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Abstract 

Background Strong Global South (GS) health research leadership, itself both dependent on and a requisite for strong 
health research systems, is essential to generate locally relevant research and ensure that evidence is translated into 
policy and practice. Strong GS health research systems and leadership are important for health development and 
in turn for strong health systems. However, many GS countries struggle to produce research and to improve perfor‑
mance on widely used research metrics measuring productivity and reflecting leadership. Drawing on literature from 
a rapid review, this viewpoint paper considers the barriers to GS health research leadership and proposes strategies to 
address these challenges.

Findings GS researchers and institutions face numerous barriers that undermine health research leadership poten‑
tial. Barriers internal to the GS include researcher-level barriers such as insufficient mentorship, limited financial incen‑
tives and time constraints. Institutional barriers include limited availability of resources, restrictive and poorly devel‑
oped research infrastructures, weak collaboration and obstructive policies and procedures. Structural barriers include 
political will, politicization of research and political instability. External barriers relate to the nature and extent of Global 
North (GN) activities and systems and include allocation and distribution of funding and resources, characteristics and 
focus of GN‑GS research collaborations, and publication and information dissemination challenges.

Conclusions Strengthening GS health research leadership requires acknowledgement of the many barriers, and 
adoption of mitigating measures by a range of actors at the institutional, national, regional and global levels. Particu‑
larly important are leadership capacity development integrating researcher, institutional and systems initiatives; new 
GN–GS partnership models emphasizing capacity exchange and shared leadership; supporting GS research com‑
munities to set, own and drive their research agendas; addressing biases against GS researchers; ensuring that GS 
institutions address their internal challenges; enhancing South–South collaborations; diversifying research funding 
flow to the GS; and learning from models that work. The time has come for a firm commitment to improving localiza‑
tion of research leadership, supported by adequate funding flow, to ensure strong and sustainable research systems 
and leadership in and from the GS. Just as the humanitarian donor and aid community adopted the Grand Bargain 
commitment to improve funding flow through local and national responders in times of crisis, we strongly urge the 
global health research community to adopt a Grand Bargain for research leadership.

© The Author(s) 2022, corrected publication 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 
International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To 
view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver 
(http:// creat iveco mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a 
credit line to the data.

Open Access

Health Research Policy
and Systems

†Marian Abouzeid and Ahlam Muthanna are joint first authors

*Correspondence:
Marian Abouzeid
mabouzeid@deakin.edu.au
Full list of author information is available at the end of the article



Page 2 of 14Abouzeid et al. Health Research Policy and Systems  2022, 20(1):136

Introduction
The importance of research in improving population 
health and sustainable development is well recognized 
globally, as is the need for its localization—local actors 
empowered to use local contextual knowledge, lived 
experience and insights to identify and prioritize local 
issues, set the agenda, drive research and determine 
locally appropriate means of implementation. However, 
compared with those in high-income/Global North (GN) 
settings, many researchers and institutions in the Global 
South (GS) struggle to produce research and improve 
performance on widely used research metrics that meas-
ure productivity and reflect leadership.

Although some GS settings have shown slow pro-
gress [1], the GS is grossly underrepresented on journal 
editorial boards [2–4], volume of publication outputs 
[5–8], lead authorship on publications [9, 10] and health 
research funding [11]. Diseases with a high burden in the 
GN receive considerably more research attention than 
conditions only prevalent in low-income settings [12], 
and total investments in health research are dispropor-
tionately skewed away from the health issues particularly 
prevalent in and impacting the GS [13]. The GS is also 
underrepresented in leadership of research translation 
activities. A review of global public–private partnerships 
addressing neglected diseases highly prevalent in Africa 
reported that every such major organization examined 
was headquartered in the United States or Europe, none 
were led by a national of a GS country (most chief execu-
tive officers were male, all were Caucasian and all were 
residents of the United States or Europe), and only a very 
small proportion of executive director-level staff had 
non-United States or non-European origins [14].

Defining and measuring (GS) health research 
leadership
Whilst conceptualizations and definitions abound, one 
definition of research leadership is “the degree to which 
the author (or country) assumes responsibility for direct-
ing the scientific work being developed” [9]. GS health 
research leadership can be considered as the capacity of 
GS researchers and institutions to advance values and 
skills required to generate local knowledge and solu-
tions to local health problems and build a sufficient local 
cadre of skilled researchers [15]. Within a health research 
ecosystem, leadership exists at different levels, including 

individual, institutional, national, regional and global. 
There are also different types and parameters of research 
leadership, including publication leadership (based on 
publication counts); reference leadership (focusing on 
highly cited publications that have had considerable 
impact on the disciplinary field); and thought leadership 
(which captures ability to reflect and build on recent dis-
coveries in the field) [16]. Various attributes and com-
petencies of effective research leaders have also been 
described, and the personal traits and styles of successful 
research leaders may vary between cultures and contexts 
[17].

A range of indicators may therefore be used as proxy 
measures of leadership. Whilst there is no universally 
agreed or standardized set of metrics for health research 
leadership generally and GS health research leadership 
specifically, there are various readily available biblio-
graphic and other measures, including country of affili-
ation of first, last and corresponding authors on research 
publications [5, 9], contribution of GS authors to various 
stages of the research process [18], patterns of national, 
intraregional, continental, interregional and GN–GS 
collaborations [9, 19–21], citation metrics by country 
of author affiliation or by collaboration patterns [9, 19], 
and a range of indicators used as part of research capac-
ity development evaluation frameworks [22, 23], that 
may also reflect GS research and leadership capacity. 
Additional suggested indicators include ability to secure 
research income; ability to lead international research 
efforts; ability to support and deliver research training, 
including at the doctoral level; and ability to disseminate 
findings to inform national policy and practice [24].

The importance of GS health research leadership
Strong GS health research leadership is a fundamen-
tal requisite for strong research systems and, by exten-
sion, strong health systems. Strengthening health 
research through a systems approach was the subject of 
a World Health Organization (WHO) initiative that com-
menced in the early 2000s and has included a key focus 
on strengthening systems in the GS [25]. This work has 
included describing the components and functions of 
health research systems, namely stewardship, securing 
financing, creating and sustaining resources, and produc-
ing and using research [26]—all of which require strong 
health research leadership.
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Strong GS health research leadership is also integral to 
and interconnected with global commitments to improve 
health and development. For example, building institu-
tional capacity and local leadership is at the core of the 
Sustainable Development Goals (SDGs); strong leader-
ship of health research systems, which serve to build the 
evidence base and ensure translation of evidence into 
policy and practice and real-world impact, is fundamen-
tal to improving population health and particularly SDG 
3. Strengthening GS leadership is also important for calls 
to decolonize global health [27], which have amplified 
and become increasingly pressing during the pandemic, 
given the gross power asymmetries in global health that 
COVID-19 has exposed [28].

The stubborn inequities of health research 
leadership
Despite recognition of the importance of GS health 
research leadership, the reality remains that power imbal-
ances and inequities continue to exist in research and in 
international collaborations, with GN countries, institu-
tions and researchers often acknowledged as the research 
“leaders”, including through being assigned research lead-
ership roles of first or corresponding author on collabo-
rative publications [9]. This is reportedly sometimes the 
case even when GN collaborators do not have relevant 
local GS contextual knowledge. For example, in the Syr-
ian conflict context, whilst much equitable and collabo-
rative research has been conducted, GN–GS inequities 
in research collaboration have also been described, and 
these exist despite some international research partners 
reportedly being unfamiliar with the political economy, 
social context and nature of the conflict [29]. Compared 
with the prewar period, the Syrian conflict has also been 
associated with a decrease in the proportion of health-
related publications on Syria that have at least one author 
affiliated with a Syrian institution [30]. Wars, armed 
conflicts and politico-economic instability can reverse 
progress achieved in health research leadership and asso-
ciated health research metrics.

In recent decades, the global community has ampli-
fied efforts to bridge this GN–GS disparity, including 
by increasing health research funding and adopting 
new funding models to GS institutions and countries, 
supporting research education, implementing health 
research capacity-strengthening programmes, and 
supporting partnerships, networks and collabora-
tions [31]. New networks and GS-led initiatives to 
address GN–GS disparities are also emerging, such as 
the Global Health Decolonization Movement in Africa 
[32]. Many such initiatives have had positive effects, 
increasing capacity and enabling some GS institutions 

and countries to improve research performance [33] 
and attain a pioneering research position compared 
with their neighbouring countries [34]. However, some 
such initiatives have also had the unintended effects 
of creating disparities in local knowledge generation 
within the same region and in GS–GS collaborations, 
leaving less developed countries further disadvantaged 
[34]. Despite gains in some GS countries, even many of 
those that have comparatively better research capaci-
ties remain, to varying extent, scientifically depend-
ent and subordinate to their GN counterparts due to 
numerous structural impediments, including weak 
research leadership.

Strengthening GS health research systems and leader-
ship and addressing GN–GS health research inequities 
require frank examination of barriers and identification of 
potential strategies to address them. Notably, there is no 
standard definition of the GS, but rather it is an umbrella 
term that has been ascribed a number of different mean-
ings and boundaries which have also varied by discipline 
and over time; the classifications and definitions of the 
GS include using the term to denote poor, socioeconomi-
cally marginalized and/or (de)colonized countries, which 
themselves can be defined in various ways including 
through the World Bank’s Human Development Index 
and other such metrics [35]. Using this approach, the 
GS therefore entails a heterogeneous group of countries. 
There is marked variation in the political, economic, 
social, demographic and development indicators across 
GS countries, and this is also reflected in research and 
academic functions [8]. In some GS countries, there is 
limited supply and capacity of researchers and research 
institutes, whereas other countries have comparatively 
stronger research infrastructures and more expansive 
and active collaborative networks. For example, in a 2008 
publication examining 10 developmentally diverse coun-
tries in the Eastern Mediterranean, considerable differ-
ences were documented in research productivity and in 
a range of national health research system characteristics, 
including national governance and management struc-
tures, national health research plans, priorities and poli-
cies, and research utilization [36]. Consequently, barriers 
and challenges to research leadership vary in different 
contexts; there is no “one size fits all” approach to health 
research leadership development.

Barriers to GS health research leadership
In this viewpoint paper, we explore the barriers that 
hinder strong GS health research leadership, draw-
ing largely on selected literature identified through a 
rapid search for English-language publications exam-
ining population health research leadership and 
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published during the period January 2000 to March 
2019. Notably, we do not consider leadership of bio-
medical, genomic or clinical research, research leader-
ship in the GN, research leadership in other disciplines 
or leadership in any sector or organizational context 
other than research. Additionally, issues raised in 

documents published in languages other than English 
or in local or regional non-English publication outlets 
may not be captured. We draw on this literature to 
consider barriers internal and external to the GS and 
at the researcher, institutional and systems/structural 
levels and propose a set of recommendations for local, 

Table 1 Common themes of internal barriers to health research leadership in and from the GS

Barriers

Researcher Faculty members
• Barriers to research productivity including lack of time, overloaded teaching schedule, lack of interest in conducting research, 
limited skills in research methodology and statistical techniques
• Heavy teaching loads and administrative roles limiting the time for research
• Not having defined workload allocation for teaching, research, administrative roles
• Lack of incentives such as promotion to conduct research
Early-career researchers
• Limited mentorship opportunities
• Poor research skills and capacity; basic research skills but lack of advanced research abilities
• Limited research publishing capacity and publication challenges, including language barriers, time constraints, not knowing 
where to publish, prohibitive publication costs
• Lack of incentives and motivation to publish, including lack of recognition through career development awards and low salaries
• Limited grant‑writing support and capacity, resulting in poor ability to attract international and local research funds
Research leaders
• Lack of recognition of the role of research in development or importance of operational research to programmatic activity
• Weak research leadership skills and competencies

Institutional Personnel and institutional infrastructure
• Mainly teaching positions in higher education institutions, limited researcher positions
• Shortage of faculty members and research leaders
• Weak enabling environment: limited research assistants, limited funds for research
• Poor research environment, weak health research system governance, infrastructure, policies and lack of institutional support
• Corruption in research institutions
Research education
• Poor education in general, not limited only to research education
• Weak research education/training in universities
• Poor quality of doctoral research training
• Limited funding to doctoral research training
Collaboration
• Culture of individualism
• Limited collaboration between faculties or disciplines in the same university or institution
• Weak collaboration between local research institutions
• Limited collaboration and partnerships between programme staff and academic institutions, hindering operational research
• Weak South–South collaboration intra‑ and interregionally
Knowledge translation
• Limited efforts from researchers and insufficient time, skills and institutional mechanisms for knowledge translation

Systemic/structural Political will
• Lack of political will to support research and poor local research funding
Politicization of research
• Limited freedom of research
• Politicization of research, including research leadership roles
• Political sensitivity of some research implications rendering knowledge translation challenging
Political instability
• Research infrastructures negatively affected by wars and conflicts
• Loss of human capital: brain drain, push factors
Research systems
• Low number of health researchers, limited workforce capacity
• Lack of research career pathways and limited funding for degree programme and postdoctoral research posts
• Low researcher salaries
• Much research undertaken through well‑paid consultancies rather than through institutions, with commissioning bodies often 
unwilling to pay overheads to institutions
• Poor recognition of research led by local researchers in GS countries themselves
• Limited publication opportunities: few journals from the GS; poor indexing or low impact factors of local journals from the GS
• Few and unsustainable research networks in GS or platforms to engage with regional and global research communities. Barriers 
to such networks include funding, weak and fragmented network management skills
• Limited funding for capacity‑building initiatives
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regional and global stakeholders to help address these 
issues and sustainably build GS research leadership.

Barriers to leadership in and from the GS
Barriers internal to the GS exist at the researcher, institu-
tional and systemic/structural levels (Table 1).

Researcher-level barriers include those related to men-
torship, language abilities, economic factors, including 
lack of financial incentives, and time. Difficulties with 
identifying appropriate local mentorship, and expecta-
tions that newly graduated researchers be immediately 
capable of securing independent funds, impact abil-
ity to retain emerging research leaders locally 37]. Time 
constraints and teaching and administrative functions 
consuming time that could be used for research are also 
described [38–40], with reports that faculty in some GS 
countries do not have clear workload allocations with a 
defined number of hours allocated for teaching, research 
and administrative roles [40]. Even after conducting and 
writing up good quality research, GS scholars may face 
publication challenges such as language barriers [39, 41, 
42], time constraints [17, 40], and not knowing where to 
publish and prohibitive publication costs [43].

Institutional barriers include limited availability of 
resources such as funding [40, 44, 45], physical infra-
structures [38, 44] and administrative support [38], lim-
ited incentives [17, 46, 47] and policies and procedures 
that can negatively impact research productivity. Institu-
tions may also lack a sufficiently sized, trained and skilled 
research workforce [48] and some have only teaching 
career streams, with limited research job opportunities, 
research career pathways or allocated dedicated research 
time [49, 50]. Limited multidisciplinary and cross-sector 
collaborations and limited multi-institutional collabora-
tions across the same country or inter-regionally [51, 52], 
can also prohibit GS leadership development. Limited 
leadership training opportunities are reported [17]. Poor 
research culture and / or unsupportive management have 
also been described [38, 44], including limited dissemina-
tion of information about available funding opportunities 
[11], limited access to professional development opportu-
nities and publication assistance [42] and poor research 
culture due to unqualified research heads [44] and lim-
ited leadership in promoting research [45].

Structural barriers include political will, influence 
and instability. In some of the more politically stable 
GS countries, there is limited interest in research and 
limited awareness among policymakers of the impor-
tance of research in development, which is reflected in 
less political willingness to fund research [48, 53–58]. 
Authoritarianism and limited democracy can impede aca-
demic freedom; political power may also shape research 

leadership, as political favouritism may influence assign-
ment of health research leadership positions or promo-
tions in some GS countries [46, 59]. Political instability 
in fragile, conflict and violence-affected settings mark-
edly undermine research leadership due to disruption 
of physical and information infrastructures, disruption 
of capacity development initiatives and training, secu-
rity considerations, limited funding, and population dis-
placement including academic brain drain [30, 45]. Weak 
national research infrastructures also generate challenges.

A range of factors also impact gender parity in research 
leadership [17].

Barriers to leadership external to the GS
Barriers to GS leadership can also arise due to the nature 
and extent of activities and systems in the GN. These may 
be related to allocation and distribution of funding and 
resources; characteristics and focus of GN–GS collabo-
rations; and publication and information dissemination 
challenges (Table 2).

Funding and resources
GS countries are generally heavily dependent on external 
funds to conduct research, given that GS governments 
commonly do not prioritize research and development 
and have limited funds on offer. However, even in GN-GS 
research partnerships, funding predominantly flows 
through the GN [60] and the fraction and absolute dol-
lar value of research funding that flows to the GS remains 
low [12, 13, 61, 62]. Funding allocations and donor inter-
est are sometimes ambiguous and not equally distributed 
amongst neighbouring countries with similar disease 
burden [63]. Rather, other factors such as historical colo-
nial connections and economic and security interests 
may influence GN-GS research collaborations. Research-
commissioning processes can also negatively impact GS 
research leadership [64, 65]. Research priorities are often 
determined by donors, resulting in research only address-
ing those issues for which funding is available and at the 
detriment of other priorities and national issues which 
remain under-researched [12, 62].

GN–GS Partnerships
The nature of GN–GS partnerships can impede GS 
research leadership. Gross power imbalances have been 
described, including regarding funding allocated to GS 
partners and allocation of roles and responsibilities, with 
GS partners often assuming or assigned to inferior and 
non-leadership roles, and made less visible and limiting 
ability to fully engage across activities [29, 48, 49, 60, 66, 
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67]: functions such as priority-setting and planning, for-
mulating research questions and developing data collec-
tion tools, managing funds and conducting data analysis 
are often performed by GN partners, while GS partners 
generally conduct field work and data collection. Such 
inequities and power imbalances are also evident in pub-
lication authorship, with the first, last and corresponding 
authors often being authors with GN affiliations [5, 9].

In some instances, GN–GS partnerships are some-
times seen as unequal and extractive [39, 68] or even 
alienating and quasi-exploitative [67], allowing GN 
researchers to use the GS as a field or laboratory to gain 
research experience and enhance their research profiles 
or institutions more than that of the GS partners [69, 
70]. Some partnership practices generate intellectual as 
well as financial dependencies. For example, in Zambia, 
there are reports that some GN collaborators build the 
capacity of Zambian partners to a level allowing them 
to better collaborate with GN partners but not for the 
essence of capacity-building of Zambian researchers 
[60].

Publication opportunities
Barriers to publishing hinder the visibility of GS 
research. Some GS journals have comparatively low 

international visibility, including due to not being 
indexed or having low citation scores [41, 43]. Edito-
rial bias is described [39] and some journal editors 
are seemingly not interested in GS papers and do not 
recognize the challenges of conducting research in 
such settings [43]. Limited GS representation on edito-
rial boards augments the publication barriers against 
GS-authored papers [4, 43]. Editorial decisions may 
be influenced implicitly or explicitly by various fac-
tors, including journal owners, drug companies, politi-
cal parties, political sanctions against some countries, 
mass media, and other researchers [71].

Given such barriers, how can GS health research 
leadership be sustainably strengthened?
Leadership capacity development at the researcher, 
institutional and systems levels cannot occur in isolation
To address GS research leadership challenges, some 
have focused on developing capacity of researchers 
and networks rather than directly investing in build-
ing institutions [72]. Whilst upskilling individual 
researchers is important, it is neither a sufficient nor 
a sustainable approach—a well-trained researcher 
in an unsupportive environment will not thrive, and 
leadership gains and local investments are lost when 
a researcher leaves. Developing a sustainable health 

Table 2 Common themes of external barriers to health research leadership in and from the GS

Factor Barriers

Allocation and distribution of funding and resources • Politics of research
• Limited funds directed into research in lower‑income countries
• Limited impartiality in allocation of health research funding
• Little funding and focus on building health research capacity in GS
• Favouritism/factors other than merit influencing research commissioning

Characteristics and focus of GN–GS collaborations • Limited focus on capacity‑building of research leadership skills, e.g. 
partnership development skills, networking skills
• Few GS leadership positions in GN‑GS partnership projects, most leader‑
ship positions are held by GN research leaders
• Power imbalance in social or economic capital and scientific capital 
(academic power)
• Extractive and unequal relationships in partnerships
• Unequal distribution of responsibilities in research stages with dominant 
and critical roles such as setting research plans and priorities, designing 
research questions and data collection tools, managing funds, data analy‑
sis undertaken by GN partners, while roles sometimes perceived as lesser 
such as data collection assigned to GS partners
• Unequal distribution of lead authorship in research collaborations
• Scientific imperialism in global health research
• Colonial power in research capacity‑building initiatives, paternalistic 
approach to building capacity
• Support brain drain by acting as pull factors

Publication and information dissemination challenges • Editorial board‑related bias
• Editorial independence and freedom potentially influenced by politics, 
journal owners, drug companies, political parties, mass media, scientists 
and researchers
• Political sanctions may limit publication opportunities for researchers 
from those settings
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research system requires complementary capacity-
building efforts at multiple levels, from the individual 
and institutional to the national and supranational 
[58, 73]. Several existing capacity development ini-
tiatives demonstrate the importance of concurrently 
addressing barriers at multiple levels, with impact vary-
ing with context. For example, the UNICEF/ UNDP/ 
World Bank / WHO Special Programme for Research 
and Training in Tropical Diseases (TDR) capacity-
strengthening programme has delivered benefits to 
both researchers and institutions, with the support for 
institutional capacity development considered essential 
in the least developed settings where local investments 
into research were scarce and complementary to local 
efforts in more advanced GS settings [74].

Multipronged approaches addressing issues at mul-
tiple levels are required. These include institutional and 
systemic measures to address “brain drain”, through the 
creation of opportunities to train and gain research expe-
rience locally, providing incentives to attract and retain 
talent and encourage return of researchers who complete 
research training abroad, and availing mentorship oppor-
tunities [50]. For example, in the 1980s the Mexican 
Health Foundation funded the return of researchers, and 
developed health research prizes to stimulate national 
research [56]. Exploring mechanisms to engage diaspora 
researchers, the expertise and resources they bring and 
the mutual benefits of such connections also warrants 
consideration [49, 51, 75, 76].

Enabling infrastructures that (re)integrate researchers 
who complete training abroad is important. In Kenya, 
it is reported that skills acquired during doctoral train-
ing in the GN were not transferable to the GS because 
of limited facilities and technologies; pay discrepancies 
between GN and GS institutions also serve as a barrier to 
return [37]. Local mentorship is crucial for early-career 
researchers to support skill development and prevent 
dropout from GS research institutions to lucrative GN 
research bodies [37] or dropout from research altogether. 
The importance of mentorship is often overlooked and 
underestimated. In some settings, recent graduates are 
expected to immediately assume research leadership 
functions and expected to secure research funding [37] 
and drive independent research projects. Multinational 
mentorship programmes must ensure that mentors rec-
ognize the importance of context and the differences in 
availability of resources, conditions and access by set-
ting. Further, leadership in mentoring is also necessary 
for institutional change [77]. Such mentorship requires 
cultural shifts: as stated by others, within institutions, GS 
research leaders should discard inferiority and superior-
ity complexes and instead support personnel develop-
ment and leadership at all stages [37]. Institutions must 

avail mentorship and development opportunities for 
early-career and seasoned researchers alike, thus devel-
oping and retaining a sustainable and skilled research 
workforce.

Like research, the global health education landscape is 
heavily skewed towards high-income countries, includ-
ing in leadership and in course content and curricula 
focus [78]. The entire global health system needs to be 
revamped, and power asymmetries addressed, at indi-
vidual and organizational levels [28]. Research and teach-
ing go hand in hand. At the institutional level, the myth 
that developing strong teaching programmes should 
come before promoting research and innovations should 
be dispelled [79]. To be contemporary, teaching should 
be informed by research. Teaching improves if research 
grows. Institutions should adapt mechanisms, including 
researcher and institutional performance measures, that 
promote dual teaching–research functions. Notably, in 
some settings, research productivity reportedly declines 
with increasing seniority and when professor rank is 
attained and publications are no longer required for pro-
motion purposes [38]. To remedy this, it has been sug-
gested that incentives are required to encourage senior 
faculty to invest their time and experience into research 
[38, 40].

New partnership models that encourage capacity 
exchange and shared leadership are required
There are various outdated and semi-colonial mod-
els of GN–GS research collaborations, such as “postal 
research” (data/samples collected by GS partners and 
sent to GN partners); “parachute research” (GN research-
ers fly in and out following a short visit for data collec-
tion); and “annexed site research” (research in the GS is 
managed by a GN team) [80]. These should be replaced 
by equitable models that work for all parties. For exam-
ple, “partnership research”, based on a negotiated 
research agenda, local line management and developing 
local research infrastructure, has been proposed [80] and 
its operationalization and challenges in contexts such as 
South Africa reported [81]. Diaspora engagement and 
partnership is another potential model for GN–GS col-
laboration. Four principles underpinning truly coop-
erative partnerships have been described: mutual trust 
and shared decision-making; local ownership; ensuring 
research findings translate into policy and practice; and 
development of national research capacity [80]. Views of 
researchers from Uganda, Kenya and the United States 
on requisites for successful global health partnerships 
reported similar attributes: partnerships based on mutual 
respect and mutual benefit, trust, good communication 
and clear partner roles and expectations [82].
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New approaches to partnerships and new mutu-
ally beneficial ways of working together that encourage 
bidirectional capacity development—that is, capacity 
exchange—are required. Small changes can have pro-
nounced effects. For example, in allocating project roles, 
consideration of the potential benefits of particular tasks 
for collaborators is warranted. It is important that the GS 
contribution to developing capacity in GN researchers is 
also recognized. Whilst there is much emphasis on the 
GS benefiting from collaboration, skill transfer and the 
increased visibility of research that stems from collabora-
tions with the GN, the GN also stands to benefit consid-
erably from research in and with the GS, including, for 
example, gaining research experience in the GS context, 
testing an instrument or intervention in a new setting, or 
investigating a public health issue not present in the GN. 
When operationalized well, true GN–GS partnerships 
are a tremendous opportunity for bidirectional capacity 
exchange, with GN researchers also benefitting from val-
uable research training opportunities in GS settings.

Careful role allocation within partnerships is also 
important from a risk mitigation perspective. Unequal 
role allocations risk creating a dependency behaviour 
and weakening leadership among GS research leaders. 
If priorities are not aligned, assigning agenda-setting to 
GN partners without local input can steer research focus 
areas away from local GS population needs and priorities 
[66]. Collectively, these practices may attenuate the posi-
tive effects of GS research capacity development projects 
and risk damaging GS leadership, leaving GS researchers 
dependent not only on the economic capital of GN part-
ners, but also on their scientific expertise.

GS research communities must set, own and drive their 
research agendas
GS researchers have the capacity to set and drive their 
own research agenda, informed by local needs, local pri-
ority health issues and local information gaps. In reality, 
research agendas are often determined by donor funding 
priorities, which can also influence GS–GS collabora-
tions, and the interests of GN partners. Such influences 
on priority-setting again reflect power imbalances and 
contribute to inequities.

New ways of priority-setting and commissioning 
research that empower GS leadership are essential, 
including mechanisms to support and encourage GS 
researchers to pursue new and potentially ground-
breaking research, even on issues that are not necessarily 
focused on local community needs. Some have cautioned 
that individualistic, non-collaborative research activi-
ties not driven by community and national priorities and 
that only aim to expand the scientific profile or interests 

of a researcher or a research organization do not con-
tribute to national capacity development [53]. However, 
just as in the GN researchers have the intellectual free-
dom to research and investigate novel ideas and issues, 
GS researchers must also have the opportunities and 
support to pursue new paths. Failing to do so risks cre-
ating missed opportunities for scientific breakthroughs 
and perpetuates the misperception that the GS is not 
equipped to make new discoveries or conduct novel 
research. Adopting a systems approach and national 
health research strategy that both encourages respon-
siveness to local need and promotes intellectual freedom, 
with associated funding streams that support both such 
approaches to priority-setting, is key.

Biases and prejudices against the GS must be addressed
It is important for the global health research community 
and journal editors to recognize that tougher research 
environments, limited resources and political instability 
do not necessarily translate to poor-quality research from 
the GS, and to address any inherent biases and prejudices 
against GS research. In a blind study of 347 English cli-
nicians, abstracts were more likely to be rated as being 
of high relevance and recommended to a peer when the 
authors’ affiliations were presented as being from a high-
income country than when the source of the abstract was 
changed to suggest authors were from a low-income set-
ting, and vice versa [83]. Study authors described this 
as unconscious bias and prejudice against GS authors. 
Others have described experiences of a journal editor 
rejecting a GS publication due to perceived lack of inter-
national readership interest in the local GS issue, and 
consideration by a potential GN collaborator that scien-
tific research in a GS setting was not worth pursuing if it 
did not advance GN technological and intellectual devel-
opments [84]. Unless the global research community 
self-examines its own biases and addresses the structural 
and systemic barriers that implicitly or explicitly affect 
GS researchers and institutions, GS research will remain 
undervalued.

GS institutions must address their own internal issues 
and drive cultural shifts
The GS must assume responsibility for its own internal 
structures and (dys)functions that serve to hinder strong 
and sustainable research leadership, many of which are 
often deeply embedded within broader societal con-
structs and cultures. For instance, in many settings (in 
both the GN and GS), corruption is widespread. The 
various ways in which corruption reportedly affects the 
university and research sector have been documented in 
a case study of Bolivia [85]; grant fiscal mismanagement 
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in Africa, and the associated need for financial account-
ability, has been described [14]; appointments and pro-
motions not based on merit have been reported [86]; 
and corruption in the broader global health sector, 
within both GN and GS settings, has been detailed [87]. 
At the researcher and institutional levels, cultural shifts 
and ensuring transparent accountability processes are 
required.

The GS is also responsible for creating local research-
enabling environments—whilst GN–GS partnerships 
can support this, the cultural shifts, local collaborations 
and investments required are not the purview of GN 
partners. To create policy environments that draw on 
research, local policy-makers should value research in 
informing action. Limited receptivity of policy-makers 
to evidence and politicization of research and research 
findings are barriers that must be addressed. Engag-
ing policy-makers in research and training policy stake-
holders in basic research functions can facilitate this 
understanding of the importance of research. In Mexico, 
numerous such examples have led to increased policy-
maker demand for and uptake of research and increased 
resources for research, with important benefits for local 
institution building [56]. Similarly, partnerships between 
programmatic staff and academic institutions may build 
capacity, provide a conducive environment and increase 
appreciation of the importance and relevance of opera-
tional research to programmatic activity [88].

South–South collaborations should be facilitated 
and enhanced
Inequities within GS–GS collaborations can also be 
important, and collaboration within and between GS 
institutions is core to developing capacity and ensur-
ing that those in the least developed contexts are not 
left behind. Exclusively developing capacity in selected 
GS countries and institutions risks amplifying regional 
inequities and further disadvantaging the most disadvan-
taged. For example, between 2005 and 2008, South Africa 
produced 78% of all intraregional co-authored papers, 
and 81% of all papers from within the 15-country South-
ern African Development Community. These findings led 
the author to conclude that South Africa has assumed a 
dominant role, similar to that assumed by the GN in GN–
GS partnerships, of the scientific giant, with implications 
for brain drain due to South Africa’s ability to attract 
skilled personnel from less developed African countries, 
and incentivizing South African collaboration with the 
GN, from which it can benefit, above collaboration with 
other African partners [34]. Similar observations of some 
Arabic-speaking countries encouraging international 

rather than regional collaboration in order to increase 
research publication outputs are also reported [89]. 
From Egypt, across the broader health sciences literature 
published between 1980–2014, it is reported that more 
papers involved collaboration with local coauthors than 
with international coauthors. However, international col-
laborators were more likely to be from high-income and 
scientifically advanced settings than from elsewhere in 
the GS, and internationally coauthored papers had higher 
citation metrics than single-author or locally authored 
publications [90]. Strengthening promising GS institu-
tions should ideally be linked to strengthening capacity 
in weaker GS institutions in the least developed contexts. 
Likewise, research capacity development initiatives such 
as GS doctoral and other research training programmes 
must ensure that South–South inequities are not exac-
erbated by selection processes and requirements that 
inadvertently disadvantage applicants from the least 
developed countries with poorer research track records 
or from non-English-speaking settings [74, 91].

Diversified research funding flow to the GS must improve 
if visions for localization are to become a reality
GS researchers often need to compete for funding with 
GN researchers, who typically have stronger institu-
tional support and business development infrastructures. 
Research funding, including through more investment by 
GS countries, can have a major impact on the ability of 
researchers and institutions to engage in research, attract 
and retain high-calibre staff, build research teams and 
capacity, and improve research production—which in 
turn impacts the ability to secure funding, and ultimately 
to build stronger and more sustainable institutions that 
are positioned to lead. GS governments and donors 
need to recognize the value of and invest in strong local 
research systems and follow through on commitments 
made. For example, in 2007 the African Union pledged 
to invest at least 1% of gross domestic product (GDP) in 
research and development, but this goal remains unre-
alized, with considerable variation across the continent 
[51]. Local investments can generate important gains. For 
example, Tunisia reformed its domestic research funding 
mechanisms, with more funding associated with a con-
siderable increase in publication outputs [89]. GN donors 
also need to recognize that in a globalized world, strong 
GS research institutions and systems are important not 
only for the GS but also to GN interests. The COVID-19 
pandemic has highlighted the importance of localization 
and locally led research and action, crucial for both local 
response efforts and global biosecurity in an intercon-
nected world.
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Donor practices can have differential impacts on GS 
researchers, institutions and systems. A diverse range of 
funding mechanisms and commissioning processes to 
support research capacity development, collaborations 
and partnership have been described in the East African 
context, with lessons and challenges noted with experi-
ences from each [65]. Some donor practices can severely 
impact institutional capacity-building. A study of barri-
ers to health-related social science capacity in East Africa 
reported that individually contracted research consul-
tancies were common, with donors often reluctant to 
pay institutional overheads. Whilst these well-paid con-
sultancies supplement salaries for researchers, they also 
divert staff from academic research and from training 
the next generation of researchers, restrict institutional 
research capacity and sharing of findings, and perpetuate 
a GN donor-driven research agenda [64]. Similarly, in a 
research partnership between a United States and Ugan-
dan institution, insufficient funding of administrative and 
overhead costs for the GS institution due to United States 
fiscal administrative policies was said to drain rather 
than build capacity and undermine the African institu-
tion; programme partners suggested that in addition 
to research capacity development, addressing chronic 
underfunding and developing fiscal and administrative 
capacity are integral to equitable and sustainable GN–GS 
partnerships [68].

There are many lessons to be learned from models 
that work
Whilst numerous barriers to GS research leadership 
have been documented, there are many success stories. 
For example, the Mentor–Protégé programme in Cam-
eroon is helping mentor female researchers in order 
to address the gender gap in health research leadership 
[92]. The African Doctoral Dissertation Research Fellow-
ship programme, a locally driven, multipronged regional 
research capacity-strengthening initiative, is develop-
ing research leadership at the researcher, institutional 
and regional levels, “producing and nurturing research 

leaders, strengthening university-wide systems for quality 
research training and productivity, and building a critical 
mass of highly trained African scholars and researchers” 
[91]. The University of Washington and Nairobi AIDS 
International Training and Research Program generated 
mutually beneficial training and collaborations between 
United States and Kenyan participants, and sharing of 
local and international resources which helped mitigate 
many of the local challenges of conducting research, sup-
porting early-career investigators and eventually sup-
porting transfer of research training capacity to a GS 
institution [93]. The Somali-Swedish Research Coopera-
tion, reactivated following disruption during the civil war, 
has re-engaged three key partner groups (Somali uni-
versities, Swedish universities and Somali diaspora) in a 
successful Somali-owned collaborative capacity develop-
ment effort that is based on equitable partnerships and a 
long-term cooperation vision [76]. The AuthorAID in the 
Eastern Mediterranean project has helped increase pub-
lication and dissemination of research results from the 
region through regionally led editorial mentoring [42].

Building on these lessons gleaned, we urge both GN 
and GS researchers and stakeholders to strive towards 
adaptive, contextually appropriate, adequately resourced, 
locally led initiatives that address local priorities, fill 
locally identified gaps and needs, and support local 
research leadership.

Recommendations
Whilst this paper is focused on barriers to population 
health research leadership, many of the issues are rel-
evant to and applicable across research disciplines. 
We encourage cross-disciplinary discussions among 
researchers and at the institutional, national, regional 
and global levels to identify common challenges and 
seek joint action. Building on the many suggestions 
from the literature, we propose a suite of recommen-
dations targeting six sets of key stakeholders from both 
the GN and GS, engaged in the global health research 
arena (Box 1).
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Box 1 : Recommendations to promote GS health research leadership

To governments, national research bodies and donors in the GS
• Establish country‑specific models to generate resources to support national research
• Strengthen in‑country capacity by increasing spending to support institutional research programme‑building and postgraduate research training 
[94, 95]
• Promote the retention of researchers through creation of research career pathways, availing career development opportunities and providing com‑
petitive salaries for researchers [50, 96]
• Encourage return of researchers undertaking advanced research training in GN institutions
• Protect academic freedom
• Implement a reward system for publication [97] and for research translation activities
• Build political will and recognize the value of GS health research [58]
• Implement and support strengthening of a national health research system [62]
To research institutions in the GS
• Simultaneously drive research and teaching agendas
• Encourage diverse partnerships and networks between researchers and disciplines in the same university, nationally, regionally and internationally 
and implement a coordination framework to ensure sustainability [54]
• Create an enabling environment for conducting research and innovation, which may include providing necessary physical, human and financial 
resources
• Establish mentorship programs and standards for mentorship and scientific development [11], and provide sufficient and sustainable research train‑
ing and mentoring opportunities [93]
• Incorporate research leadership capacity development into institutional strategic plans
• Identify and address barriers related to institutional policies, procedures or cultures
• Cultivate both research leadership and leadership in research management [17, 58]
To global health and research governance partners
• Establish indicators to monitor GS research leadership, including capacity and funding flow to GS investigators and institutions.
• Consider drafting a “Grand Bargain” for research leadership and encourage signatories to commit to strengthening research localization.
• Promote equitable partnership models and culturally sensitive guidelines for GN–GS collaboration.
To research funders
• Fund and create more doctoral and postdoctoral research education opportunities in the GS for promising researchers from the GS
• Earmark specific funding to GS countries for research leadership capacity development activities and track the impact of such funding [98]
• Ensure sufficient funding of overhead costs for GS partner institutions, and incorporate support for fiscal and administrative capacity‑building [68] 
and to support physical infrastructures [96]
• Encourage and incentivize equitable GS–GS partnerships and networks [50, 96]
• Coordinate with other donors [95]
To research institutions in the GN
• Ensure that GS health research leadership capacity strengthening, with priorities defined locally, is a priori an integral component of any interna‑
tional research collaboration involving GS researchers and institutions
• Recognize the value of capacity exchange, and respect the knowledge and expertise of GS partners
• Commit to equitable roles and responsibilities among GN and GS partners in international collaborative research projects
• Consider the role that diaspora researchers may play in helping bridge the GN–GS divide
To international/global health journals
• Improve GS representation on editorial boards towards a 50–50 GN–GS balance
• Establish regional editorial offices in the GS [43] which are run in partnership with local institutions in order to ensure sustainability
• Actively commission work from GS countries [43]
• Devote space regularly to promote GS health research leadership
• Waive publication charges for authors from the GS, particularly low‑ and low‑middle income countries [99]
• Provide editorial support to researchers who are not native English speakers
• Support editors of GS journals to improve quality of publications and increase visibility of research from the GS

Strengthening national research leadership is a local 
process and must be driven locally. No matter how 
much global support exists, efforts to strengthen health 
research leadership would falter without local owner-
ship, nurturing and funding. Global actors must work 
in concert with local ones to address the challenges 
facing GS health research leadership, including across 
areas such as global research funding flows, research 
prioritization, research conduct and research govern-
ance. To ensure accountability of efforts to increase GS 
health research leadership, a standardized set of met-
rics are required to track progress, similar to proposed 
approaches for measuring and tracking localization in 
the context of humanitarian aid delivery [100]. Such 

metrics should capture gaps and needs, funding flows, 
initiatives and GS health research leadership progress. 
A standardized set of metrics would overcome the 
twin challenge of multiple definitions and dimensions 
of health research leadership and the lack of uniform 
indicators that consistently and comprehensively assess 
research leadership capacity and performance in and 
between GS countries, and indeed between the GN and 
GS.

Finally, just as the humanitarian donor and aid com-
munity adopted the Grand Bargain, a commitment 
to improve funding flow through local and national 
responders in times of crisis, we strongly urge the 
global health research community to adopt a Grand 
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Bargain for research leadership. The time has come 
for a firm commitment to improving localization of 
research, supported by adequate funding flow, in order 
to ensure strong and sustainable research systems and 
leadership in and from the GS. This way the GS is suf-
ficiently equipped and resourced to research, identify 
and respond to its own health issues. While recogniz-
ing the immense value of GN–GS collaborations, GS 
leadership must be sustainably strengthened, and the 
GS must lead the way on research in and on GS issues—
nothing about us, without us.
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