC]. Can’t 
we take control of the narrative in [a particular LMIC]? (I26).

Rationale
Reformists acknowledge the need to put LMIC actors in 
the ‘driver’s seat’ while articulating a role for HIC actors 
in achieving self- reliance in LMICs by helping strengthen 
individual and government capacity and accountability. 
One HIC NGO respondent noted this:

As you strengthen that [individual capacity], you [also] strength-
en government…I think international donors have put more pres-
sure on governments to be responsive as well, and to take respon-
sibility (I9).

In contrast, transformationalists see responsibility for 
advancing self- reliance to rest squarely on LMIC actors, 
whether national governments or local communities.99 
Unless fully dictated by LMICs, HICs and agencies can’t 
have a role, especially not one that detracts from an 
LMIC’s agency. Several respondents from HICs working 
in donor agencies or NGOs explained how some LMICs 
have exhibited this approach:

Ethiopia is a good example. They’ve thrown most donors out of the 
country, they have their own plan for being a middle income coun-
try by 2030, upper middle income country by 2030. Now granted, 
they’ve got a lot of problems but at least they have their own vision 
that they own…. (I11).

Ethiopia and Rwanda are able to hold donors accountable and 
say: ‘You were committed to the Paris declaration, you said one 
plan, one monitoring framework, one report, etcetera…You need to 
live up to it and if you don’t, we don’t sign any agreement and you 
are out of the country’ (I9).

Increasing country voice
In their calls for ‘increasing country voice’ global health 
actors understand the term fundamentally differently. 
Reformists describe a lack of inclusiveness and demo-
cratic engagement in global health as a problem whose 

solution includes improving local representation and 
ownership with engagement by all involved actors to 
better understand local contexts and ultimately improve 
programme efficiency and health outcomes. In contrast, 
transformationalists see the problem rooted in racial 
hierarchy and capitalism with the solution being trans-
formation of power structures with the most vulnerable 
voices—recipients of services—fully dictating how to best 
prioritise human well- being.48

Diagnosis
A reformist sees suppressed LMIC voice in global health 
as the absence of inclusiveness in global health govern-
ance, which includes imbalances or complete exclusion 
from agenda setting processes, study and programme 
design, and knowledge creation (I1, I23, I25).100 This 
stems from differential access to funding, knowledge, 
networks and educational opportunities.101 102 Those 
embracing this perspective highlight how key decision- 
making bodies and forums in global health are mostly 
represented by academics, donors, and implementing 
agencies in HICs like North America and Europe, with 
few individuals from LMICs (I14). This is in large part a 
result of significant differences in economic power (I5, 
I22) given those ‘who ha[ve] the dollar hold the power’ 
(I5). It is also in part driven by the need to produce 
quick results in- country, as well as existing project and 
funding proposal structures that privilege HIC actors 
who are most familiar with navigating the complex 
funding application submission and reporting systems, 
and leave many LMIC actors at a comparative disadvan-
tage (I14, I22).

From a reformist standpoint, the lack of country voice 
is a result of little ‘local buy in and local ownership’ and 
inadequate efforts to ‘understand what the locals need’ 
given the ‘really poor understanding of the local context.’ 
(I15). Several respondents noted how the majority of 
members of the working groups of global health initia-
tives are white males from Europe and North America, 
representing donors and research organisations. One 
donor agency respondent described their personal 
experience:

We had an initial meeting and I realized that there wasn’t a single 
person in that meeting from any of our partnering countries and, 
like this is absolutely ridiculous; like why are we all coming together 
trying to decide what we should be focusing on and why are we not 
listening to our colleagues who are on the front lines and dealing 
with post- partum hemorrhage on a daily basis? (I14).

In contrast, transformationalists describe the problem 
as stemming from racialised hierarchisation of humanity 
and health systems, sexism, environmental racism as well 
as exploitative neoliberalism and the predatory nature of 
capitalism.41 102 103 Accordingly, seen and unseen racism, 
and its intersections with other systems of oppression 
fundamentally underlie suppression of voices with the 
least decision- making power.
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Prognosis
Reformists view better LMIC representation in global 
health agenda- setting forums and shifting the decision- 
making locus to LMIC offices to increase country voice, 
as reflected by one respondent from an HIC NGO:

Elevating country voices means more [LMIC] representation in 
different global fora, more research where they [those from LMICs] 
are primary authors, more interaction with them, [and] they are in 
leadership positions where they can state their own opinion (I5).

Reformist ideas around how to facilitate increased 
local leadership is represented, for example, in Oxfam 
America and Save the Children’s Local Engagement 
Assessment Framework, which has been adapted by 
donor and NGO agencies working in health and 
other development sectors.104 It presents a spectrum 
of approaches that donors, partners and communi-
ties can engage in working together to shift agenda- 
setting and decision- making power into the hands 
of local actors. These range from consulting local 
actors on their views and preferences, to embedding 
them into a system that sees them as formal partners, 
to encouraging them to lead within jointly agreed 
parameters. Similarly, a Panel of Movers under the 
auspices of the Global Health Decolonisation Move-
ment in Africa advances pragmatic approaches to 
increasing country voice.105 For example, their frame-
work recommends global health organisations use 
holistic review methods when recruiting employees to 
reduce hiring bias against Africans and other persons 
who are under- represented in global health.106

In contrast, transformationalists view current opera-
tionalisation efforts of ‘increasing country voice’ to be 
insufficient where: ‘people have figured out the right 
things to say, and few actually go through the process of 
getting local ownership and getting the perspectives of 
the people on the ground’ (I5). From a transformational 
perspective, democratising global fora by increasing 
LMIC representation alone is an unhelpful goal because 
tokenism rather than representation is achieved. As one 
respondent working in a donor agency noted, one or a 
few people invited to join the discourse may not truly 
represent the country, and is more likely to reflect the 
voice of the most privileged in LMICs:

I don’t think that having one person is representative of the coun-
try… but again, we checked the box, right? (I10).

Rather, recent scholarship on decolonising global 
health describes the solution to be the removal of all 
forms of supremacy within all spaces of global health 
practice, within countries, between countries and 
at the global level.107 Efforts should be dedicated to 
creating a political economy that genuinely priori-
tises human well- being. This fundamentally requires 
‘decolonisation of the mind’36—directly addressing 
the structural drivers of discrimination and barriers 
to self- determination that have led some HIC actors to 
feel superior and some LMIC actors to feel inferior.43 

Such principles are encompassed in the efforts of 
groups like Campaign Against Racism, which seek 
to uncover and dismantle ‘historical connections 
between racism and capitalism to radically imagine a 
future in which sociocultural, political and economic 
systems work towards health equity, rather than 
against it’108 Specifically, this entails, for example, 
organising people to practice social medicine and 
collectivising their actions for structural change, 
transforming health education to make social medi-
cine the norm for health professionals, and devel-
oping local leadership in LMICs that prepares people 
to lead and be change agents.109 It also necessitates 
creating new learning platforms in global health that 
safeguard reciprocal knowledge flows, with contribu-
tions from LMICs driving discussions and practice, 
both locally and globally.41 Other scholars drawing 
on Freire’s110 The Pedagogy of the Oppressed advance the 
need to move away from the Eurocentric cultures that 
insist on “‘professional’ dress, presentation of speech, 
modes of argumentation and ‘correct’ formats and 
literature to be used when disseminating ideas”.103 
Rather, increasing voice requires ‘reparations, repa-
triation of indigenous land, abolition of oppressive 
systems and more’.103

Rationale
Reformists see the responsibility for increasing LMIC 
voice on HIC donors and actors, as noted by one HIC 
respondent working in a UN agency:

Richer countries and donors have to be able to provide the means 
that actually ensure that those voices are at the table (I11).

Several respondents embracing this perspective employ 
justifications that are instrumental in nature. Specifically, 
they advance that practices intended to ‘increase country 
voice’ will lead to a ‘better way to do development’ (I1). 
One respondent clarified this rationale, rooted in busi-
ness economics:

Global health is a business with competition with people competing 
for dollars, and it’s expensive, we have large organisations that 
have operation costs and management fees and all kinds of things 
(I1).

Others call for ‘metrics,’ ‘checklists’ and a ‘road 
map’ to hold global health organisations based in HICs 
accountable in redressing wrongs and creating space and 
voice for the less powerful.111

Transformationalists, in contrast, see the onus on 
powerful actors to ‘lean out’ on an individual, national 
and institutional level to stop reproducing racist and 
colonialist ideologies,112 and more fundamentally trans-
form their perspective on global health work. Specifi-
cally, seeing it as an act of justice instead of saviorism. A 
thought leader of the decolonising global health move-
ment explained:

Instead of thinking about fixing the problems of people in poor 
countries, they [HIC actors] [need to] think of what they’re doing 
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as an act of justice. And if you begin from thinking of it as an act 
of justice, then you don’t think about even saving someone else. 
You think about saving yourself… (I26).

Transformationalists also emphasise the agency of 
LMIC actors in advancing their voice. An LMIC scholar 
provides guidance for other investigators in low- income 
countries on ‘navigating the violent process of decoloni-
sation in global health research’113:

I have tried to distill what I have seen, witnessed, experi-
enced, or heard accounts of over the past 12 years into 
workable guidelines, for I have also seen that the extent of 
violence depends on the degree of power imbalance.

DISCUSSION
Several articles have appeared in the past decade pointing 
to the inconsistency of definitions and/or calling for 
common definitions in the field of global health.114–116 In 
fact, several definitions of global health itself have been 
offered,117–120 with scholars varying in their articulation of 
and focus on the field’s aspirations, methods of research 
and practice, intervention strategies, geographical area 
and nature of the relationship between its practitioners 
and its recipients. This analysis builds on this literature, 
finding that the lack of clarity and consistency in under-
standing common terms in the field of global health 
may at least in part be driven by ideological differences 
among its actors.

Across all three terms, there are two distinct perspec-
tives. A reformist perspective embraces liberal demo-
cratic or neoliberal ideologies. Those embracing the 
former believe in democracy as an ethical form of gover-
nance and hold human rights as an ethical paradigm; 
those embracing the latter value a market- based alloca-
tion of resources and the role of the private sector, and 
of the capitalist system more broadly. Despite differing 
emphases on the value of market- based economics and 
human rights, both ideologies embrace the idea of indi-
vidual choice and the right of the individual to decide 
for him or herself what is best. Furthermore, both ideolo-
gies seek to achieve better health outcomes and equity by 
working within existing political and power constraints 
of global and national systems. Reformists often: artic-
ulate the problem as largely a matter of inadequate 
infrastructure, capacity and/or representation; propose 
incremental, scientific and technical solutions; and see 
a range of actors as ultimately responsible for improving 
global health outcomes. This perspective is reflective of 
the current dominant discourse, largely manifested in 
the reports, strategies and research produced by organi-
sations within major global health donors, implementing 
partners and academia in HICs— relatively powerful 
actors in global health.

In contrast, transformationalists have neo- Marxist 
ideology leanings, seeking to fundamentally overhaul 
existing power structures. This ideology shapes the 
transformationalist’s framing of the problem as largely 

systemic and upstream. They are more likely to propose 
solutions that are political in nature and directly address 
past and current power imbalances. The transformational 
perspective is largely embodied by supporters of the 
decolonise global health movement and champions of 
economic nationalism in LMICs, who are uncomfortable 
with the status quo and highly critical of the dominant 
global health discourse. The former tend to be based 
in HICs, with many originally from LMICs and working 
within academic institutions; the latter tend to be repre-
sentatives in LMIC governments or local organisations 
working closely with these governments. This perspective 
tends to be held by those relatively less powerful in global 
health.

The existence of conflicting perspectives on how these 
terms are understood—and the deeper ideologies that 
animate these differences—likely have significant impli-
cations on the acceptability, uptake and sustainability of 
global and national health policies and programmes. 
For example, a global health actor with a reformist 
perspective is likely to face difficulty securing buy- in and 
engagement with partners and stakeholders holding a 
transformational perspective. These underlying clashes 
may not only lead to confusion and misalignment, but 
also resentment and distrust. Such conflicts, among and 
within donors, implementing and government part-
ners, researchers and population targets, are likely to 
result in, and indeed may explain why particular policies 
and programmes in global health achieve non- optimal 
acceptability, effectiveness and health outcomes.

We do not seek definitional consensus on the three 
terms examined in this analysis. In fact, given our find-
ings, we believe this to be a futile exercise—and perhaps 
even undesirable given the value of perspective plurality. 
These definitional differences are at least in part driven 
by deep- seated ideological differences, which are difficult 
to alter. Rather, this paper highlights three key takeaways. 
First, it is crucial to be aware of the spectrum of beliefs 
present in global health and the key ideas that underly 
their differences. The ideologies uncovered in this anal-
ysis point to distinct ideas about the underlying prob-
lems, solutions and who is responsible for their addressal 
in global health. These belief patterns go beyond under-
standing definitional differences in three commonly 
used terms in global health; they underlie and offer clear 
perspective on the very different ways global health actors 
think about the nature of the problems, the policies 
and programmes they believe should be advanced, and 
who bears responsibility to improve population health 
outcomes and equity.

Second, an actor’s ideology interacts with and is shaped 
by power, which manifests, for example, in an actor’s 
location of residence, control over resources, perceived 
decision- making capacity, place and type of training, as 
well as the institutional and societal structures that he or 
she must operate within. This has implications for why 
particular understandings get advanced (or not) and by 
whom. Dominant understandings of terms—advanced by 
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those in power—shape the way interventions are designed 
and implemented, the knowledge that is produced, and 
the nature of interactions and engagement across stake-
holders in global health. These become institutionalised 
over time. Accordingly, we must recognise these words as 
power and value- laden—not merely technical terms.

Finally, and perhaps most crucially, actors in global 
health must become more intentional and critical about 
how they employ key terms. What do we actually mean 
in seeking to improve resilience, support self- reliance 
and increase country voice? Explicit and clear commu-
nication of our own understandings provides an avenue 
for making perspectives differences across the reformist- 
transformational spectrum clear. This clarity opens up 
the possibility for productive dialogue on how to effec-
tively manage actor differences, rather than seek or 
force consensus. The process of productive deliberation 
is necessary for optimal decision- making and collective 
action, which may ultimately help improve global health’s 
existing fragmentation and dysfunction.

This analysis has several limitations. It has limited gener-
alisability given that most of the KIIs are affiliated with the 
MOMENTUM suite of awards and/or those working in 
academic circles. None of the interviews were conducted 
with members of marginalised populations benefiting 
from development programmes, non- traditional part-
ners, advocacy groups or civil society. Furthermore, we 
conducted 27 interviews, which is an insufficient number 
to make strong generalisations about the extent to which 
certain perspectives are represented by certain actors (ie, 
those working in USAID, those residing/working in an 
LMIC); however, supplementing interviews with exten-
sive literature helped address this. Also, the initial litera-
ture search around ‘increasing country voice’ began with 
a ‘decolonisation’ angle, which limited the number of 
articles that were included and reviewed. The research 
team subsequently sought to address this by conducting 
a supplementary literature search that examined 
‘increasing country voice’ more broadly, without link-
ages to decolonisation or the decolonising global health 
movement. Finally, we did not review non- English litera-
ture, which may have excluded key perspectives.

CONCLUSION
The field of global health would benefit from a closer 
examination of the terms used and how they are under-
stood by its actors. The various meanings that a word 
takes on may be driven by distinct actor ideologies, which 
are hidden and often only discussed implicitly at most in 
studies of global health policy and governance. Laying 
these ideologies bare offers actors the opportunity to 
collectively reflect and debate how to achieve better 
health outcomes and equity.

By analysing three commonly employed terms in global 
health and through an examination of a microcosm of 
global health actors—those working within and around 
the MOMENTUM suite of awards, this study reveals the 

ideological spectrum that likely exists in the global health 
field. We find that ideological differences shape the 
various understandings that ‘resilience’, ‘self- reliance’ 
and ‘increasing country voice’ take on. However, more 
than just explaining differences in how the three terms 
are understood, these distinct ideologies are most likely 
driving more broad and fundamental contestations 
among global health actors on the nature of the under-
lying problems in the field, the solutions that should be 
advanced, and how and which actors should be engaged 
and assume responsibility. While ideological differences 
among actors are unlikely to be eliminated, it is through 
awareness of their existence and productive deliberation 
that it may be possible for fundamental disagreements 
to be effectively managed in ways that enable advance-
ments in global health’s agreed on goals: improvement 
of health outcomes and equity.
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Acknowledgements The authors to wish to acknowledge Johns Hopkins Welch 
Medical Library librarian Rachael Lebo for her assistance in developing and 
executing the comprehensive search strategy for this study. The authors also thank 
the anonymous reviewers, Jim Ricca, Cory Wornell and Zema Mirza for reviewing 
a draft of this manuscript and providing constructive comments, as well as the key 
informants that participated in this study for the time and valuable insights they 
provided. Editing assistance was provided by ReVision: A Scientific Editing Network 
at Johns Hopkins University.

Contributors YRS and JS conceptualised the project. YRS conducted the 
interviews; MM jointly conducted a portion of the interviews. YRS, RN, MK and 
MM developed and conducted the literature search and extraction. All authors 
participated in the analysis and interpreting the results. YRS wrote the first draft; 
RN, MK, MM and JS provided extensive feedback on the paper.

Funding This study was made possible by the generous support of the American 
people through the US Agency for International Development (USAID) under the 
terms of the Cooperative Agreement #7200AA20CA00002, led by Jhpiego and 
partners.

Disclaimer The contents are the responsibility of the authors and do not necessarily 
reflect the views of USAID or the United States Government.

Competing interests The second author was an independent consultant for 
MOMENTUM on a different topic during a portion of this study. There are no 
conflicts of interest for the other listed authors.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants but Institutional Review 
Board Office of Johns Hopkins Bloomberg School of Public Health. Communication 
of exemption was on 29 September 2020. Participants gave informed consent to 
participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2022-010895 on 12 January 2023. D

ow
nloaded from

 

https://twitter.com/yrshawar
http://gh.bmj.com/


12 Shawar YR, et al. BMJ Global Health 2023;8:e010895. doi:10.1136/bmjgh-2022-010895

BMJ Global Health

properly cited, appropriate credit is given, any changes made indicated, and the 
use is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Yusra Ribhi Shawar http://orcid.org/0000-0002-9539-0341
Rachel Neill http://orcid.org/0000-0002-1110-5479

REFERENCES
 1 Standing G, Wilson J. Globalization: eight crises of social 

protection. In: Beneria L, Bisnath S, eds. Global tensions: 
challenges and opportunities in the world economy. New York: 
Routledge, 2003.

 2 Pfadenhauer LM, Mozygemba K, Gerhardus A, et al. Context and 
implementation: a concept analysis towards conceptual maturity. Z 
Evid Fortbild Qual Gesundhwes 2015;109:103–14.

 3 Cornwall A. Buzzwords and fuzzwords: deconstructing 
development discourse. Dev Pract 2007;17:471–84.

 4 Rushton S, Williams OD. Frames, paradigms and power: global 
health policy- making under neoliberalism. Global Society 
2012;26:147–67.

 5 Shiffman J, Shawar YR. Framing and the formation of global health 
priorities. Lancet 2022;399:1977–90.

 6 Koon AD, Hawkins B, Mayhew SH. Framing and the health policy 
process: a scoping review. Health Policy Plan 2016;31:801–16.

 7 McInnes C, Lee K. Framing and global health governance: key 
findings. Glob Public Health 2012;7 Suppl 2:S191–8.

 8 Rosenbaum L. Tribal truce - how can we bridge the partisan divide 
and conquer covid? N Engl J Med 2020;383:1682–5.

 9 Mishori R. The social determinants of health? time to focus on the 
political determinants of health! Med Care 2019;57:491–3.

 10 Gerring J. Ideology: a Definitional analysis. Polit Res Q 
1997;50:957–94.

 11 Wilson J. Introduction to social movements. New York: Basic 
Books, 1973.

 12 Snow DA, Benford RD. Ideology, frame resonance, and 
participant mobilization. International social movement research 
1988;1:197–217.

 13 Benford RD, Snow DA. Framing processes and social movements: 
an overview and assessment. Annu Rev Sociol 2000;26:611–39.

 14 Johnston H, Oliver P. Mobilization forum: reply to snow and 
Benford. Mobilization Int Q 2000;5:61–4.

 15 Gramsci A. Selections from the prison notebooks. New York: 
International Publishers, 1971. ISBN: 0- 7178- 0397- X. https:// 
ia800503.us.archive.org/17/items/AntonioGramsciSelectionsFrom 
ThePrisonNotebooks/Antonio-Gramsci-Selections-from-the-Prison- 
Notebooks.pdf

 16 Grossberg L. The ideology of communication: Post- structuralism 
and the limits of communication. Man and World 1982;15:83–101.

 17 Grossberg S. Four frames do not suffice. Behavioral and Brain 
Sciences 1985;8:294–5.

 18 Hall S. Signification, representation, ideology: Althusser and the 
post‐structuralist debates. Crit Stud Mass Commun 1985;2:91–114.

 19 Larraín J. The concept of ideology. London: Hutchinson, 1979.
 20 Larrain J. Marxism and ideology. N.J.: Atlantic Highlands, 1983.
 21 Giddens A. Ideology and Consciousness. In: Giddens A, ed. Central 

problems in social theory: action, structure and contradiction in 
social analysis. London: Macmillan Education UK, 1979: 165–97.

 22 Thompson JB. Studies in the theory of ideology. University of 
California Press, 1984.

 23 Sell SK, Williams OD. Health under capitalism: a global political 
economy of structural pathogenesis. Rev Int Polit Econ 
2020;27:1–25.

 24 Kay A, Williams O. Introduction: The International Political Economy 
of Global Health Governance. In: Kay A, Williams OD, eds. Global 
health governance: crisis, institutions and political economy. 
London: Palgrave Macmillan UK, 2009: 1–23.

 25 Benatar S, Upshur R, Gill S. Understanding the relationship 
between ethics, neoliberalism and power as a step towards 
improving the health of people and our planet. The Anthropocene 
Review 2018;5:155–76.

 26 Benatar S, Upshur R, Gill S. Neoliberalism, and Global Health* 
Power Relations, Ethics. In: Benatar S, Brock G, eds. Global 
health ethical challenges. Cambridge: Cambridge University Press, 
2021: 230–41.

 27 Bodenheimer T. The political divide in health care: a liberal 
perspective. Health Aff 2005;24:1426–35.

 28 Collyer F. Karl Marx and Frederich Engels: Capitalism, Health and 
the Healthcare Industry. In: Collyer F, ed. The Palgrave Handbook 

of social theory in health, illness and medicine. London: Palgrave 
Macmillan UK, 2015: 35–58.

 29 Mechanic D. Policy, politics, health, and medicine: a Marxist view. 
Health Aff 1990;9:213–5.

 30 Reay W. Cuban public health: living the Marxist dream. Am J 
Orthopsychiatry 2012;82:181–5.

 31 Nkrumah K. Movement for colonial freedom. Phylon 
1955;16:397–409.

 32 Nkrumah K. Africa must unite. International Publishers, 1963.
 33 Nyerere JK. Education for self- reliance-1967;19:382–403.
 34 Mora K. The inevitable revolutionary: how Thomas Sankara 

weaponized coloniality, 2021. The Republic. Available: https:// 
republic.com.ng/august-september-2021/thomas-sankara- 
revolutionary/ [Accessed 19 Jul 2022].

 35 Fanon F. A dying colonialism. Grove/Atlantic, Inc, 1994.
 36 wa Thiong’o N. Decolonising the mind: the politics of language in 

African literature. East African Publishers, 1992.
 37 Achebe C. An Image of Africa: Racism in Conrad’s Heart of 

Darkness. Mass Rev 2016;57:14–27.
 38 Memmi A. The colonizer and the colonized. Boston: Beacon Press, 

1967.
 39 Nandy A, Darby P. Challenging the ruling paradigms of the global 

knowledge system: Ashis Nandy in conversation with Phillip Darby. 
Postcolonial Studies 2018;21:278–84.

 40 Césaire A. Discourse on colonialism. New York: Monthly Review 
Press, 1972.

 41 Büyüm AM, Kenney C, Koris A, et al. Decolonising global health: if 
not now, when? BMJ Glob Health 2020;5.

 42 Guinto R. #DecolonizeGlobalHealth: Rewriting the narrative of 
global health, 2019International Helth Policies. Available: https://
www.internationalhealthpolicies.org/blogs/decolonizeglobal 
health-rewriting-the-narrative-of-global-health/ [Accessed 24 Sep 
2021].

 43 Eichbaum QG, Adams LV, Evert J, et al. Decolonizing global health 
education: rethinking institutional partnerships and approaches. 
Acad Med 2021;96:329–35.

 44 Kwete X, Tang K, Chen L, et al. Decolonizing global health: what 
should be the target of this movement and where does it lead us? 
Glob Health Res Policy 2022;7:3.

 45 Abraham S, Hodgins S, Saad A, et al. What Is Global Health: 
Science and Practice Doing to Address Power Imbalances in 
Publishing? Glob Health Sci Pract 2020;8:325–6.

 46 Shawar YR, Neill R, Kunnuji M, Manoj M, Shiffman J. 
Understanding resilience, self- reliance, and increasing country 
voice/decolonizing global health: a clash of perspectives in global 
health. Washington, DC USAID MOMENTUM; 2022: 1–48. https:// 
usaidmomentum.org/resource/understanding-resilience-self- 
reliance-and-increasing-country-voice-decolonizing-global-health- 
a-clash-of-perspectives-in-global-health/?utm_source=km_hub& 
utm_medium=km_hub&utm_campaign=km_hub [Accessed 16 Dec 
2022].

 47 Neill R, Shawar YR, Kunnuji M, et al. Frames of self- reliance: an 
analysis of evolving international development discourse. Third 
World Q 2022;11:1–22.

 48 Kunnuji M, Shawar YR, Neill R, et al. Why ‘elevating country voice’ 
is not decolonizing global health: a frame analysis of in- depth 
interviews 2022.

 49 Noblit G, Hare R. Meta- Ethnography, 1988.
 50 Morse JM. Theoretical saturation. Encyclopedia of social science 

research methods 2004;3:1122–3.
 51 Majone G. Evidence, argument, and persuasion in the policy 

process. Yale University Press, 1989.
 52 Hawkins B, Holden C. Framing the alcohol policy debate: industry 

actors and the regulation of the UK beverage alcohol market. Crit 
Policy Stud 2013;7:53–71.

 53 Barnett M, Duvall R. Power in global governance. Cambridge 
University Press, 2004.

 54 USAID. Blueprint for global health resilience. Washington, DC 
USAID; 2021: 1–27. https://www.usaid.gov/global-health/health- 
systems-innovation/health-systems/resources/blueprint-resilience 
[Accessed January 5, 2023].

 55 Kruk ME, Myers M, Varpilah ST, et al. What is a resilient health 
system? Lessons from Ebola. Lancet 2015;385:1910–2.

 56 Thomas S, Keegan C, Barry S, et al. A framework for assessing 
health system resilience in an economic crisis: Ireland as a test 
case. BMC Health Serv Res 2013;13:450.

 57 Kieny M- P, Evans DB, Schmets G, et al. Health- system resilience: 
reflections on the Ebola crisis in Western Africa. Bull World Health 
Organ 2014;92:850.

 58 Lapão LV, Silva A, Pereira N, et al. Ebola impact on African health 
systems entails a quest for more international and local resilience: 

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2022-010895 on 12 January 2023. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-9539-0341
http://orcid.org/0000-0002-1110-5479
http://dx.doi.org/10.1016/j.zefq.2015.01.004
http://dx.doi.org/10.1016/j.zefq.2015.01.004
http://dx.doi.org/10.1080/09614520701469302
http://dx.doi.org/10.1080/13600826.2012.656266
http://dx.doi.org/10.1016/S0140-6736(22)00584-0
http://dx.doi.org/10.1093/heapol/czv128
http://dx.doi.org/10.1080/17441692.2012.733950
http://dx.doi.org/10.1056/NEJMms2027985
http://dx.doi.org/10.1097/MLR.0000000000001131
http://dx.doi.org/10.1177/106591299705000412
http://dx.doi.org/10.1146/annurev.soc.26.1.611
http://dx.doi.org/10.17813/maiq.5.1.f1ln5344r872755u
https://ia800503.us.archive.org/17/items/AntonioGramsciSelectionsFromThePrisonNotebooks/Antonio-Gramsci-Selections-from-the-Prison-Notebooks.pdf
https://ia800503.us.archive.org/17/items/AntonioGramsciSelectionsFromThePrisonNotebooks/Antonio-Gramsci-Selections-from-the-Prison-Notebooks.pdf
https://ia800503.us.archive.org/17/items/AntonioGramsciSelectionsFromThePrisonNotebooks/Antonio-Gramsci-Selections-from-the-Prison-Notebooks.pdf
https://ia800503.us.archive.org/17/items/AntonioGramsciSelectionsFromThePrisonNotebooks/Antonio-Gramsci-Selections-from-the-Prison-Notebooks.pdf
http://dx.doi.org/10.1007/BF01248547
http://dx.doi.org/10.1017/S0140525X00020756
http://dx.doi.org/10.1017/S0140525X00020756
http://dx.doi.org/10.1080/15295038509360070
http://dx.doi.org/10.1080/09692290.2019.1659842
http://dx.doi.org/10.1057/9780230249486_1
http://dx.doi.org/10.1057/9780230249486_1
http://dx.doi.org/10.1177/2053019618760934
http://dx.doi.org/10.1177/2053019618760934
http://dx.doi.org/10.1017/9781108692137.018
http://dx.doi.org/10.1017/9781108692137.018
http://dx.doi.org/10.1377/hlthaff.24.6.1426
http://dx.doi.org/10.1377/hlthaff.9.4.213
http://dx.doi.org/10.1111/j.1939-0025.2012.01152.x
http://dx.doi.org/10.1111/j.1939-0025.2012.01152.x
http://dx.doi.org/10.2307/272657
https://republic.com.ng/august-september-2021/thomas-sankara-revolutionary/
https://republic.com.ng/august-september-2021/thomas-sankara-revolutionary/
https://republic.com.ng/august-september-2021/thomas-sankara-revolutionary/
http://dx.doi.org/10.1353/mar.2016.0003
http://dx.doi.org/10.1080/13688790.2018.1481730
http://dx.doi.org/10.1136/bmjgh-2020-003394
https://www.internationalhealthpolicies.org/blogs/decolonizeglobalhealth-rewriting-the-narrative-of-global-health/
https://www.internationalhealthpolicies.org/blogs/decolonizeglobalhealth-rewriting-the-narrative-of-global-health/
https://www.internationalhealthpolicies.org/blogs/decolonizeglobalhealth-rewriting-the-narrative-of-global-health/
http://dx.doi.org/10.1097/ACM.0000000000003473
http://dx.doi.org/10.1186/s41256-022-00237-3
http://dx.doi.org/10.9745/GHSP-D-20-00453
https://usaidmomentum.org/resource/understanding-resilience-self-reliance-and-increasing-country-voice-decolonizing-global-health-a-clash-of-perspectives-in-global-health/?utm_source=km_hub&utm_medium=km_hub&utm_campaign=km_hub
https://usaidmomentum.org/resource/understanding-resilience-self-reliance-and-increasing-country-voice-decolonizing-global-health-a-clash-of-perspectives-in-global-health/?utm_source=km_hub&utm_medium=km_hub&utm_campaign=km_hub
https://usaidmomentum.org/resource/understanding-resilience-self-reliance-and-increasing-country-voice-decolonizing-global-health-a-clash-of-perspectives-in-global-health/?utm_source=km_hub&utm_medium=km_hub&utm_campaign=km_hub
https://usaidmomentum.org/resource/understanding-resilience-self-reliance-and-increasing-country-voice-decolonizing-global-health-a-clash-of-perspectives-in-global-health/?utm_source=km_hub&utm_medium=km_hub&utm_campaign=km_hub
https://usaidmomentum.org/resource/understanding-resilience-self-reliance-and-increasing-country-voice-decolonizing-global-health-a-clash-of-perspectives-in-global-health/?utm_source=km_hub&utm_medium=km_hub&utm_campaign=km_hub
http://dx.doi.org/10.1080/01436597.2022.2149484
http://dx.doi.org/10.1080/01436597.2022.2149484
http://dx.doi.org/10.4135/9781412985000
http://dx.doi.org/10.1080/19460171.2013.766023
http://dx.doi.org/10.1080/19460171.2013.766023
https://www.usaid.gov/global-health/health-systems-innovation/health-systems/resources/blueprint-resilience
https://www.usaid.gov/global-health/health-systems-innovation/health-systems/resources/blueprint-resilience
http://dx.doi.org/10.1016/S0140-6736(15)60755-3
http://dx.doi.org/10.1186/1472-6963-13-450
http://dx.doi.org/10.2471/BLT.14.149278
http://dx.doi.org/10.2471/BLT.14.149278
http://gh.bmj.com/


Shawar YR, et al. BMJ Global Health 2023;8:e010895. doi:10.1136/bmjgh-2022-010895 13

BMJ Global Health

the case of African Portuguese speaking countries. Pan Afr Med J 
2015;22 Suppl 1:15.

 59 McKenzie A, Abdulwahab A, Sokpo E. Building a resilient health 
system: lessons from Northern Nigeria. Available: https://opendocs. 
ids.ac.uk/opendocs/handle/20.500.12413/5994 [Accessed 19 Jul 
2022].

 60 Ager AK, Lembani M, Mohammed A, et al. Health service resilience 
in Yobe state, Nigeria in the context of the Boko Haram insurgency: 
a systems dynamics analysis using group model building. Confl 
Health 2015;9:30.

 61 Achour N, Price ADF. Resilience strategies of healthcare facilities: 
present and future. Int J Disaster Resil Built Environ 2010;1:264–76.

 62 Zhong S, Hou X- Y, Clark M, et al. Disaster resilience in tertiary 
hospitals: a cross- sectional survey in Shandong Province, China. 
BMC Health Serv Res 2014;14:135.

 63 MEASURE Evaluation. From fragile to resilient health systems: a 
journey to self- reliance. Chapel Hill, NC MEASURE Evaluation; 
2019: 1–48. https://www.measureevaluation.org/resources/ 
publications/tr-19-362.html [Accessed 5 Jan 2023].

 64 Topp SM, Flores W, Sriram V, et al. Critiquing the concept 
of resilience in health systems, 2016Health Systems Global. 
Available: https://healthsystemsglobal.org/news/critiquing-the- 
concept-of-resilience-in-health-systems/ [Accessed January 5, 
2023].

 65 Topp SM. Power and politics: the case for linking resilience to 
health system governance. BMJ Glob Health 2020;5:e002891.

 66 Abimbola S, Topp SM. Adaptation with robustness: the case for 
clarity on the use of 'resilience' in health systems and global health. 
BMJ Glob Health 2018;3:e000758.

 67 Barasa E, Mbau R, Gilson L. What is resilience and how can 
it be nurtured? A systematic review of empirical literature 
on organizational resilience. Int J Health Policy Manag 
2018;7:491–503.

 68 Barasa EW, Cloete K, Gilson L. From bouncing back, to nurturing 
emergence: reframing the concept of resilience in health systems 
strengthening. Health Policy Plan 2017;32:iii91–4.

 69 Anderson E- L, Beresford A. Infectious injustice: the political 
foundations of the Ebola crisis in Sierra Leone. Third World Q 
2016;37:468–86.

 70 Gilson L, Barasa E, Nxumalo N, et al. Everyday resilience in district 
health systems: emerging insights from the front lines in Kenya and 
South Africa. BMJ Glob Health 2017;2:e000224.

 71 Cairns E. Ebola is still here: voices from Liberia and Sierra Leone 
on response and recovery. Washington, DC Oxfam International; 
2015: 1–16. https://policy-practice.oxfam.org/resources/ebola-is- 
still-here-voices-from-liberia-and-sierra-leone-on-response-and- 
recove-345644/ [Accessed January 5, 2023].

 72 Sheikh S, Sarwar S, Reed C. Teaching methods that help to build 
resilience to extremism rapid evidence assessment, 2011The Office 
for Public Management. Available: https://dera.ioe.ac.uk/3597/1/ 
3597_DFE-RR120.pdf [Accessed 20 Jul 2022].

 73 Kruk ME, Ling EJ, Bitton A, et al. Building resilient health systems: 
a proposal for a resilience index. BMJ 2017;357:j2323.

 74 Hanefeld J, Mayhew S, Legido- Quigley H, et al. Towards an 
understanding of resilience: responding to health systems shocks. 
Health Policy Plan 2018;33:1144.

 75 Therrien M- C, Normandin J- M, Denis J- L. Bridging complexity 
theory and resilience to develop surge capacity in health systems. J 
Health Organ Manag 2017;31:96–109.

 76 Blanchet K, Nam SL, Ramalingam B, et al. Governance and 
capacity to manage resilience of health systems: towards a new 
conceptual framework. Int J Health Policy Manag 2017;6:431–5.

 77 McKenzie A, Abdulwahab A, Sokpo E, et al. Creating the 
foundation for health system resilience in northern Nigeria. Health 
Syst Reform 2016;2:357–66.

 78 Bayntun C, Rockenschaub G, Murray V. Developing a health 
system approach to disaster management: a qualitative analysis 
of the core literature to complement the WHO toolkit for assessing 
health- system capacity for crisis management. PLoS Curr 
2012;4:e5028b6037259a.

 79 van de Pas R, Ashour M, Kapilashrami A, et al. Interrogating 
resilience in health systems development. Health Policy Plan 
2017;32:iii88–90.

 80 Sheikh K, Gilson L, Agyepong IA, et al. Building the field of health 
policy and systems research: framing the questions. PLoS Med 
2011;8:e1001073.

 81 Fridell M, Edwin S, von Schreeb J, et al. Health system 
resilience: what are we talking about? A scoping review mapping 
characteristics and keywords. Int J Health Policy Manag 
2020;9:6–16.

 82 van de Pas R. Beyond resilience, 2015International Health Policies. 
Available: https://www.internationalhealthpolicies.org/blogs/ 
beyond-resilience/ [Accessed 17 Aug 2022].

 83 GOAL Global. Disaster resilience, 2019GOAL. Available: https://
www.goalglobal.org/impact-learning/disaster-resilience/ [Accessed 
17 Aug 2022].

 84 van de Pas R. Resisting resilience: the revenge of the zombies, 
2015International Health Policies. Available: https://www.internat 
ionalhealthpolicies.org/blogs/resisting-resilience-the-revenge-of- 
the-zombies/ [Accessed 23 Jul 2021].

 85 Lal P. Self- Reliance and the state: the multiple meanings 
of development in early post- colonial Tanzania. Africa 
2012;82:212–34.

 86 Biersteker TJ. Self- reliance in theory and practice in Tanzanian 
trade relations. Int Organ 1980;34:229–64.

 87 Ibhawoh D, Dibua JI. Deconstructing Ujamaa: the legacy of Julius 
Nyerere in the quest for social and economic development in 
Africa. Afr J Polit Sci 2003;8:59–83 http://archive.lib.msu.edu/ 
DMC/African%20Journals/pdfs/political%20science/volume8n1/ 
ajps008001004.pdf

 88 United Nations, Office of the High Commissioner for Human Rights. 
Realizing the right to development: essays in commemoration 
of 25 years of the United nations Declaration on the right to 
development; 2013.

 89 Yerramilli P. To decolonize global health, we must examine the 
global political economy, 2021Think Global Health. Available: 
https://www.thinkglobalhealth.org/article/decolonize-global-health- 
we-must-examine-global-political-economy [Accessed 26 Jul 
2022].

 90 Hickel J. The divide: global inequality from conquest to free 
markets. New York: W. W. Norton & Company, 2018. ISBN: 
0393651363.

 91 Kickbusch I, Allen L, Franz C. The commercial determinants of 
health. Lancet Glob Health 2016;4:e895–6.

 92 Kentikelenis AE, Stubbs TH, King LP. Structural adjustment and 
public spending on health: evidence from IMF programs in low- 
income countries. Soc Sci Med 2015;126:169–76.

 93 Galtung J. Trade or development: some reflections on self- reliance. 
Econ Polit Wkly 1976;11:207–18.

 94 Tickner JA. Local self- reliance versus power politics: conflicting 
priorities of national development. Alternatives 1986;11:461–83.

 95 South Commission. Report of the South Commission: the challenge 
of the South, 1990.

 96 Bissio R. The Paris Declaration on Aid Effectiveness. In: Realizing 
the right to development. OHCHR, 2013: 233–47.

 97 Hickling FW, Gibson RC. Decolonization of psychiatric public policy 
in Jamaica. West Indian Med J 2012;61:437–41.

 98 Rose S, Collinson E. Mark green’s legacy and priorities for the next 
USAID administratorCenter for Global Development. Available: 
https://www.cgdev.org/blog/mark-greens-legacy-and-priorities- 
next-usaid-administrator [Accessed 20 Jul 2022].

 99 Patel B. EasyChair Preprint, 2021. Available: https://mail.easychair. 
org/publications/preprint_download/HK13

 100 Voller S, Chitalu C- CM, Nyondo- Mipando AL, et al. "We should 
be at the table together from the beginning": perpsectives on 
partnership from stakeholders at four research institutions in sub- 
Saharan Africa. International Journal for Equity in Health 2022;21.

 101 Craveiro I, Carvalho A, Ferrinho P. "Get us partnerships!" - a 
qualitative study of Angolan and Mozambican health academics' 
experiences with North/South partnerships. Globalization and 
Health 2020;16:33.

 102 Healey- Walsh J, Stuart- Shor E, Muchira J. Through the lens of 
postcolonial theory: establishing global north- south partnerships. 
Nurs Educ Perspect 2019;40:270–7.

 103 Chaudhuri MM, Mkumba L, Raveendran Y, et al. Decolonising 
global health: beyond 'reformative' roadmaps and towards 
decolonial thought. BMJ Glob Health 2021;6 https://gh.bmj.com/ 
content/6/7/e006371.abstract

 104 Child Rights Resource Centre. The Local Engagement Assessment 
Framework: A practitioner’s guide to integrating country ownership 
into development projects. Available: https://resourcecentre. 
savethechildren.net/node/16071/pdf/stc-book-lo- [Accessed 24 
Sep 2021].

 105 Our movers, 2021Global Health Decolonization Movement in Africa 
(GHDM- Africa). Available: https://ghdmafrica.org/our-movers/ 
[Accessed 17 Aug 2022].

 106 Oti SO, Ncayiyana J. Decolonising global health: where are the 
Southern voices? BMJ Glob Health 2021;6:e006576.

 107 Abimbola S, Pai M. Will global health survive its decolonisation? 
Lancet 2020;396:1627–8.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2022-010895 on 12 January 2023. D

ow
nloaded from

 

http://dx.doi.org/10.11604/pamj.supp.2015.22.1.6653
https://opendocs.ids.ac.uk/opendocs/handle/20.500.12413/5994
https://opendocs.ids.ac.uk/opendocs/handle/20.500.12413/5994
http://dx.doi.org/10.1186/s13031-015-0056-3
http://dx.doi.org/10.1186/s13031-015-0056-3
http://dx.doi.org/10.1108/17595901011080869
http://dx.doi.org/10.1186/1472-6963-14-135
https://www.measureevaluation.org/resources/publications/tr-19-362.html
https://www.measureevaluation.org/resources/publications/tr-19-362.html
https://healthsystemsglobal.org/news/critiquing-the-concept-of-resilience-in-health-systems/
https://healthsystemsglobal.org/news/critiquing-the-concept-of-resilience-in-health-systems/
http://dx.doi.org/10.1136/bmjgh-2020-002891
http://dx.doi.org/10.1136/bmjgh-2018-000758
http://dx.doi.org/10.15171/ijhpm.2018.06
http://dx.doi.org/10.1093/heapol/czx118
http://dx.doi.org/10.1080/01436597.2015.1103175
http://dx.doi.org/10.1136/bmjgh-2016-000224
https://policy-practice.oxfam.org/resources/ebola-is-still-here-voices-from-liberia-and-sierra-leone-on-response-and-recove-345644/
https://policy-practice.oxfam.org/resources/ebola-is-still-here-voices-from-liberia-and-sierra-leone-on-response-and-recove-345644/
https://policy-practice.oxfam.org/resources/ebola-is-still-here-voices-from-liberia-and-sierra-leone-on-response-and-recove-345644/
https://dera.ioe.ac.uk/3597/1/3597_DFE-RR120.pdf
https://dera.ioe.ac.uk/3597/1/3597_DFE-RR120.pdf
http://dx.doi.org/10.1136/bmj.j2323
http://dx.doi.org/10.1093/heapol/czy087
http://dx.doi.org/10.1108/JHOM-04-2016-0067
http://dx.doi.org/10.1108/JHOM-04-2016-0067
http://dx.doi.org/10.15171/ijhpm.2017.36
http://dx.doi.org/10.1080/23288604.2016.1242453
http://dx.doi.org/10.1080/23288604.2016.1242453
http://dx.doi.org/10.1371/5028b6037259a
http://dx.doi.org/10.1093/heapol/czx110
http://dx.doi.org/10.1371/journal.pmed.1001073
http://dx.doi.org/10.15171/ijhpm.2019.71
https://www.internationalhealthpolicies.org/blogs/beyond-resilience/
https://www.internationalhealthpolicies.org/blogs/beyond-resilience/
https://www.goalglobal.org/impact-learning/disaster-resilience/
https://www.goalglobal.org/impact-learning/disaster-resilience/
https://www.internationalhealthpolicies.org/blogs/resisting-resilience-the-revenge-of-the-zombies/
https://www.internationalhealthpolicies.org/blogs/resisting-resilience-the-revenge-of-the-zombies/
https://www.internationalhealthpolicies.org/blogs/resisting-resilience-the-revenge-of-the-zombies/
http://dx.doi.org/10.1017/S0001972012000022
http://dx.doi.org/10.1017/S0020818300018750
http://archive.lib.msu.edu/DMC/African%20Journals/pdfs/political%20science/volume8n1/ajps008001004.pdf
http://archive.lib.msu.edu/DMC/African%20Journals/pdfs/political%20science/volume8n1/ajps008001004.pdf
http://archive.lib.msu.edu/DMC/African%20Journals/pdfs/political%20science/volume8n1/ajps008001004.pdf
https://www.thinkglobalhealth.org/article/decolonize-global-health-we-must-examine-global-political-economy
https://www.thinkglobalhealth.org/article/decolonize-global-health-we-must-examine-global-political-economy
http://dx.doi.org/10.1016/S2214-109X(16)30217-0
http://dx.doi.org/10.1016/j.socscimed.2014.12.027
http://dx.doi.org/10.1177/030437548601100402
http://dx.doi.org/10.7727/wimj.2012.127
https://www.cgdev.org/blog/mark-greens-legacy-and-priorities-next-usaid-administrator
https://www.cgdev.org/blog/mark-greens-legacy-and-priorities-next-usaid-administrator
https://mail.easychair.org/publications/preprint_download/HK13
https://mail.easychair.org/publications/preprint_download/HK13
http://dx.doi.org/10.1186/s12939-022-01707-3
http://dx.doi.org/10.1186/s12992-020-00562-7
http://dx.doi.org/10.1186/s12992-020-00562-7
http://dx.doi.org/10.1097/01.NEP.0000000000000556
http://dx.doi.org/10.1136/bmjgh-2021-006371
https://gh.bmj.com/content/6/7/e006371.abstract
https://gh.bmj.com/content/6/7/e006371.abstract
https://resourcecentre.savethechildren.net/node/16071/pdf/stc-book-lo-
https://resourcecentre.savethechildren.net/node/16071/pdf/stc-book-lo-
https://ghdmafrica.org/our-movers/
http://dx.doi.org/10.1136/bmjgh-2021-006576
http://dx.doi.org/10.1016/S0140-6736(20)32417-X
http://gh.bmj.com/


14 Shawar YR, et al. BMJ Global Health 2023;8:e010895. doi:10.1136/bmjgh-2022-010895

BMJ Global Health

 108 EqualHealth. Campaign against racism. Available: http://www. 
equalhealth.org/campaign-against-racism [Accessed 26 Jul 2022].

 109 EqualHealth. Mission vision strategy. Available: http://www. 
equalhealth.org/mission [Accessed 26 Jul 2022].

 110 Freire P. Pedagogy of the Oppressed. New York: Seabury Press, 
1970.

 111 Khan M, Abimbola S, Aloudat T, et al. Decolonising global health in 
2021: a roadmap to move from rhetoric to reform. BMJ Glob Health 
2021;6:e005604.

 112 Pai M. Global health needs to be global & diverse, 2020. Forbes. 
Available: https://www.forbes.com/sites/madhukarpai/2020/03/08/ 
global-health-needs-to-be-global--diverse/?sh=7bd922ac7659

 113 Rasheed MA. Navigating the violent process of decolonisation 
in global health research: a guideline. Lancet Glob Health 
2021;9:e1640–1.

 114 Bath M, Bashford T, Fitzgerald JE. What is 'global surgery'? 
Defining the multidisciplinary interface between surgery, 
anaesthesia and public health. BMJ Glob Health 2019;4:e001808.

 115 Shawar YR, Shiffman J. Generation of global political priority 
for early childhood development: the challenges of framing and 
governance. Lancet 2017;389:119–24.

 116 Toebes B. Global health law: defining the field. In: Burci GL, Toebes 
B, eds. Research handbook on global health law. Northampton: 
Edward Elgar Publishing, Inc., 2018: 2–23.

 117 King NB, Koski A. Defining global health as public health 
somewhere else. BMJ Glob Health 2020;5:e002172.

 118 Salm M, Ali M, Minihane M, et al. Defining global health: findings 
from a systematic review and thematic analysis of the literature. 
BMJ Glob Health 2021;6:e005292.

 119 Fischer SE, Patil P, Zielinski C, et al. Is it about the ‘where’ or 
the ‘how’? Comment on Defining global health as public health 
somewhere else. BMJ Glob Health 2020;5:e002567.

 120 Stewart KA, Swain KK. Global health humanities: defining an 
emerging field. Lancet 2016;388:2586–7.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2022-010895 on 12 January 2023. D

ow
nloaded from

 

http://www.equalhealth.org/campaign-against-racism
http://www.equalhealth.org/campaign-against-racism
http://www.equalhealth.org/mission
http://www.equalhealth.org/mission
http://dx.doi.org/10.1136/bmjgh-2021-005604
https://www.forbes.com/sites/madhukarpai/2020/03/08/global-health-needs-to-be-global--diverse/?sh=7bd922ac7659
https://www.forbes.com/sites/madhukarpai/2020/03/08/global-health-needs-to-be-global--diverse/?sh=7bd922ac7659
http://dx.doi.org/10.1016/S2214-109X(21)00440-X
http://dx.doi.org/10.1136/bmjgh-2019-001808
http://dx.doi.org/10.1016/S0140-6736(16)31574-4
http://dx.doi.org/10.1136/bmjgh-2019-002172
http://dx.doi.org/10.1136/bmjgh-2021-005292
http://dx.doi.org/10.1136/bmjgh-2020-002567
http://dx.doi.org/10.1016/S0140-6736(16)32229-2
http://gh.bmj.com/

	Understanding resilience, self-reliance and increasing country voice: a clash of ideologies in global health
	Abstract
	Background
	Frames, power and underlying Ideologies in global health

	Methods
	Data
	Data extraction and analysis
	Respondent and public involvement statement


	Results
	Resilience
	Diagnosis
	Prognosis
	Rationale

	Self-reliance
	Diagnosis
	Prognosis
	Rationale

	Increasing country voice
	Diagnosis
	Prognosis
	Rationale


	Discussion
	Conclusion
	References


