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From “Visa Apartheid” to structural exposure

Visa restrictions can no longer be treated as a peripheral issue; they are a central 
concern in global health. In 2025 alone, thousands of researchers, public health 
officials, and clinicians from low- and middle-income countries (LMICs) were denied 
entry to high-income countries for conferences, training, and governance meetings, 
not for lack of credentials, but because they presented the wrong passport. These 
mobility constraints are not symmetrical as global health actors from high-income 
countries (HIC) rarely face comparable barriers when traveling to LMIC settings. Con-
versely, scholars and practitioners from LMICs routinely encounter what global health 
scholarship has long documented as “visa apartheid”, encompassing inequities in 
mobility, access, authorship, and epistemic authority; exclusions which have largely 
been framed as episodic injustices or ethical failures at the margins of an otherwise 
functional system [1–4].

The current wave of visa restrictions reveals a deeper structural problem: global 
health systems are built on assumptions of relatively unrestricted mobility that no lon-
ger hold. Although individual visa decisions and national policy shifts may be publicly 
visible and politically contested, their cumulative effects on who participates, who 
decides, and whose expertise travels remain insufficiently examined in global health 
governance debates [5,6]. Moreover, their harm profile seems to have shifted from 
the intermittent denial of access to structural weakening of institutions, particularly in 
low- and middle-income countries (LMICs) [7–9]. Viewed through this lens, visa reg-
imens must be addressed at the systemic level given that they function as structural 
gatekeeping mechanisms that shape the global health ecosystem itself.

What is new is not exclusion itself, but its interaction with time-bound developmen-
tal processes central to health system performance. Meanwhile, this paradigmatic 
shift coincides with a convergence of forces reshaping the global health  
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landscape: declining development assistance, restructuring of multilateral institutions, 
intensified calls for localization and country ownership, and growing geopolitical 
fragmentation [10–12]. Together, these dynamics expose the vulnerability and unsus-
tainability of existing global health architectures that rely on cross-border mobility to 
ensure training pipelines, cross-country research and career progression, strengthen 
disease surveillance, and institutional participation in global governance.

Visa regimes as structural determinants of global health

Visa regimes, defined here as state-governed systems of rules, practices, and admin-
istrative infrastructures that determine who may cross borders, for how long, and with 
what degree of scrutiny, are usually framed as matters of sovereignty, security, or 
migration control. They are not considered a health policy issue and remain largely 
absent from global health system design debates. Yet when examined through a 
systems lens, visa access functions as an invisible structural determinant of global 
health. They structure power, capacity, and credibility alongside financing, regulation, 
and governance architecture [11,13,14].

What distinguishes the current wave of visa restrictions imposed on scores of 
LMIC countries globally, is the scale and persistence of its mobility constraints, and 
how these interact with core system functions. The effects extend far beyond con-
ference participation or short-term collaboration. Visa restrictions are disrupting how 
global health systems generate and sustain knowledge. Interrupted doctoral and 
postdoctoral training breaks mentorship chains, derails longitudinal research and 
weakens institutional memory. When training pathways depend on sustained mobility 
into high-income countries, visa barriers translate directly into fragmented and fragile 
research ecosystems [7,8].

Visa regimes also distort leadership pipelines within global health governance. 
Although visa restrictions are not the sole driver of these inequalities, they reinforce 
them by limiting the ability of many researchers, policymakers, and clinicians from 
low- and middle-income countries (LMICs) to participate consistently in international 
conferences, advisory groups, and governance forums where agendas are shaped 
and leadership pathways emerge. As a result, authority often concentrates among 
individuals whose passports or institutional affiliations allow routine international 
mobility [2,10,15]. Meanwhile, localization agendas decentralize implementation 
responsibilities without redistributing equivalent influence over decision-making. This 
produces an LMIC expertise–mobility conundrum, where technical expertise remains 
indispensable for delivery but structurally constrained from the global spaces where 
priorities and strategies are defined [11,12].

Also, visa restrictions represent a non-negligible feat of contradiction at the heart 
of localization, decentralizing implementation to countries, while authority, circulation, 
and legitimacy remain externally controlled. Ultimately, visa regimes silently arbitrate 
which institutions can realistically exercise ownership, directly contradicting stated 
commitments to equity and localization [3,10]. Seen through this lens, visa restric-
tions operate as durable structural determinants of global health system perfor-
mance, not temporary administrative inconveniences.
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Re-architecting global health for mobility not against it

Visa restrictions simply expose or intensify documented harms and inequities in global health governance, rooted in his-
torical, economic, and institutional asymmetries. Yet the field continues to respond to restricted mobility as an incidental 
anomaly, rather than a persistent structural constraint. Hence, conferences proceed even when many invited participants 
cannot obtain visas, governance meetings convene without those excluded, and major funders rarely confront the struc-
tural implications of these barriers [9]. Durable solutions require shifting incentives, governance arrangements, and institu-
tional infrastructure across the ecosystem, including redesigning global health systems that no longer depend on mobility 
as a precondition for participation [6,11].

To this end, the global health ecosystem must:

1.  Shift from individual mobility to institutional durability

Global health has over-invested in internationally mobile individuals while under-investing in institutional capacity in 
LMICs. Priority actions include strengthening institutional grant-holding, regulatory engagement, and agenda-setting 
authority within LMIC institutions, expanding regional doctoral and postdoctoral training pathways with shared super-
vision, and developing leadership models that do not depend on prolonged physical presence in high-income coun-
tries [10,7,8].

2.  Build redundant, regional knowledge ecosystems

Dependence on a small number of global hubs creates systemic vulnerability. Regions should therefore be treated 
as knowledge ecosystems rather than peripheral sites. Investments should support regional centers for training, 
clinical trials, regulation, and policy development, alongside shared supervision, joint degrees, and rotating men-
torship models that anchor capacity building locally and regionally. South–South collaboration should be prioritized 
as a primary mode of scientific exchange towards reducing over-reliance on any single institutional or geographic 
node [4,11,12].

3.  Align localization rhetoric with mobility reality

Localization without mobility equity risks reinforcing dependency, hence the need for coordinated action across the 
ecosystem. LMIC governments should treat scientific capacity and researcher mobility as strategic national assets, while 
investing in domestic and regional postgraduate training and structured diaspora circulation [7,8]. Also, LMIC public health 
institutions should institutionalize shared platforms for ethics oversight, data governance, and regulatory science, reducing 
reliance on individual intermediaries [2,3]. HIC institutions must decentralise governance and authority and design partner-
ships that remain functional despite travel constraints [6,15]. Meanwhile, funders must prioritise investments in institutional 
depth, regional capacity, and redundancy, while channeling resources directly to LMIC institutions in line with ownership 
commitments [10,11].

Conclusion

Visa regimes are not temporary political disruptions but structural features of a fragmented global order. The central 
question is therefore not only who bears the cost of mobility injustice, but whether global health systems are designed to 
function when mobility gets constrained. The geographic concentration of global health convenings and institutions far 
from the communities whose challenges they seek to address, and in contexts where key actors cannot participate due 
to visa barriers is no longer defensible; especially at a time when the world is calling for a new global health architecture. 
Without concrete changes in training, governance, and resource allocation, global health will remain constrained by mobil-
ity systems it has failed to confront. The time for confrontation is now.
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