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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.

,' Michael Kunnuiji,® Malvikha Manoj,’

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.

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’' or a lack
of ‘conceptual maturity’*—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
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making broader perspective differences clear. Through
‘constructive destruction’’—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.*” However, little scholarship has examined the
ideologies that underlie and structure competing frames
in global health.® ? Ideology is a coherent and well-
ordered rational system of beliefs about the social world
and how it operates.10 Wilson (1973)'" advances three
structural elements of ideology, which have subsequently
been adopted in the framing literature'**: 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.'”* 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.* This ‘deep core’ ideology shapes what is
sayable, doable and thinkable in global health.*

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.**° 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.”” 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.**™" 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.”™" More recently, elements of neo-Marxism are
reflected in calls to ‘decolonise global health’,** 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, 3year (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,*™™* 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 peerreviewed 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 (KlIs). 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
thatwere pulling articles relevant to our inclusion criteria.
We retrieved 4694 articles from the peerreviewed 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,* 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 KlIs (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 chartof the MOMENTUM
consortium, our literature review and interviewee input.
KlIIs 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

BMJ Global Health

Table 1
Organisations

Bill & Melinda Gates
Foundation

Gavi, the Vaccine Alliance

Key informant organisational affiliations

John Snow, Inc.

Ministry of Health, Community
Development, Gender, Elderly
and Children, Tanzania

Ghana Health Service
GOAL Global

Harvard University

IMA World Health
Independent Contractor,

Operation Smile

Population Reference Bureau
Save the Children

University of Cape Coast
University of Cape Town

Pakistan
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

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

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.’ > 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
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Table 2 Key informant characteristics

Geographical Organisation role/

Interview no location affiliation

I LMIC Implementing partner

12 LMIC Implementing partner

13 LMIC Implementing partner

14 HIC Implementing partner

15 HIC Implementing partner

16 HIC Implementing partner

17 HIC Intergovernmental
organisation

18 LMIC Implementing partner

19 HIC Implementing partner

110 HIC Donor

111 HIC Intergovernmental
organisation

112 HIC Implementing partner

113 HIC Implementing partner

114 HIC Donor

115 LMIC Academic

116 LMIC Government/academic

117 HIC Implementing partner

118 LMIC Government/academic

119 LMIC Government

120 HIC Non-governmental
organization

121 HIC Intergovernmental
organisation

122 HIC Donor

123 LMIC Academic

124 HIC Academic

125 LMIC Academic

126 HIC Academic

127 HIC Donor

HIC, high-income country; LMIC, low-income and middle-income
country.

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

3

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, 19) 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.”* Furthermore,
reformists, while acknowledging a range of possible
shocks, consider shocks to the system as primarily acute
and often catastrophic in nature.”*®” Examples include
disease outbreaks,58 59 insecurity,60 and natural and man-
made disasters.” ® 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’.”” 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.”* Resil-
ience is thus a means to address structural crises weak-
ening the system, deeply embedded health inequalities

4

Shawar YR, et al. BMJ Global Health 2023;8:6010895. doi:10.1136/bmjgh-2022-010895

ybuAdoo Aq pajoalold 1senb Ag £202 ‘6 sunr uo /wod fwg yby:dny woly papeojumoq ‘£z0z Alenuer ZT U0 S680T0-2202-UblWa/9eTT 0T Se paysiiand 1siy :yiesH go|o [INg


https://dx.doi.org/10.1136/bmjgh-2022-010895
http://gh.bmj.com/

8 BMJ Global Health

& ]

| ~
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Reformist

Inadequate infrastructure, capacity, and/or

Diagnosis L
representation

(how things got to
be how they are) L—

I L 4

Transformative

Largely systemic and upstream factors including power
imbalances and structural inequalities

1

Largely technocratic—fixed by scientific tools and
products

Reform or work within political constraints of system
Consequence: Improve playing field

Prognosis
(what should be
done and
consequences) —

Largely political—fixed by new institutions, norms, and
relations

Overhaul system

Consequence: Fundamentally and intentionally dismantle
and reconstitute playing field

Rationale * All actors involved—takes a team effort
(who should do it « Health equity and efficiency are primary
and why) drivers

Involvement of actors varies—least powerful actors fully in
lead, however the onus remains on most powerful to
dismantle destructive norms and structures

Addressing fundamental injustices affecting health and its
practice is primary driver

increasing country voice

.
Derived from analysis of resilience, self-reliance, and

SPECTRUM OF PERSPECTIVES

| |
Neoliberal Ideology

 Values market-based
policy responses;

« Values individual rights
(i.e. human rights), rule
competition and of law, and economic
innovation in free and political freedom
market (value technical « Values democratic
solutions, devoid of
politics)
Encourages
commodification,
privatization, and
liberalization of
economies
Individualization of risk
and responsibility

governance processes

Figure 1
underpinning ideologies.

and the deliberate choices that shape inadequate health
system responses to structural crises and health inequali-
ties.”” % 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.” " 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.**

Prognosis

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

Democratic Liberal Ideology

|
Neo-Marxist Ideology

Dissatisfaction with international political economic system,
which precludes fair distribution of resources

Suspicious of globalization and global capitalist system,
which lead to widespread exploitation

UNDERLYING IDEOLOGIES

Summary of ideas encompassed by the reformist and transformational perspective spectrum, as well as their

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.” 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 (14, 16, 19). Accord-
ingly, reformists give priority to hardware resilience
building blocks—a bias more broadly reflected in the
field of global healthﬂ—including finances, infrastruc-
ture and governance understood as organisational struc-
tures and legislation (ie, hospitals, standards and surveil-
lance systems).” 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 outcomes’>"® (I4, 16, 17, 119). Further-
more, they stress ‘preparedness’ as a strategy (14, 17, 19,
I12). They see crises as permanent; actors thus have to
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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 (17).

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.” 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.? % 9 7 ™ Tansformationalists 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’.® These include leader-
ship capacity, power relations, values, relationships and
organisational culture.®® 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.” 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.®!
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.™

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] (I113).

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 in®).

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 (119).

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.” Such operationalisation
of resilience masks the fact that resources are far from
equally shared among states and within communities.**
These actors seek to change the loci of power and foster
new governance structures and relations rather than
reinforcing existing, dysfunctional health systems.*

Self-reliance

The way that self-reliance is framed and the actors that
employ the term have varied over time.*”” 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, 118, 111,
110, 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 i,
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 (113).

...Mov[ing] us towards a situation where the countries are doing
all this themselves without our external support (111).

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’.**™ 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.* 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.”” ?' 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, 19, 118, 119).

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.”?
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, 111, 117, 120), 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.* Respondents also emphasised capacity building
as part of the solution to building self-reliance (I1, 12, 14,
19, 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
Sunds...[but] I don't think that there is a need to completely erase
what we've started and start over. (110).

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.”>*® 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.* More recently, LMIC leaders such as
China’s President Xi Jinping and India’s Prime Minister
Narendra Modi have called for selfreliance 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.””™ 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’.*’
This entails a complete reclaiming of agency and the
narrative by country actors. One respondent with origins
from an LMIC explained:

1 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]? (126).

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 (19).

In contrast, transformationalists see responsibility for
advancing self-reliance to rest squarely on LMIC actors,
whether national governments or local communities.”
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,
theyve got a lot of problems but at least they have their own vision
that they own.... (I11).

Lthiopia 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’ (19).

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.*®

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, 123, 125).100 This
stems from differential access to funding, knowledge,
networks and educational opportunities.'”" ' 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,
122) 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 (114, 122).

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? (114).

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.*' 1219 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, move 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 (15).

Reformist ideas around how to facilitate increased
localleadership 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.'” 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.'” 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.'’®

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-
iry... but again, we checked the box, right? (110).

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.'”” Efforts should be dedicated to
creating a political economy that genuinely priori-
tises human well-being. This fundamentally requires
‘decolonisation of the mind’**—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.*

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’'" 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.'” 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.*’ Other scholars drawing
on Freire’s''’ 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”.'"
Rather, increasing voice requires ‘reparations, repa-
triation of indigenous land, abolition of oppressive

103
systems and more’.

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 arve 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 €conomics:

Global health is a business with competition with people competing

Jor 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.'"!

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... (126).

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’':

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.""*"® In
fact, several definitions of global health itself have been
offered,"™* 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
pastand 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 KlIs 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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Annex 2: Criteria for Literature Selection

discuss and/or measure
resilience in the context of
national health systems,

LMICs/ unstable countries
and/or global
health/development.

. Ideally, focuses on the

emerged, how it is
understood, critiques, etc)

of how concept
manifests/measured within
one or more LMIC
national contexts

especially in the context of | o

term conceptually (how it .

OR an in-depth discussion | o

measure closely related terms (i.c.,
health systems responsiveness or
preparedness)

Atticles that discuss resilience only
in the context of other related
developments (i.c.,
pandemics/shocks or universal
health coverage)

Those that examine resilience
tangentially in the context of a
country case study

Atticles that discuss the concept in
HIC contexts only

Concept | Include I For discussion I Exclude
Concept-wide . Articles should address . Articles that refer to the concept in . Articles that are outside global
power/framing per the the article. The concept is not the health; articles not referring to
theoretical anchor articles main unit of analysis, but the article LMICs
and should explicitly refer has substantive discussion or use of | e Atticles that are country specific
to the concepts. i.c., it in the article (helps us with outside momentum countries
describe its origins, framing aspect).
measurement, etc.
o Should be information rich
pet our evolving research
questions
Self-reliance . Articles that specifically . Articles focused on analyzing . Articles using self-reliance in terms
focus on or discuss reforms/policies/programs, with a of individuals in society, not at the
country-led/self-reliance focus on or recommendations countty or systems level
concepts related to elevating country . Articles focusing measuring
voices/country-led approaches responsiveness of the health system
. Articles that focus on self-reliance to patient preferences
at ‘lower’ levels of government that . Atticles in high-income countries
also relate to donor/international
programming or global health
policy recommendations
Resilience . Articles that explicitly . Articles that discuss and/or . Articles that only focus on resilience

of populations (including health
cate workets) or sub-national
entities (i.c., particular
clinics/community initiatives)
without explicit discussion of the
term in relation to national health
system

. Atrticles outside of the health sector
(i.e., related to climate change)

. Articles that focus on
responsiveness/resilience only with
respect to individual
behavior/quality of care.

Decolonization and
Increasing Country
Voice

decolonization, especially
as it concerns elevating or
increasing country voices

within global health

. Articles explicitly about .

Article explicitly uses an anti-racist
or decolonizing approach in its
approach or explicitly engages with
this concept in the
recommendations section

Article refers to concepts related to
‘elevating or increasing country
voices’ and relates that back to
power/systemic structures
(whether colonial or otherwise)
The article is about authorship
representation, with a specific
focus on LMIC/geographic
analysis of authors

. Article mentions colonialism (e.g. as
a structural determinant, root cause,
historical legacy) but does not
engage in anti-colonialist thought

. Article is outside the health sector

. Article focuses on indigenous
persons and/or applies a
decolonizing approach in high-
income countries only (e.g. USA,
Australia, Canada)

] Article focuses on power relations
between medical volunteers/student
volunteers/medical volunteering
trips not health systems
programs/ policies/ technical
assistance

. Article is not on the topic of
decolonization or
increasing/ elevating country voices
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Concept [ Include | For discussion [ Exclude
Self-reliance 25 38 3,454
Resilience 45 51 669
Increasing Country 21 58 423
Voice/Decolonization

Annex 4: Extraction Form

Extracted data

Description of the data needs to be extracted

Study characteristics

Author

Last name of first author

Year

Article publication year

Title

Title of the article

Article Type

* Peer review - original research

* Peer review - literature review

* Peer review - commentary, editorial, perspective
e Gray - blog

e Gray - organizational report

* Gray - organization materials

e Other

Author Background

e LMIC academic

¢ HIC academic

e HIC first author + LMIC collaborators

* LMIC implementing partner/practitioner
* HIC implementing partner/practitioner

* LMIC author in HIC organization

* US Government

e Other

Definition

Objective

Interpretive

Further details
on definition

Framing

Origins

External positioning
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Extracted data

Description of the data needs to be extracted

Measurement

Power

Usage

Implications for autonomy

Additional themes

New themes

Reviewer notes

Applicability to other concepts

Annex 5: Resilience—Comparison of reformist and transformational perspectives

and communities impacted

Reformist Transformational
Diagnostic e  Inadequate self-reliance and/or health security e  Structural crises weakening system
capacity e  Predominant shock: Chronic shocks and caused by actor
. Predominant shock: Acute and haphazard (infectious choices
disease outbreaks) shocks
Prognostic . Technocratic/Formulaic . Political
e  Hardware elements prioritized (such as infrastructure | ®  Software elements prioritized (such as power relations,
and finances) leadership capacity, and norms)
. Outcome: Stabilize health system (i.c., maintain, . Outcome: Transform underpinnings of health system
absorb, bounce back) ®  Plan for catastrophe is not paramount (stymies bold
e  Plan for catastrophe continuously vision)
®  Engage ‘whole of society’ with community/individual | ®  Engage actors so onus of burden not placed on least
focus powerful
Rationale ®  Values equal engagement across various stakeholders | ®  Puts responsibility on most powerful

Annex 6: Self-Reliance—Comparison of reformist and transformational perspectives

e Country ownership in project design &
implementation
®  Localization of funding, sub-awards

Reformist Transformational
Diagnostic . Emphasis on national system: Points to low . Emphasis on global system: Points to structural
domestic spending, lack of capacity, dependence on inequalities, liberal capitalist models of development, and
external resources power imbalances
Prognostic Emphasizes working within the existing system, including: | Emphasizes an overhaul of the existing system and uprooting

of entrenched power dynamics, including:
®  Redefining terms of trade (historical)
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Domestic resource mobilization

Private sector engagement

Commitment from country actors

All stakeholders — donors, partners, governments,
communities — have a role

(] Country strategies focusing on national leadership
(today)

Rationale

LMIC actors in the “driver’s seat” but role for HIC
actors re: building capacity and accountability

° Unless fully dictated by LMICs, HIC actors can’t have
role, especially not one that detracts from a LMIC’s
agency

Annex 7: Increasing Count;

ry Voice—Comparison of reformist and transformational perspectives

space and resources to LMIC actors to engage

Reformist Transformational
Diagnostic ®  Inadequate infrastructure/capacity in LMICs e  Systemic problem of hierarchization of humanity and
L] Non-inclusive global health governance and health systems
suppressed LMIC voices in global health agenda e  Exploitative neoliberalism
settmg
Prognostic ®  Partnering with local actors to strengthen local ®  Rectify power asymmetry in health research and
capacity healthcare
®  Better representation ®  Decolonize global health curriculum
e  Shift decision-making locus to LMIC offices but still | ®  Local investment—directed locally—in health programs
within the donor/implementing partner’s domain
Rationale ° HIC donors and actors bear responsibility to provide

e  HIC donors and actors bear responsibility to ‘lean out’ ,
stop reproducing racist and colonialist ideologies, and
fundamentally transform perspective on global health
work
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