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Abstract

Global health has traditionally functioned as a project of high-income countries (HICs)
addressing health challenges in low- and middle-income countries (LMICs). This
“outward facing” orientation has created conceptual and operational boundaries that
obscure the persistence of health inequities within HICs and perpetuates the false
assumption that resource-rich nations have resolved fundamental health equity chal-
lenges in their own countries. In this essay we argue that HICs have global health
problems of their own and should be considered legitimate sites for global health
intervention. We propose an approach to doing global health in the global north that
is based on reciprocal learning and where solutions to global health problems can
also be found outside the borders of HICs. Complementing the extant scholarship
on the need to decolonize global health, this essay highlights LMIC-led successes
that can inform global health practice in the U.S. and Canada thus positioning global
health as a truly egalitarian project.

Introduction

Two years ago, we thought about writing an essay on how to “do” global health in
the global north, that is, how to implement global health interventions for populations
based in high-income countries (HICs). We were, and still are, frustrated by the
continued use of the term “global health” to refer predominantly to health issues in
so-called low-to-middle income countries (LMICs) even though Koplan et al's seminal
definition explicitly states that the “global” in global health refers to the “scope of an
issue”, not to geographic location [1]. We often get confused, even amused reac-
tions when we explain to others that we actively teach about global health problems
in HICs in our global health courses. Many express curiosity, but remain wary: will
students sign up for a global health course that is not exclusively about problems
“over there” (i.e., in LMICs)? Indeed, many students taking our global health courses
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expect to learn about health challenges in distant, resource-limited settings. This
reflects how deeply entrenched this “outward-facing” [2] framing of global health is
in the field. However, given a rapidly changing global health landscape in which the
U.S. and Canada—where we are based—are looking increasingly inward and priori-
tizing the health and wellbeing of their own populations [3,4], this essay could not be
timelier.

We seek to broaden understanding of global health beyond the narrow focus on
health issues in LMICs by showing that HICs also have global health challenges
and should be considered legitimate sites for global health intervention. We propose
an approach to doing global health in the global north that is based on reciprocal
learning and where solutions to global health problems in HICs can also be found
outside their borders. Reciprocal learning, also called reciprocal innovation, refers to
bidirectional exchange of knowledge and challenges assumptions that innovation and
expertise originate primarily in HICs and then flow to LMICs [5,6]. Reciprocal learning
approaches recognise that knowledge is contextual, not universal, and thus encour-
age mutual learning and knowledge exchange [7,8]. This essay both complements
the extant literature on the need to decolonize global health [9,10] and extends it by
providing pragmatic examples of how reciprocal learning can be applied in practice to
tackle global health challenges in HICs. Many papers that call for the decolonization
of global health typically focus their critiques on HIC-led initiatives in the global south
[9-11]. There is, however, limited scholarship that explicitly frames health issues in
HICs as global health issues [12,13] or that focuses on how LMIC-led global health
successes can be leveraged to help solve global health problems in HICs. We focus
specifically on lessons for the U.S. and Canada in this essay.

The views we express in this essay are informed by our hybrid and dual identities
as scholars from Africa who are now based in HICs—Canada and the U.S.—and
who, like many other (im)migrants often exist in a liminal space: always tethered to
our countries of origin even as we make new lives in our host countries. Like other
(im)migrants, we have access to alternative ways, culturally, of being human and
often find ourselves asking the question: “Why this approach and not that one?” His-
tories of colonization and neo-colonial globalization in our origin countries have made
us acutely aware of race-and-class-based power inequities and inform our research.
We suspect that our hybrid identities help us see opportunities to do global health in
the global north that others might miss, including the possibility that HICs can learn
from and be transformed by global health wisdom generated in the global south, just
as LMICs have long received technical expertise and support from the global north
[14]. We write, therefore, from inside the contradictions of HICs that project global
health leadership abroad while reproducing structural inequity at home. This essay is
organized into three sections. We begin with a brief discussion of the rapidly chang-
ing global health landscape; discuss limitations in the current framing of global health
in academia, policy and practice; and present lessons from select LMIC-led suc-
cesses in maternal health, tuberculosis control and community-based healthcare that
can inform global health practice in HICs. The LMIC successes we present in this
essay are not flawless and they have not eradicated global health challenges in the
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respective countries. Rather, we present these as exemplars of alternative approaches to global health that could inform
global health practice elsewhere.

A dramatically changing global health landscape

Few could have predicted the seismic changes that have occurred in the global health landscape in the past year. The
sudden dismantling of USAID and drastic downsizing of other global health institutions in the U.S. have destabilized global
health and thrown the industry (i.e., the network of organizations, businesses and individuals that profit from global health)
[15] and academia into disarray []16,17]. For instance, nearly 300,000 people affiliated with USAID globally have lost their
jobs [18], underscoring both the vulnerability and interconnectedness of Americans and non-Americans working in global
health. The end of USAID has also disrupted global health partnerships between institutions in HICs and LMICs while
federal funding cuts have shrunk many academic institutions’ budgets, making outward facing global health work difficult,
even impossible [19]. Consequently, some academic programs in the U.S. are now seriously considering domestic global
health opportunities for their students. These drastic changes to global health have also been codified at the policy level
through the 2025 America First Global Health Strategy, which sets out three new priorities—making America safer, stronger
and more prosperous—and articulates an explicitly inward-facing global health that primarily benefits America financially
and technologically [20].

Canada, too, has not been immune to this inward turn. In November 2025, the Canadian government announced signif-
icant reductions to its international development and global health commitments, including cuts to Global Affairs, Canada’s
international assistance envelope. While less rhetorically aggressive than the U.S. Strategy, Canada’s approach reflects a
similar logic: the primary obligation of a government is to its own citizens, and global health investment must demonstrate
returns at home [21]. Across the G7 and beyond, this border-conscious posture is increasingly displacing the solidarity-
based framing that animated the Alma-Ata Declaration and the Millennium/Sustainable Development Goals. Simultane-
ously, defence and security spending are rising: Canada has committed to increasing military expenditure to meet NATO'’s
2% GDP target, even as global health budgets contract [4]. This reallocation of public resources from health equity to
national security reflects broader political priorities about where public investment should flow and where threats to popu-
lation wellbeing are presumed to originate. Other HICs have also reduced their global health funding, with France slashing
its contribution to the Global Fund by 58% [22]. Germany, the UK and Japan also reduced their overseas development aid
for the first time in thirty years in 2025 [23].

However, this increasingly inward policy orientation may weaken capacities that also protect HIC populations. Patho-
gens do not observe funding envelopes: dismantling USAID-supported global surveillance networks in LMICs leaves
critical gaps in the early warning systems that HICs depend on, a lesson underscored during the COVID-19 pandemic but
one that current policy directions appear to ignore. The ongoing Ebola outbreak in the Democratic Republic of the Congo
is arguably revealing the dire consequences of the America First Strategy, whose funding cuts and insularity have been
blamed for contributing to a weakened global health surveillance system [24,25]. HICs also benefit disproportionately from
health worker migration out of LMICs hence defunding the training partnerships and research infrastructure that produce
those workers is, in effect, cutting the pipeline that staffs HIC hospitals and long-term care homes [26]. Yet, HICs simul-
taneously squander much of that workforce through credentialing barriers that leave internationally trained physicians
and nurses in precarious employment while rural communities go without care. This imposes costs on source countries,
receiving countries, and the professionals themselves [27].

In making the case that HICs have global health needs, we are not advocating for insularity but are calling for genuinely
egalitarian partnerships in which HICs also look to LMICs for solutions and expertise. Egalitarian global health partner-
ships entail bi-and multidirectional knowledge flows from LMICs to HICs and vice versa, rather than uni-directional flows
from HICs to LMICs as tends to be the case [28]. In Fig 1, we show that egalitarian partnerships require a mindset shift
about where knowledge and expertise reside and can help disrupt colonial legacies that unquestionably privilege western
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Fig 1. Models of knowledge flows in global health.

https://doi.org/10.137 1/journal.pgph.0007208.9001

epistemologies as the only legitimate form of expertise. In this essay we focus specifically on bi-directional knowledge
flows from LMICs to HICs, rather than on multi-directional knowledge flows.

Recognising global health inequities in HICs

Global health has traditionally functioned as a project of HICs addressing health challenges in LMICs [29]. This orien-
tation has created conceptual and operational boundaries that obscure the persistence of health inequities within HICs
themselves and perpetuates the false assumption that resource-rich nations have resolved fundamental health equity
challenges and thus have no “global health” problems. Despite a longstanding scholarship on health inequities in HICs
[30,31], health equity as a public health priority in HICs arguably only gained traction and visibility when the concept of
“social determinants of health inequalities” (SDOH) was popularised in the early 2000s [32]. The Lancet Commission on
SDOH helped to galvanise attention around the need to address social inequities that fuel health inequities within HICs—
and globally—rather than blaming individuals for their poor health. Consequently, most SDOH scholarship promotes
health equity approaches to help tackle the profound health disparities that racialized, indigenous and other minoritized
communities in HICs continue to experience despite abundant resources in these countries [33,34].

In the U.S. social inequities have seen millions, particularly low-income individuals, remain uninsured and underin-
sured [35] and unable to access health services or facing personal bankruptcy due to medical debt [36]. In Canada, local
inequities are not abstract either. As of 2026, for instance, 41 long-term drinking water advisories remain in First Nations
communities despite federal commitments made in 2015 to eliminate them [37]. The persistence of unsafe water systems
reflects a longstanding infrastructure inequity rooted in colonial governance systems on reserve lands. The Canadian
government has been largely unsuccessful in closing the health gap between Indigenous and non-Indigenous Canadians,
despite successive Truth and Reconciliation Commission calls to action [38]. Black Canadians also carry disproportion-
ate burdens of food insecurity, housing precarity, and poor mental health as a legacy of racialized exclusion in policy and
labour markets while racialized immigrants routinely face gaps in provincial health coverage [39,40]. The growing resis-
tance to vaccinations is yet another example of an urgent global health challenge afflicting several HICs [41]. Vaccine
hesitancy contributed to America’s exceptionally high COVID-19 infection and death rates compared to several LMICs and
is currently responsible for the re-emergence of measles as a major childhood disease in the country [42]. These realities
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show that global health is as much about internal (local) inequities as it is about international inequities and is a clear indi-
cation of shared vulnerabilities and challenges.

Many scholars have argued that the tendency to associate global health with LMICs is based on a deficit model that
views other parts of the world as having nothing meaningful to contribute to disease prevention and global health solutions
[11,28,29]. This deficit model also perpetuates colonialist tropes that individuals from LMICs are somehow biologically and
intellectually inferior, and hence prone to disease and incapable of solving their own problems [11,28,29]. We complement
these critiques by further pointing out that deficit models conveniently ignore that the U.S. and other HICs have, historically,
also been sources of harmful diseases that have spread outwards to LMICs. Colonization, for instance, brought a host of
previously unknown diseases to South America, the Caribbean and Africa and killed millions [43]. Even when HICs have
not been sources of disease, their policies and priorities have often worsened health in LMICs, such as when the U.S.
restricted access to HIV medications in Africa in the 1990s [44] or when the global gag rule regularly withholds funding for
reproductive health services in LMICs [45]. Despite Canada’s reputation as a principled actor in global health, its actual
funding commitments have consistently told a different story, with official development assistance remaining well below
the UN target of 0.7% of GNI for over two decades [46]. Recent budget decisions have deepened this gap, cutting interna-
tional assistance, including global health programming specifically. For populations that depend on Canadian-funded health
programs across Africa, the Caribbean, and South Asia, these reductions represent a substantial contraction in essential
health services. However, they have drawn considerably less public attention than the dismantling of USAID.

In this essay we extend critiques of global health by noting that, even when health inequities within HICs are acknowl-
edged, we have noticed a reluctance or inability to frame these explicitly as “global health” problems unless (im)migrant
populations from the global south are affected. In conversations with colleagues in the U.S., for instance, who are now
having to figure out alternative global health practicums for students at their institutions in response to federal funding
cuts and the changing political priorities discussed earlier, we frequently hear statements to the effect that students can
get their “global health experience” without leaving the U.S. by working with (im)migrant or refugee communities from
the global south. Unfortunately, this approach continues to associate global health issues with diseased bodies from the
global south and highlights the difficulty many scholars, and some academic disciplines, have in applying a global health
lens to HIC contexts.

Rethinking global health to be less racist and colonialist requires constantly reminding ourselves that the global in
global health indexes a commitment to addressing health inequities wherever they exist in the world. HICs are part of the
global and must turn the lens inward, albeit not in an insular sense. Acknowledging shared global vulnerabilities allows for
reciprocal learning and fosters a global health that is built on solidarity and reciprocity [14] and where the knowledge and
expertise of formerly colonized and/or marginalized populations is actively sought and Western expertise is not automat-
ically assumed as the default [47]. In global health, this means that HICs must also be willing to look to LMICs for leader-
ship and ideas for truly reciprocal and egalitarian global partnerships.

Doing global health in HICs: Transferable lessons from LMICs

In this section we present examples of global health successes and transferable strategies from LMICs in the areas of
maternal health, tuberculosis and community health—which represent our areas of expertise—and propose models that
can be operationalized in HICs and in the U.S. and Canada, specifically. Fig 2 summarises these successes and strate-
gies. Our goal in this section is to highlight areas for potential reciprocal learning; it is not to suggest that nothing is being
done in Canada or the U.S. to address health inequities in these areas nor is it to imply that the LMIC strategies are fault-
less. We therefore acknowledge both ongoing policy and programmatic efforts by HICs in each domain and the limitations
of the LMIC strategies we offer as exemplars.

Lessons in maternal health. The HIC challenge: Maternal health demonstrates that assumptions of HIC
invulnerability are increasingly difficult to sustain as studies show that maternal mortality rates in both the U.S. and
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Canada compare to those in some LMICs. America’s maternal mortality rate (MMR)—18.6 death per 100,000 live-births

in 2023—is the highest among HICs [48,49]. Black women have 3.5 times higher rates than white women at 50.3 deaths
versus 14.5 deaths per 100,000 live births, respectively [50] and American Indian and Alaska Native women die in
childbirth at double and triple the rate of white women [51,52]. Although Canada’s overall maternal mortality is low at 10—
11 per 100,000 live-births, Indigenous women face an estimated twofold higher risk than the national average, with remote
communities suffering much worse outcomes [53,54]. Similar disparities exist in other HICs. A study of eight countries in
Europe found that, in all but one country, maternal mortality ratios were at least fifty percent higher among women born

abroad or of minoritized identities [55].

These statistics show that living in an HIC does not protect one from the socio-historical factors that drive health
inequities. Structural violence (defined as social institutions that harm individuals by preventing them from meeting their
basic needs) [56], unequal access to care, and policy neglect contribute to poor maternal health in HICs just as they do in
LMICs. Anthropologist Dana-Ain Davis [57] has argued that obstetric racism—a combination of medical racism [58] and
obstetric violence [59]- exposes Black and minority women to disrespectful treatment and medical neglect and has deep
historical roots that result in disproportionately high maternal mortality among racial minorities in the U.S. Similar trends
exist in Canada too [60]. Provider disrespect and abuse of pregnant women have typically been studied as global health

problems in LMICs [61] and less so in HICs.

The LMIC response: Many LMICs have made significant progress in maternal health despite limited resources. Sri
Lanka is often highlighted as a notable success story [62] having reduced its maternal mortality rate to 18.32 deaths per
100,000 live births in 2023 down from 68 deaths per 100,000 live births in the 1980s [62]. This consistent decline over
five decades is largely attributed to the establishment of a nationwide cadre of community-based public health midwives
(PHMs) [63]. Each PHM is a trusted and highly trained community nurse-midwife who serves a defined local population.
PHMs provide antenatal care, assist in low-risk deliveries, and link mothers to higher-level medical care when necessary.
Studies show that embedding PHMs in local communities has helped overcome the social hierarchies that often make
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healthcare inaccessible to socially marginalized communities in Sri Lanka as PHMs make home-visits to support pregnant
women and postpartum mothers [64,65]. Furthermore, the PHM eligibility criteria were reduced, which helped increase
the recruitment of PHM trainees from rural areas, where 90% of PHMs are deployed [66]. This has ensured that PHMs
typically work in socially and culturally familiar contexts, thereby increasing trust with communities.

Sri Lanka’s achievement should not obscure the fact that these gains are not evenly distributed across its population
with ethnic minority women, particularly Tamil women from conflict affected regions, continuing to face barriers accessing
maternal care [67]. Despite this, Sri Lanka’s experience is useful for demonstrating that investing in community-based
midwives can deliver substantial gains in maternal health. Such community-based approaches have been shown to be
responsible for maternal health successes in other LMICs [68].

Furthermore, in alignment with World Health Organization (WHO) recommendations, many LMICs have also adopted
the Maternal and Perinatal Death Surveillance and Response (MPDSR) system. This framework constitutes a structured
set of health system interventions aimed at systematically identifying, monitoring, and addressing maternal deaths. Over
the past decade, the implementation of MPDSR across diverse LMIC contexts has been associated with measurable
improvements in both access and quality of maternal health services [69]. A critical outcome of this process has been the
institutionalisation of continuous data collection, systematic evaluation, and rigorous review mechanisms within primary
health care. Notably, the review process is typically undertaken quarterly, thereby embedding a culture of regular account-
ability and evidence-informed decision-making into routine service delivery.

Lessons for HICs: Investment in community health structures is critical to improving access for marginalized popula-
tions. Expanding the role of community midwives in managing low-risk pregnancies could increase access to culturally
responsive maternity care. In Canada, for instance, there has been an increase in the migrant population, yet there is little
to no culturally focused maternal care available to migrant women. While the country has introduced Indigenous mid-
wives to serve remote First Nations and Inuit communities, this initiative remains undercut by two structural barriers. First,
the federal birth-evacuation policy still routinely transfers all Indigenous pregnant women living in rural or remote areas,
including those with low-risk pregnancies, out of their communities to deliver in distant and unfamiliar urban hospitals [70].
Second, federal-provincial jurisdictional fragmentation leaves in-community midwifery chronically underfunded [71]. Rec-
ognition of Indigenous midwifery has thus not translated into community-based, culturally-competent maternal health care
at scale, and the gap is even wider for migrant communities.

Despite overwhelming evidence that community-based, midwife-led models can improve maternal health outcomes for
minoritized women [72] while increasing access to culturally responsive care [73], maternal care in many HICs remains pre-
dominantly physician-led [73]. In the U.S., some states now cover access to doula care via Medicaid or private health insur-
ance, thereby ensuring that economically disadvantaged women can get culturally responsive care [74]. Doulas are often
trained to be culturally competent and increasingly represent the racial and cultural backgrounds of those they serve [75].
However, expansion of doula services is relatively recent and has been slow: two states introduced Medicaid funded doula
care in 2014 and only 14 states and DC currently offer it [76,77]. Furthermore, only 2 states currently mandate doula care in
private health plans [78]. In both the U.S. and Canada, studies show that reimbursement rates for doulas are often set below
a living wage and that burdensome billing and credentialing requirements deter many doulas from enrolling as providers [79].

These examples show that HIC initiatives to address maternal mortality have not fundamentally reorganized how
maternal care is structured and delivered. Community-based maternity care therefore remains peripheral rather than con-
stituting a routine function of primary healthcare. The Sri Lankan model makes visible what many HIC efforts still lack: a
radically different institutional approach. What matters is not simply more midwives, but a model that proactively promotes
grassroots, community-based, culturally-competent care for defined populations. The transferable lesson therefore is that
maternal care should be organized around long-term relationships with communities rather than occasional contact with
individual providers. In the U.S. and Canada, advancing maternal health will require ensuring that every pregnant woman
has a designated community-based midwife and timely access to higher-level care when complications arise.
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Another lesson for HICs is that they will need to integrate mandatory, routine surveillance and review of maternal health
deaths and near misses into primary and secondary health care as per the WHO’s MPDSR. Canada for instance, does
not currently operate a national MPDSR system and lacks a standardized national framework for reviewing maternal
deaths and measuring disparities consistently [80]. Although Canada collects maternal mortality data, surveillance and
review remain fragmented across jurisdictions and do not consistently trigger a structured system-wide learning and qual-
ity improvement. This issue is not merely a technical data gap. Without a standardised review of every maternal death,
well-documented disparities generate no binding obligation to act. The MPDSR model is instructive precisely because it
links surveillance to structured review and corrective action, creating an institutionalising pathway through which evidence
routinely informs service improvement. Doing so, will close the accountability loop that HIC maternal health governance
has largely failed to build.

Lessons in tuberculosis control. The HIC challenge: The lessons from maternal health extend to other domains
where HICs face persistent inequities. Tuberculosis (TB) control offers a compelling parallel. While TB is often framed as
a disease of poverty concentrated in LMICs, marginalized populations within HICs continue to experience disproportionate
TB burdens. In Canada, TB incidence among Inuit populations reached 188.7 cases per 100,000 in 2019, approximately
472 times that of Canadian-born, non-Indigenous individuals (0.4 per 100,000), though this declined to 135.1 per 100,000
in 2021 [81]. Among First Nations, TB incidence remains elevated at 23.4 per 100,000, significantly higher than the
national average of 4.8 per 100,000 [82]. In the U.S. TB incidence is highest among Native Hawaiian or Pacific Islanders
at 37.9 per 100,000 [83] and American Indian and Alaska Native populations experience TB incidence rates approximately
10 times higher than white populations [84].

In 2025, Kansas experienced one of the largest TB outbreaks in the U.S. since the 1950s, with 68 active cases identi-
fied in the community. While this was lower than the 170 TB cases recorded in Georgia’s homeless shelters in 2015-17,
these numbers represent increasing TB infections in the country [85]. Furthermore, confirmed latent TB cases were in
the hundreds in both Kansas and Georgia. In the U.S. and Canada, (im)migrants from high-burden settings also carry a
disproportionate TB burden because latent infection acquired before migration reactivates under conditions of poverty,
overcrowding, and inadequate post-arrival healthcare access [85,86].

The LMIC response: LMICs have developed innovative, community-based approaches to TB control that offer trans-
ferable models for addressing these disparities in HICs. Peru’s DOTS-Plus program, established in Lima in 1996 in
collaboration with Partners in Health (PIH), demonstrated that multidrug-resistant tuberculosis (MDR-TB) could be suc-
cessfully treated in community settings rather than hospitals [87]. The program achieved cure rates of over 83% among
patients with highly resistant strains by employing community health workers, supervised by nurses, who provided directly
observed therapy, individualized treatment regimens, proactive outreach to patients’ homes [88] and nutritional and social
support. PIH has used this community-based approach, known as accompaniment, to successfully treat highly resistant
TB in other LMICs, such as Rwanda, Haiti and Kazakhstan. These programs succeeded by moving care into communities
and proactively providing supportive care, such as financial incentives for meals and housing and psycho-social support
beyond clinical care. This social support component has consistently been shown to make TB care truly transformative
where it is implemented [88]. Socioeconomic and geographic disparities in TB burden and treatment outcomes none-
theless persist in Peru, underscoring that community-based models require sustained equity-focused implementation to
reach their full potential [89,90].

Lessons for HICs: The U.S. and Canada have not neglected TB disparities, and they both have active TB management
programs [91,92]; however, current treatment approaches continue to rely on facility-based models of care. LMIC models,
particularly home-based delivery by trusted community-based health workers, and active community-level surveillance
offer alternative implementation strategies that place continuous community engagement at the center of TB care. Imple-
menting these changes in the U.S. and Canada will require political will to revamp how TB care is traditionally provided.
Efforts to introduce community-based TB care in the U.S. are relatively recent: the National Tuberculosis Coalition of
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America (NTCA) only developed national guidelines for community-based TB control in 2022 [93]. Many studies show lim-
ited political will to move TB care outside of health facilities despite overwhelming evidence that community settings, such
as correctional facilities and homeless shelters, are key sources of TB transmission in the U.S. [87,93].

Investing in community-based models of care is essential for reaching geographically isolated and marginalized pop-
ulations. In Canada’s northern communities, inadequate housing, geographical barriers to care, and historical trauma
from TB sanitorium policies continue to sustain high TB transmission rates. Adapting Peru’s community health worker
(CHW) model, where trusted local providers deliver treatment in patients’ homes while building on Indigenous principles of
wellness and community-led care could transform TB care in HICs. Despite Canada’s 2018 commitment to eliminate TB
among the Inuit by 2030, the country still lacks the comprehensive, community-based infrastructure that has proven suc-
cessful in LMICs. The shortfall is instructive rather than incidental: progress toward the 2025 and 2030 targets has stalled.
The LMIC models we highlighted do not merely parallel existing HIC initiatives. They identify a capability that remains
underdeveloped in many HIC TB programmes, namely, community-embedded case-finding and treatment support rather
than exclusive health facility-based care.

Community-health workers and community-based approaches. The HIC challenge: Many of the LMIC successes
we have discussed in this essay center community-based approaches and recognise the expertise of ordinary people, in
the form of community health workers, rather than only that of highly trained professionals or of technological innovations.
Community-based approaches are often viewed as essential only in LMICs due to healthcare provider shortages in these
settings. However, the reality is that many HICs are themselves also facing profound healthcare provider shortages and
are increasingly hiring these from LMICs [26,27]. CHW programs exist in HICs, but they are greatly underutilized and
underexplored [94]. In the U.S., studies show that CHW programs waned in popularity in the 1990s and then experienced
a resurgence in the 2010s due to increasing advocacy to address SDoH at community level [95]. The COVID-19
pandemic further revealed that a robust cadre of CHWs was urgently needed for quicker contact tracing in the early
months of the outbreak and for reaching socially isolated community members [96]. While the pandemic led to more
CHWs being trained in the U.S., with a current estimated total CHW population of 127,000 [96], studies show that political
will to scale up CHW programs and invest in them at the federal level is largely lacking [97].

The LMIC response: Africa’s CHWs fill in critical human resource gaps and interact with community members in more
personal ways that engender trust and facilitate healthcare utilization. There are innumerable examples of Africa’s CHWs
providing non-judgemental psycho-social support to people who are living with HIV thus increasing HIV testing and treat-
ment uptake [98]. Many countries in Africa have also had great success with community-based models to HIV care, which
have reduced the time and monetary demands of HIV care for rural and low-income urban populations and improved
access [99]. In Asia, India’s million-strong Accredited Social Health Activists (ASHAS), in turn, provide health education
and basic health services in very remote rural areas and to geographically isolated populations each year and have offi-
cially been recognised by the WHO for their effectiveness in saving millions of lives over the decades [100].

We acknowledge that CHW programs in LMICs have limitations, many of which are structurally based. The ASHA pro-
gram in India, for instance, has been accused of exploiting the labor of socially marginalized groups, namely women from
low-income communities and who are ethnic minorities, by underpaying them despite clear evidence of their central role
in India’s healthcare system [100]. CHWs in South Africa, many of whom are women, have been shown to be vulnerable
to physical and sexual violence when they make home-visits [98]. Most also lack appropriate supplies, such as personal
protective equipment, and face increased risk of infection, especially to communicable diseases [98].

Lessons for HICs: Canada and the U.S. could learn much from CHW programs in LMICs. These programs consistently
show that community-based care models are effective at improving health outcomes in communities despite relying on
CHWSs who often only have basic training in health and lack college degrees. The U.S. and Canada could benefit from
scaling up their CHW programs in order to reach socially isolated and marginalized populations. Several CHW Bills have
recently been introduced in the U.S. Congress to lobby for federal investment in CHWs to ensure consistent and stable
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remuneration across states, among other concerns [101]. The barrier, however, is not simply insufficient advocacy. HIC
CHW programs have repeatedly failed to scale up because their financing remains a patchwork of short-term grants

and pandemic-era funds. Most states still lack stable reimbursement mechanisms, and where Medicaid reimbursement
exists, rates commonly fall below the level needed to sustain a program [100]. The lesson for HICs is therefore not only a
mindset shift but a financing and integration commitment that current efforts have avoided. The ASHA programme offers
an important lesson to HICs because it is not a pilot project dependent on soft money, but is publicly financed and insti-
tutionalised, thus ensuring that ASHAs have a clearly defined place in the health system. HICs should scale-up CHW
programmes and make them permanent fixtures of primary healthcare systems.

Conclusion

We have argued in this essay that HICs have global health challenges of their own and could learn from global health
successes experienced in LMICs. We proposed a reciprocal learning approach, which draws practical lessons from LMIC
contexts where health systems have been compelled to achieve more with less. A reciprocal learning approach positions
LMICs as sources of global health expertise that can help solve global health problems in HICs and decenters the hege-
mony of western epistemologies. Global health is about shared global vulnerabilities and requires openness to other ways
of knowing and doing.
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