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ABSTRACT

Despite taking on several forms throughout history such as colonial medicine, tropical
medicine, and international health, the field of global health continues to uphold colonialist
structures. History demonstrates that acts of colonialism inevitably lead to negative health
outcomes. Colonial powers promoted medical advancements when diseases affected their
own people, and only did so for locals when in the colonies’ best interests. Numerous medical
advancements in the United States also relied on the exploitation of vulnerable populations.
This history is critical in evaluating the actions of the United States as a proclaimed leader in
global health. A significant barrier to progress in the field of global health is that most leaders
and leading institutions are located in high-income countries, thereby defining the global
standard. This standard fails to meet the needs of most of the world. In times of crisis, such as
the COVID-19 pandemic, colonial mentalities may be more evident. In fact, global health
partnerships themselves are often ingrained in colonialism and may be counterproductive.
Strategies for change have been called into question by the recent Black Lives Matter
movement, particularly in evaluating the role that less privileged communities should have
in their own fate. Globally, we can commit to evaluating our own biases and learning from
one another.
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A brief history of colonisation in global health  of medical advancements that relied on exploitation
of vulnerable populations. The vesicovaginal fistula
surgery was crafted by Marion Sims who became
known as the ‘father of modern gynecology” without
any credit given to the enslaved black women who
were operated on without anaesthesia [6]. The devel-

opment of chemotherapy by Cornelius Rhoads

Despite being given several names throughout his-
tory, from its roots in colonial medicine [1] to tropi-
cal medicine, international health, and even planetary
health, the field of global health continues to uphold

colonialist structures. From its use as a scientific

rationale for assigning racial superiority or inferiority
to its restrictions on the movement of indigenous
people in the name of infection control, the exploita-
tion of local remedies, to the injustices against people
of colour in the name of medical progress, stories of
inequity have long been woven into the history of
global health [2]. Every act of colonialism, be it
enlisting of indigenous populations into hard labour,
usurping of ancient culture and faith practices, or the
imposition of divisive borders, has inevitably led to
negative health outcomes [3].

French colonial strategist Herbert Lyautey
described medicine as the ‘most effective of our
agents for penetration and pacification’ [4]. History
demonstrates that colonial powers promoted medical
research and advancements when diseases affected
their own people, and only did so for locals when in
the colonies’ best interests, such as the case of malaria
control in the construction of the Panama Canal [5].
In fact, in the United States, there are many examples

earned him countless accolades while the 60,000 US
soldiers of African, Japanese, and Puerto Rican des-
cent who suffered lifelong consequences of his mus-
tard gas experiments went unnamed. The Tuskegee
Study, the Guatemala Syphilis Study [7,8], forced
sterilisations in Virginia [9], and the Stateville
Penitentiary Malaria Experiments [10] among count-
less others evidence the nation’s long and gruelling
medical history. Even in modern times, forced ster-
ilisations and separation of families continue in bor-
der communities [11]. This history is critical in
evaluating the actions of the United States as
a proclaimed leader in global health.

Barriers to progress

With scientific leaders, leading institutions, medical
journals, and authors primarily located in high-
income countries (HICs), their medical practice and
points of view stand as the global standard for all
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[12,13]. Rather than developing standards based on
their own unique settings, communities in low- and
middle-income countries (LMICs) strive and often
struggle to adhere to practices that are not easily
applicable to their context. Diseases of poverty are
ignored when afflicted populations are unable to pro-
duce economic profits for those who control medical
markets. In short, health ideals created by HICs con-
sistently fail to consider the needs of most of the
world, and communities that are already suffering
due to coloniality-caused power and other imbalances
suffer even more. The world witnessed how ‘hand-
washing, social distancing, and lockdowns’ protocols
disseminated by HICs in response to the COVID-19
pandemic failed in areas where water is scarce, lock-
downs sacrifice livelihoods, and people are crowded
into small homes or refugee camps - which are
sequelae of coloniality [2].

Vulnerable communities are also subject to sca-
pegoating in times of crisis. This has been prevalent
throughout history and seen yet again with the
labelling of ‘Chinese Virus’ or ‘Wuhan Virus’ and
the surge of hate crimes directed at Asian
Americans [14]. Meanwhile, French physicians
Camille Locht and Jean-Paul Mira suggested that
vaccine trials should be carried out in Africa ‘where
people are highly exposed and don’t protect them-
selves,” [15] language that is directly colonial. In
fact, some LMICs had effective COVID-19 response
strategies such as lockdowns and test-and-trace
schemes in Kerala, and the use of innovative tech-
nologies for affordable tests in Senegal [16] but
their advantages did not gain as much attention
as their drawbacks.

Limited within other colonial structures, global
health partnerships that aim to ‘help’ often mirror
colonial relationships, with members of HICs being
given greater opportunities (mentorship, employ-
ment opportunities, leadership positions, compen-
sation) in LMICs than the other way around [17].
And vyet, it is unclear what reciprocity should look
like in terms of benefits to LMIC communities, as
global health programmes are also known to
amplify ‘brain drain’ rather than nurture ‘brain
gain.” Meanwhile, global health participants travel-
ling from HICs to LMICs often become more dee-
ply ingrained in the colonial mentality as they are
not encouraged to investigate the causes of the
inequities they witness. In carrying forward the
legacy of white supremacy, partners from HICs
tend to share knowledge without reciprocating
with an openness to learning themselves.

Next steps

The Black Lives Matter movement has recently
invoked discussion about effective strategies to

produce meaningful change. Dr Liboa Hirsch,
a Research Fellow at the London School of Hygiene
and Tropical Medicine, explores whether it is possible
to achieve decolonisation through the same structures
that were built to uphold colonialism and white
supremacy [18]. While she does not advocate for
violence, she demands ‘anger and revolution’ to dis-
mantle such systems, stating that Black, Indigenous,
and people of colour do not need to be ‘set free’ as
they will continue to fight for their own freedom.
When applied to the field of global health, perhaps
people from HICs should question their role alto-
gether. Should they be engaging affected populations
towards demanding change? Should they be provid-
ing resources for groups to rise up and demand
change? Or should they simply step aside so that
these communities can be heard more loudly?
Perhaps, we should ask those in LMICs what suppor-
tive role, if any, HICs should play in their struggle -
a question that should always be at the centre but
seems to be seldom asked.

The BMJ Global Health suggests a paradigm shift
that would involve actively acknowledging oppressive
forces; leadership shift, to include more women,
minorities, and experts from LMICs; and
a knowledge shift from unidirectional to bidirectional
flow between LMICs and HICs [2]. Global
Intellectual History [19] suggests a comparative
method in knowledge exchange. The focus on com-
parison innately implies equality. They also endorse
focusing on ‘reconstruction’ of Global Health, rather
than its deconstruction, or decolonisation. In
a practical sense, accomplishing these changes in
mentality and knowledge shifts would require active
participation by both LMICs and HICs. In global
health, no one should be left behind.

Meaningful change cannot occur within systems
designed to wuphold colonial and neo-colonial
powers. In the powerful words of activist Audre
Lorde, ‘The Master’s tools will never dismantle
the Master’s house.’ Global health institutions in
HICs would need to transfer power back to
LMICs and face strict limitations on their ability
to intervene in communities that have been over-
taken for too long. This is not feasible when HICs
want to neither cede that power nor accept the
push of LMICs for greater autonomy. The loudest
voices in the decolonisation movement are those of
HICs threatening to turn meaningful agendum into
an echo chamber that paradoxically pushes out the
voices that, according to the movement’s doctrine,
need to lead.

We must acknowledge the limitations of changing
a system that is not only itself rooted in coloniality
but is entrenched within other colonially rooted
systems. We must acknowledge the inevitable futility
of this task as long as HICs continue to define the



narrative, the standards, the distribution of
resources, and the direction of the decolonisation
movement. We must acknowledge the ways HICs
contradict their professed global health agenda by
critically evaluating power structures within their
own nations. Globally, we can commit to increasing
our awareness of longstanding inequities by becom-
ing actively anti-supremacist, anti-oppressionist, and
anti-racist within our own biases, and integrating
these values into medical education. We must accept
that in ‘decolonising’ or ‘deconstructing’ [19], privi-
ledged populations may have more to learn and less
to teach.
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Paper context

Global health is rooted in colonialism. Throughout history
and its many forms, its colonialist structures have been
upheld. Efforts to decolonise global health have varied in
effectiveness. This paper examines the roots of global
health, recent developments in the decolonisation of global
health, barriers to progress, and our proposals for the next
steps forward.
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