
IFMSA Policy Document Draft:
Decolonising Global Health

Policy Commission
● Georgios Athanasias, HelMSIC Greece, georgeathanasias@gmail.com
● Aufa Fathya, CIMSA-Indonesia, aufaya@gmail.com
● Ana-Maria Dragu, Liaison Officer for Human Rights and Peace Issues, lrp@ifmsa.org

Policy Contributors
● Policy Coordinator: Asmaa Dherar Mohammed Mohammed- IFMSA Egypt
● Amal Ouachhou - IFMSA-Morocco
● Ahmed Hussein Awad Ali - MedSIN-Sudan
● Aaradhana Vaghela - MSAI- India
● Margarida Herdeiro Alves Jubilot Leão - ANEM Portugal

mailto:georgeathanasias@gmail.com
mailto:aufaya@gmail.com
mailto:lrp@ifmsa.org


Policy Statement

Introduction
Despite the physical retreat of the colonial powers, many hidden aspects and influences of colonialism still
prevail. Decolonising global health aims to challenge and dismantle the current postcolonial healthcare,
research, and medical education system. Understanding the decolonisation of global health is pivotal for
medical students as future healthcare professionals and health leaders. It supplements their understanding of
what equitable health for all really signifies and underscores their ethical responsibility to advocate for systemic
change in global health reforms.

IFMSA position
The International Federation of Medical Students Associations (IFMSA) strongly advocates for health equity
and stresses the imperative of shifting away from prevailing neocolonial attitudes within the decision-making
processes. The IFMSA acknowledges the historical power imbalances and vigorously advocates and promotes
equitable partnership and dismantling systems based on unjust representation. Additionally, we recognise that
decolonising global health has multifaceted challenges that require enormous systemic changes. Thus, IFMSA
underscores its ethical responsibility to advocate for systemic change in global health reforms and international,
regional, national, and local health policies. It demands close cooperation and coordination between the
stakeholders with a perspective based on decolonisation principles in medical research and practice.
Furthermore, IFMSA has always and will always advocate for inclusive research, and we affirm our stance on
eliminating barriers hindering inclusive and socially responsible research advancements. Finally, IFMSA
empowers and encourages the continuous involvement of medical students and healthcare professionals in
advocating for and implementing actions that truly achieve inclusive, accessible, available and qualitative health
for all, from the local to the international level.

Call to Action
Therefore, IFMSA calls on:

Governments to:
● Apply decolonisation principles in their health system, to strenghten them and enable healthcare

professional to reach their full potential in an equitable environment.
● Work with international organisations and NGOs to allocate funds and international aid according to the

needs of local communities.
● Empower researchers, academicians and educational institutions from Low and Middle-Income

Countries (LMICs) to consider allocating funding, training and opportunities through thoughtful planning
and prioritising national budgets.

● Advocate for greater representation from LMICs among key decision-making bodies in global health to
correct the existing imbalances of power between the Global North and the Global South.

● Mandate a health approach based on decolonisation principles as fundamental in medical practice.

International Organisations and Non-Governmental Organisations (NGOs) to: 
● Engage in meaningful reflections and initiatives that address the practices that may contribute to

ongoing inequalities.
● Advocate for transformative shifts in local, national, regional and international health policies,

supporting decolonisation principles.
● Forge inter-organisational partnerships that promote a Health for All approach.



● Reform international aid policies by enhancing transparency and accountability in distributing and using
international aid.

● Work with governments to ensure that aid is distributed according to local needs.
● Ensure equity and inclusivity within decision-making bodies by empowering individuals from lower- and

middle-income postcolonial countries through appropriate funding, training and opportunities.

Universities and Educational Institutes to:
● Advocate for inclusivity in the medical curricula by incorporating diverse identities and integrating

perspectives from different cultural, racial, gender and socioeconomic backgrounds to cultivate future
healthcare professionals with a decolonial mindset.

● Incorporate global health education and the process of decolonising global health in medical curricula.
● Update the current medical curricula to eradicate biases and ensure genuine representation and

inclusivity by undertaking comprehensive reviews and revisions of the current curricula.
● Acknowledge the historical exploitations carried out in the name of scientific breakthroughs during

colonial times.
● Empower local researchers and scholars from low- and middle-income countries through funding,

training opportunities, and strengthening academic institutions.

The IFMSA, National Member Organisations (NMOs), and Medical Students to:
● Advocate and actively participate in initiatives supporting global health's decolonisation.
● Initiate and provide opportunities that will allow medical students to be capacitated to decolonise global

health.
● Raise awareness of the decolonisation of global health amongst medical students by prioritising

culturally sensitive campaigns with inclusive content.
● Include decolonising global health, colonisation, and global health-related sessions in the agendas of

Regional, General Assembly, and National meetings.
● Create resources and develop sessions on Decolonising Global Health (online workshops,

Sub-Regional Trainings, sessions in Regional Meetings and General Assembly Meetings).



Position Paper

Background information

Colonialism is defined as “one group of people having the power to dominate, subjugate and/or exploit another
group or groups of people, thereby enabling the misappropriation and extraction of resources in a large-scale
and systematic manner”.[1] With that, colonialism had a lasting impact on every facet of the world, including
politics, economics, language, culture and health. Decolonisation has been an emerging principle that can be
referred to as the process of revealing and dismantling the colonialist power in all forms, including dismantling
the hidden aspects of those institutions and cultural forces that had maintained the colonialist power and that
remain even after political independence. Decolonisation is often associated with the physical withdrawal of
foreign power and the establishment of a sovereign state. [1] however, colonialism, with its exploitation of local
indigenous populations, not only imposed physical colonialism and colonial ideologies but also shaped the
health policies of the colonised regions, further extending the effects of colonialism.[1]

Global Health is "an area for study, research, and practice that prioritises improving health and achieving health
equity for all people worldwide." Achieving health equity for all should be the mission of global health. However,
the history of global health is intertwined with colonialism, which has left a lasting imprint on health systems and
practices worldwide. [2]

Discussion

1. Recognising the colonial legacy
Despite its many definitions, most scholars agree that one of the critical missions of global health is health
equity, i.e., health for all [2]. However, the origins of global health are rooted in tropical medicine, the branch of
medicine that originated in the mid-20th century to understand the disease patterns in the colonies and “to
protect the interests of colonisers, usually against the interests of the colonised” [3].

An illuminating example to illustrate the role of colonialism in shaping the current state of global health is
illustrated through an analysis of malaria from a colonialism perspective. White settlers in Africa were especially
susceptible to malaria, which compromised the military and business interests, thus making malaria one of the
key challenges to successful colonisation. Africa was a rich source of opportunities for European trade, shipping
and manufacturing growth owing to its resources. The colonisers also wished to push the agenda of religious
conversion and racial discrimination in the colonies of Africa. Thus, malaria was the main obstacle to these
objectives, which limited military control and threatened all European activities''. Therefore, the study of
aetiology, prevention, and cure of malaria became an academic priority as it posed a critical threat to European
colonial ambitions. [4]

1.1 Colonial Exploitation in the name of scientific breakthroughs
It’s important to note that many scientific breakthroughs have come at a significant cost to the dignity and rights
of the colonised people. For instance, Marion Sims, later famed as 'the father of modern gynaecology', operated
on enslaved black women without anaesthesia to develop vesicovaginal fistula surgery. Similarly, Cornelius
Rhoades' mustard gas experiments for chemotherapy development had lifelong consequences for 60,000 U.S.
soldiers of African, Japanese, and Puerto Rican descent. The contribution of the colonies in these medical
discoveries remains unacknowledged, as is evidenced by many other such experiments like the Tuskegee
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Study, the Guatemala Syphilis Study, forced sterilisations in Virginia, and the Stateville Penitentiary Malaria
Experiments. [5]

1.2 Racial Capitalism
A lot of colonisation finds its roots in the ideology of capitalism, precisely, racial capitalism. Many of the colonial
interests were furthered not by the state alone but by a private player in partnership with the state. For instance,
the East India Company and the Hudson Company were key players that helped the British Empire consolidate
its presence on the Indian Peninsula and in North America. The acquisition of financial capital from the colonies
helped solidify the colonisers' economic, military, and political domination, and their need to acquire more
financial capital led to their expansion and infiltration into more countries to colonise. Thus, capitalism is a
strong motive for colonisation, as even today, many significant global health actions are controlled by influential
individuals from the Global North with control over the global economy. [1]

1.3 Birth of International Health
With the freedom movements taking centre stage in the middle of the 20th century, the colonisers had to leave
the colonies. It was at this time that agencies for international aid were born. The concept of international health
took shape, with funds being directed from one sovereign state to another based on the needs, but not without
a cost. According to the concept of Structural Adjustment, managed by the World Bank and the International
Monetary Fund, steep budget cuts needed to be imposed in the public sector for any country in crisis that
requested aid. These cuts impacted, among others, public health spending and the salaries of health
professionals. Moreover, countries like the U.S. and the U.S.S.R. used aid as political motivation to gain allies in
blocs during the Cold War. In the face of all this, highly educated professionals from fields like health and
sciences from LMICs choose to migrate to High-Income Countries (HICs), thereby contributing to further
weakening of the health systems of the colonies. Thus, “international health thus served as a sweetener in a
package deal that perpetrated the unjust system facing former colonised countries”. [3]

1.4 White Saviorism
The concept of White Saviorism roots back from Rudyard Kipling’s poem “The White Man's Burden” from
1899, in which the white audience is called to perform the difficult task of intervening in people of colour’s
benefit with pride but restraining from showing it to maintain their governance (“Take up the White Man's burden
—/ In patience to abide/ To veil the threat of terror/ And check the show of pride;/ By open speech and simple, /
An hundred times made plain, / To seek another's profit, / And work another's gain.”).

Whiteness reflects the power relationships inherited from colonialism and the supposed innate superiority of
Christian European White males over every “other”, leading to slavery and indigenous people's exploitation and
marginalisation.[6]

The white saviour complex is a complex institutional social relation that involves, at the individual level, the
encouragement of a saviour mentality towards those incapable of self-autonomy and institutionalised actions by
“privileged” people. These condescending and self-serving practices, processes and actions are often validated
by good intentions to change the status quo of the “unprivileged” people and are rooted in historical inequities.
White Saviorism involves three key elements: the White Savior, the condescending “saving” action - in a
patronised and condescending attitude, hierarchising the privileged and oppressed populations, based on
superiority rather than humbleness - and the “saved” non-white people, who are assumed to have a passive
role. [7]
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Global Health Education perpetuates the White Saviour Complex with the majority of Global Health programs
based in universities in high-income countries (HICs) and Global Health governance imbalance that sustains
the white supremacist status quo with colonial, missionary and racist worldviews. Global Health programs are
evolving from a “mission to saving the poor”, but it is still rooted in white saviorism, with organisations that
promote and support HIC missionary doctors “saving” people in LMICs, with the missionaries and HIC students’
actions being justified by good intentions, regardless of their underlying attitudes. [8]

To offer a counter-narrative to question the status quo and assume an anti-white saviour approach, seven
questions can be made by academia to reflect on the global health programs developed and the
existing curricular biassed:

1. Do we bring the lens of history when teaching global health?
2. Are we sufficiently going beyond health? (students are discouraged from taking political stances for the

"neutrality of science" - the urge to acknowledge the importance of social, economic, political and
cultural context for health)

3. Are we framing decolonising as a process? Decolonising requires actions not depoliticised.
4. Are we sufficiently highlighting the expertise of people in LMICs and Indigenous and underserved

populations in HICs?
5. Are we advocating for sustainability in our fieldwork?
6. Do we include local in global health?
7. Do we encourage the shifting of power?

Implementing these questions and other anti-white-saviour mechanisms is crucial for decolonising global health
education and curriculum. [8]

2. Present Coloniality in Global Health
The demonstration of neocolonialism is most clearly seen in the prevailing global divide between the Global
North and the Global South. Referring to the “developed countries concentrated in the northern hemisphere,
characterised by high levels of income, technological advancement, well-developed infrastructure, and
macroeconomic and political stability”,[9] the Global North remains the seat of most multilateral decision-making
bodies. In contrast, several colonised nations fall under the bracket of the Global South, referring to the
“developing countries located mostly in the southern hemisphere, with generally low-income levels and facing
different structural problems.” [9] It is crucial to understand and analyse how to move forward with
decolonisation and explore the interplay of various factors in the Global North and Global South that lead to
continuing colonialistic dynamics in global health. [9]

2.1 Daily practices
The Global North continues to dominate the discourse on most global health issues, which disproportionately
affect groups from the Global South, as most significant campaigns on HIV, AIDS, TB, and Malaria are all
initiated and led by individuals and entities based in HICs. The world’s most highly rated journals, academic
institutions, civil society organisations, and private foundations are all in high-income countries. Research
sources and subjects are decided by sponsors who can dictate the field of study, often used to instigate ethnic
and racial disputes by conducting contentious and controversial studies. Due to disempowered local health
systems in post-colonial countries, many practitioners exploit their patients and healthcare systems, making
them more desirous of external healthcare assistance.[3]

2.2 International Aid
Numerous efforts have been made to make International Aid more equitable and empowering, including
formulating National Health Strategic Development Plans (NHSDPs). These plans outline the local priorities in
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countries requiring international aid to streamline external funding more coherently and precisely, which aids in
solutions instead of catering to old colonial agendas. However, in many countries with a severe resource
rationing, organisations such as the World Bank have taken over to draft their NHSDPs, which is both
disempowering and inequitable. [3]

The COVID-19 pandemic shed light on persisting neocolonial power dynamics, as there were substantial
budget cuts in foreign aid. This shows that aid agencies and private foundations serve people in the
developing world, but they are ultimately held accountable for and by the people in the developed
world”. [3]

Additionally, the United Nations, World Bank and IMF have immense power when granting aid, and developed
countries from the Global North exercise much greater representation and power in these institutions. This
disproportionate composition of organisations controlling the discourse surrounding global health further
highlights the need to empower the Global South on these multilateral platforms. [3]

“All the private philanthropic, multilateral, NGOs, advocacy agencies, and academic institutions remain
headquartered in the U.S. or Europe despite operating in more than 65 countries with annual budgets of around
1 billion U.S dollars.” [10] Upon reviewing several such organisations' vision and mission statements, it was
revealed that very few governments reference and recognise the roles of decolonisation in equity and power.
International organisations responsible for shaping policies and devising practices for global health lack an
inclusive and varied composition that adequately integrates perspectives from the global south.[10]

2.3 Human Resource Migration
It has been argued that “the out flow of funds from the poor nations to the rich nations, in terms of repatriation of
profits for multinational corporations etc. outweigh the health aid sent from rich nations to poor nations every
year”. Although HICs assist funds, technology, and technical experts to LIMCs, there is a massive migration of
human capital from highly educated professionals and academic experts. This deprives LMICs and postcolonial
countries of financial and human capital to strengthen their health systems. A line of argument goes that
refocusing funds and efforts in LMICs is required more than aid because these countries potentially have the
human and financial resources to solve problems without neocolonial exploitation. [3]

2.4 Racial Discrimination in Medicine
There is a variation in the races identified by different countries; therefore, not only is it risky to define and
categorise disease based on race, but it puts us at risk of racialising disease, which refers to the process of
identifying disease as a consequence of the differences in bodies and genes due to race. Stereotypes
surrounding race continue to dominate the practice of medicine to this date. [11]

It is crucial to combat scientific racism in its old and new forms to prevent the continued racism in and
radicalisation of medicine, as has been seen with the advent of treatments like racialised gene therapy. For
instance, in the U.S., it has been proven by research that several racist beliefs rooted in slavery are endorsed
by not just the general public but also medical students, like “Blacks feeling less pain,” and “Blacks’ skin being
thicker”. This also changes the way doctors treat Americans of African descent compared to Americans of
European descent for pain. Also, even though the highest rates of sickle cell anaemia are related to areas with
the highest incidence of malaria (as seen in India), it continues to be identified as a “Black Illness”. [11]
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2.5 Terminologies and Language Used in Global Health
Language is the primary form of human communication. Still, it is also a barrier for people to access adequate
healthcare services and can be considered part of the social determinants of health. [12] The main language
imposed when publishing is English, which poses a language barrier for many researchers and scholars from
LMICs whose main language is not English. [13] Meanwhile, foreign researchers working in LMICs are not
expected or required to learn the local language and expect the people working alongside them to have the
capacity to speak English. This practice, combined with the lack of mechanisms to link research networks
operating in different languages, results in limited incentives and restricted ability for English-speaking
academics to engage with scientific developments published in languages such as Mandarin, Spanish, French,
and Arabic. For example, we would like to share the case of the International Health Regulations. The
International Health Regulations (IHRs), a legally binding framework established by the World Health
Organization, provide the foundation for global health security. They outline the roles and responsibilities that
States Parties must adhere to to enhance their ability to prevent, detect, and respond to potential public health
emergencies of international concern. This includes submitting a mandatory status report evaluating a nation's
implementation of the IHRs. Known as the States Party Self-Assessment Annual Report (SPAR) tool, the WHO
has made its guidance document available in all six official WHO languages: Arabic, Chinese, English, French,
Russian, and Spanish. Iraq faced significant challenges during the completion and submission of the 2022
SPAR. This experience highlighted that translating English materials into other languages, such as Arabic, is
not given priority, further emphasizing how a country’s global health security capacity assessment can be
significantly affected by the users' ability to read and understand the materials in English. [12]

Another perspective on language, mainly on the terminologies still used, is related to the history of global
health. From a perspective, tropical medicine could be considered an inadequate term derived from imperial
heritage and geographical delineation. Examples can continue with a list of dichotomies, such as Global North
versus Global South, high-income countries (HICs) versus low middle-income countries (LMICs) and
resource-rich versus resource-poor settings, which reduce countries and territories to one characteristic. [13]

Although the WHO guides naming new infectious diseases, many terminological categories in the field require
extensive and inclusive critical discussion regarding their origins and usage. These categories include diseases
named after their colonial discoverers (e.g., Trypanosoma brucei rhodesiense), countries or regions where the
disease is or was endemic (e.g., Guinea worm), geographical areas or landmarks where a disease was
discovered (even inaccurately, such as Ebola virus), and colonial territorial attributions (e.g., New World or Old
World leishmaniasis).

3. Decolonising Education
Decolonising medical education is critical in addressing systemic inequalities and power imbalances within the
healthcare system. Discussions regarding the decolonisation of academia were initiated in the 1990s [14]. The
current global health system is a reflection of colonial legacies and the perpetuation of their power, with HICs
disproportionately benefiting at the expense of LMICs [15]. Furthermore, regulations in medical education
often align with the practices of the Global North, thus impeding local development in most countries
[16].

Decolonising education necessitates the revision of existing medical school curricula to eradicate biases and
ensure genuine representation and inclusivity. This process challenges the predominantly white, Eurocentric,
male-dominated narrative and seeks to address systemic racism in clinical management and behaviours [14].
Current research and textbooks advocate inclusivity by incorporating diverse identities to cultivate future
healthcare professionals with a decolonial mindset. [15]
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Decolonising global health is pivotal in medical education and training opportunities. Integrating global health
courses as core components of medical school curricula is imperative rather than treating them as irrelevant
resume-building experiences [15]. Faculty members should be determined to encourage students to partake in
extensive experiences such as gap years and fellowships to demonstrate their commitment to this cause [15].
Decolonising education must start at the local level by promoting regulations that prioritise local needs over
global standards [16].

4. Decolonising Research
Decolonising research is conducted with oppressed communities that place their voices and
epistemologies at the centre of the research process. This approach empowers indigenous communities,
ensuring their perspectives are heard and respected. Decolonisation does not mean researchers should reject
all Western methods and theories, as they may be adapted if deemed appropriate and beneficial by the local
community. Decolonising researchers must break down the barriers between researcher and subject
(participants) and deal with emerging ethical issues. [17]

The agenda of the decolonising research movement is not simply to give ‘voice to the voiceless’ nor can it be to
represent the story of minorities; instead, it aims to evoke discourse. Evoking discourse is a process of
developing meaning or ‘truth’ through a relationship of trust, reciprocity and co-operatively evolved methods of
research that remain true to the context of the presented story. This emphasis on reciprocity in research
engages the audience and underscores the commitment required for decolonising research. In other words,
both the method and outcome of decolonising research consider the line of inquiry and are congruent with the
cultural values and epistemology of the Indigenous peoples. [17]

Upholding the supreme value of ‘spirit and integrity’ in research requires understanding Indigenous peoples'
cultural mores, values, faiths, traditions, and history, which could be infringed upon or compromised by research
methods. Decolonising methodology honours the ‘spirit and integrity’ of individuals and their community, which
means that the community is integral to the approval process for conducting research. In addition, preserving
the values of ‘spirit and integrity’ relates to the research method, the topic and the mode of dissemination.
Dissemination of research outcomes should be undertaken again as a collaboration that acknowledges the
contribution of Indigenous peoples and, most importantly, informs them of the dissemination methods. [18]

Some critics have noted that researchers based in HIC frequently frame the research question(s), lead the
grant writing and ‘host’ research grants. In contrast, partners based in LMICs have limited and often peripheral
roles, such as data collectors or ‘native informers’. This disparity in roles is a thorny issue that needs to be
addressed, highlighting the need for equity in research partnerships. A related thorny issue is the debate on
inequities in authorship on peer-reviewed articles, mainly when publishing in so-called prestigious journals,
most of which are HIC-based.[18]

A clear message of the decolonising global health movement is that learning is a two-way street, such as
instances entailing ‘reverse innovation’ where innovations first developed in LMICs have found their way into
HICs. Terminologies must convey the ethos of equity in partnerships. [19]

5. Decolonising Global Health Forums/Meetings
In global participation and decision-making forums, voices from the Global South are consistently marginalized
and overlooked. Even when they manage to attend international conferences, their perspectives and priorities
are often sidelined in favour of topics deemed more relevant by dominant nations. This issue is compounded by
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systemic challenges such as difficulty obtaining visas and inadequate funding, which hinder their ability to
engage meaningfully. The legacy of colonialism further exacerbates these disparities, perpetuating unequal
power dynamics that silence their voices and limit their influence in global health and policy arenas. Recent
instances at conferences in cities such as Geneva, Montreal, Berlin, and New York underscore the formidable
barriers the delegates face in being present, let alone having their contributions valued and integrated into
decision-making processes. Concerted efforts must dismantle these barriers and ensure equitable
representation and participation from the Global South. Only then can we truly address the systemic injustices
that continue to marginalize our voices on the global stage. [20]

6. Ensuring an Equitable Healthcare for All and SDG-Centric Approach
Significant progress has been made in enhancing global health in recent years. 146 out of 200 countries or
areas have already met or are on track to meet the SDG target on under-5 mortality. Effective HIV treatment
has reduced global AIDS-related deaths by 52 per cent since 2010, and at least one neglected tropical disease
has been eradicated in 47 countries.[21]

Despite these advancements, disparities in healthcare access continue to be a pressing issue. The COVID-19
pandemic and other ongoing crises have impeded progress towards Goal 3. Childhood vaccinations have seen
the most significant decline in three decades, and tuberculosis and malaria deaths have risen compared with
pre-pandemic levels. [21]

And with the COVID-19 pandemic, there is an injustice and insufficiency when it comes to vaccines distribution.
In theory, COVID-19 Global Access Facility [COVAX] is responsible for the just and equitable distribution of the
vaccines. However, in reality, some high income countries have received vaccines that are more than their
actual population at the start of the vaccine distribution, this left countries that have a large number of infected
population with fewer vaccines. Additionally, it has affected vulnerable groups such as medical workers and
elderly groups due to the lack of these vaccines. In 2021, the WHO issued a report stating that out of the 700
million doses of COVID-19 vaccine injected globally, 87% of went to high income countries.[22] Health equity
can only exist when everyone can attain their highest potential for health and well-being. [23]
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The pandemic has underscored the importance of promoting equality and applying an equity lens. We must
always focus on those being left furthest behind at subnational levels, guided by sex and age-disaggregated
data [24]. This is a call to action that we cannot ignore.

The Global Action Plan for Healthy Lives and Well-being for All (SDG3 GAP), established in 2019, is a beacon
of hope. It unites 13 multilateral health, development, and humanitarian agencies, providing a strong
foundation for addressing healthcare inequities. Its goal is to help countries accelerate progress on the
health-related Sustainable Development Goals (SDGs) targets through a set of commitments to strengthen
collaboration across the agencies to take joint action and provide more coordinated and aligned support to
country-owned and led national plans and strategies [25].

Addressing widening inequities amid fiscal constraints remains a challenge in many countries, highlighting the
added value of work under the SDG3 GAP to increase efficiencies through synergistic investments and a focus
on PHC. In addition, as pandemic responses in countries shift from emergency to urgency, interventions will
increasingly need to be linked to countries’ medium- and long-term development strategies, preparedness,
health systems strengthening, and PHC [26].

7. How to Decolonise Global Health
The decolonisation of global health is a multifaceted challenge that requires a thorough approach to address
the historical legacy of colonialism and its ongoing impact on healthcare systems, medical training, research,
and aid projects globally.[3]

Firstly, in order for this process to be successful it is important to reflect on the persistent presence of colonial
practices and ideologies within the global health landscape [3] and be aware of the historical role of colonialism
in shaping medical education, research agendas, and aid initiatives [27]. This includes dismantling white
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supremacy, prioritising the needs of local communities [25], and empowering local researchers and scholars
from LMICs through funding, training opportunities, and strengthening academic institutions [28].

Establishing meaningful and equitable partnerships between international organisations, national governments,
and local institutions is highly critical [28], and these collaborations must be built on mutual respect, shared
decision-making, and a commitment to addressing diverse communities' unique needs and priorities.
International bodies, such as the United Nations, have a critical role in leading the decolonisation process and it
has an effective role in addressing colonial remnants globally [3].

Furthermore, the decolonisation of global health must be aligned with broader efforts to address economic
inequalities and promote sustainable socioeconomic development on a global scale [27]. The colonial legacy
has perpetuated disparities in wealth, resources, and power, and addressing these systemic issues is essential
for achieving long-term, equitable health outcomes.

However, recent studies have revealed that authors in publications on decolonising global health and global
health partnerships have primarily been composed of individuals affiliated with HICs [28]. There was a scarcity
of publications with authors affiliated with LMICs, whose voices provide context and important insight into the
needs of the decolonising global health movement [28].
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