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Abstract
Current approaches to health system resilience tend to prioritize system-level outcomes (e.g. functionality) while overlooking 
key underlying social processes, contexts, and power-laden interactions through which resilience is produced. When 
community resilience is subsumed under health system resilience, without attending to distinct contextual factors, it can 
lead to fragmented approaches or maladaptive outcomes that misalign with the resilience of communities. Therefore, 
resilience approaches need to include additional methods that incorporate analyses of power structures and context. We 
propose intersectionality theory as a methodological lens to investigate the underlying social processes and power 
dynamics that shape community resilience and health system resilience interactions. An intersectionality approach 
prompts researchers to distinguish how resilience capacity is derived through the involvement of community actors, their 
unique intersecting social identities, and their lived experiences. Including an intersectional lens in resilience approaches 
provides researchers with the tools to identify points of practical constraints that arise at the intersection of communities 
and health systems, with particular attention on the burdens that are placed on community actors.

Keywords health system resilience, community, social justice

Key messages

Methodological Gap
• Resilience approaches are being increasingly adopted for 

capacity building in health systems and communities. 
While interrelated, community resilience is not synonymous 
with health system resilience. Current approaches tend to 
focus on system-level outcomes, while failing to capture 
the complex social processes and interactions through 
which resilience is produced at the community level.

• In practice, this leads to a reliance on the community 
without providing adequate support or resources. 
Further, there exists little methodological guidance on 
how to capture the complex interaction between commu
nity and health system resilience. We propose intersec
tionality theory as methodological lens to navigate 
practical and equity-related resilience challenges that 
emerge between communities and health systems.

Methodological development
• Intersectionality draws specific attention to power dy

namics and contextual realities. Methodologically,    

intersectionality theory prompts researchers to distin
guish how resilience capacity emerges through the in
volvement of community actors, their unique 
intersecting social identities, and their lived experiences. 
Developing resilience methodologies to incorporate ana
lyses of power and context reveals how and why resilience 
capacities are developed, for whom, and under what 
conditions.
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This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted reuse, distribution, 
and reproduction in any medium, provided the original work is properly cited.

Introduction
Health system resilience (HSR) has become an increasingly 
prominent focus in global health discussions. However, any 
meaningful discussion of resilience must begin with a clear sense 
of who constitutes the health system and how different actors 
contribute to its capacities. Kruk et al. (2015) defined HSR as 
‘the capacity of health actors, institutions, and populations to 
prepare for and effectively respond to crises; maintain core func
tions when a crisis hits; and, informed by lessons learned during 
the crisis, reorganize if conditions require it’. The resilience of 
health systems can then be appropriately characterized by their 
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connectivity between and within other complex subsystems, in
cluding communities (Karamagi et al. 2022, Witter et al. 2023, 
Copeland et al. 2023).

It follows, therefore, that many conceptualizations of HSR 
encompass community resilience (CR), focusing on multiple 
actors and domains beyond the formal health sector 
(Alameddine et al. 2019, South et al. 2021, World Health 
Organization 2022, Than et al. 2024). These include informal 
health actors such as individuals, communities, families, local 
organizations, and alternative providers who are not institu
tionally or formally regulated but still provide and influence 
care (Aldrich and Meyer 2015, Saulnier et al. 2021 , Grimm 
et al. 2022, Chumo et al. 2023, Kwamie et al. 2024). Here, 
this framing is used heuristically, as distinctions between for
mal and informal actors are context-specific and vary across 
settings. These actors contribute essential support, local 
knowledge, and social cohesion and can self-mobilize in re
sponse to acute shocks and everyday stressors (Jewett et al. 
2021, Chumo et al. 2023, Shirleyana et al. 2023). Thus, CR re
search within the context of health systems has important im
plications for the effectiveness and adaptability of healthcare 
services (Bhandari and Alonge 2020).

While HSR and CR are interrelated, the resilience of the health 
system is not synonymous with the resilience of the community. 
Current approaches to HSR tend to prioritize system-level out
comes (e.g. functionality) while overlooking underlying social 
processes, contexts, and power-laden interactions through 
which resilience is produced (Chaplin et al. 2019, 
Ramcilovic-Suominen and Kotilainen 2020). These factors are 
critical to understanding the diverse community conditions 
that resilience measures need to translate into and how various 
actors involved enact resilience capacities and to avoid uninten
tionally shifting burdens to marginalized or vulnerable actors 
(Garcia et al. 2022, Blaas et al. 2025). This presents a methodo
logical challenge, as there is limited guidance on how to capture 
the complex interactions and relationships linking HSR and CR.

We offer intersectionality theory as a methodological lens for 
considering the practical and equity-related resilience chal
lenges that emerge between communities and health systems. 
Intersectionality draws specific attention to how overlapping so
cial systems (e.g. sexism or racism) and different socio- 
demographic identities (e.g. race, gender, class, sexuality, or abil
ity) interact to shape an individual’s experience of the world 
(Hankivsky et al. 2014, Bauer and Scheim 2019). The theory fur
ther explains why some individuals, given the culmination of 
their social identities, might experience compounded vulnerabil
ities that impact their health. In this methodological musing, we 
suggest that intersectionality theory can advance resilience ap
proaches by illuminating the practical challenges that occur at 
the interface between CR and HSR. Grounded in a relational 
understanding of power, intersectionality theory contextualizes 
how community actors generate capacity for HSR, in relation 
to their intersecting social identities, and interactions within 
broader systemic conditions. In the following sections, we first 
examine the practical challenges of resilience that occur be
tween community and health systems, followed by a discussion 
of how resilience is differentially constructed and experienced, 
which prompts the need to further develop current resilience 
methodologies. We then consider how intersectionality, both 
as a theory and a method, can usefully expose the power 

dynamics and capacity inequalities embedded within commu
nity and HSR approaches.

The practical challenges of 
resilience in communities and 
health systems
A challenge in translating resilience strategies into practice is 
that they can often rely on community actors without accounting 
for the conditions under which they contribute. HSR has been cri
tiqued for assuming systems and communities have a standard 
baseline capacity—not considering the influence existing in
equalities—which may unintentionally shift burdens to marginal
ized or vulnerable actors (Bhandari and Alonge 2020, Witter et al. 
2023, Saulnier and Topp 2024, Blanchet 2025). For example, re
silience discourses can miss systemic vulnerabilities by celebrat
ing CR while neglecting the structural conditions that necessitate 
it or allow health systems to rely on it (Poland et al. 2021). Kaika 
(2017) highlights this from Tracie Washington’s campaign, ‘Stop 
calling me resilient’, to illustrate how celebrating communities 
for their ability to endure, respond to, or bounce back from 
shocks can obscure the deeper systemic drivers that create or 
sustain their vulnerability. Similarly, Saulnier and Topp (2024) il
lustrate how a strategy aimed at increasing adaptive capacity by 
expanding the health workforce to include a broader range of 
community health workers (CHWs) can increase HSR. However, 
the authors note that while this strategy may strengthen HSR, 
it often does so at the expense of CHWs, impacting their well- 
being (emotional and physical) and drawing on their personal re
sources (time and money) and capacities (Ballard et al. 2022, 
Salve et al. 2023, Saulnier and Topp 2024). Such outcomes only 
indicate that the system is functioning, but they do not show 
how it achieves this function, and more critically, at whose ex
pense (Witter et al. 2023). Consequently, community actors 
who operate at the interface between formal and informal struc
tures tend to mediate this tension (Odii et al. 2024).

Methodologies also need to better account for how resilience 
is enacted in practice. More specifically, who enacts resilience. 
This requires an understanding of power dynamics, which essen
tially determine responsibility arrangements for care, and how 
actors can access resources or participate in decision-making 
(Chaplin et al. 2019, Blanchet 2025). For example, during the 
2014 Ebola outbreak, the deployment of formal (i.e. institutional
ly regulated) and informal (i.e. non-mandated) CHWs was seen to 
be effective in bolstering HSR and increasing community access 
to services (Miller et al. 2018). In that response, both informal and 
formal CHWs promoted early disease detection, extended access 
to health services, and communicated critical health information 
in a culturally sensitive manner (Miller et al. 2018, Ballard et al. 
2022). Both CHWs were positioned within the community in 
such a way that they were able to extend services and provide 
key epidemiological and contextual information back to the for
mal health system. In many communities, families would also 
first seek out trusted community members (such as informal 
CHWs) before reporting to a formal health facility (Miller et al. 
2018). However, most informal CHWs received little or less access 
to training and were either unpaid or received lower wages than 
formal CHWs (Miller et al. 2018, Ballard et al. 2022). Similarly, 
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many informal CHWs—who were women from lower socio- 
economic backgrounds—expressed that this weak link with the 
formal health system contributed to power imbalances and a 
lack of respect from formal CHWs (Miller et al. 2018, Ballard 
et al. 2022).

In other crisis settings, a similar pattern can be seen where 
community actors mediate health system gaps. For example, 
during South Africa’s COVID-19 response, the Community 
Action Network (CAN) emerged as a self-organized, 
community-led action group that provided essential care often 
when the state was unable to or limited capacity to intervene 
(van Ryneveld et al. 2020). Community networks such as this 
have been identified as a key mechanism to enhance capacity 
in HSR and CR, as well as contribute to learning and knowledge 
sharing in crises (Aldrich and Meyer 2015, Patel et al. 2017, 
Güngör and Elburz 2024, Odii et al. 2024). The local focus of 
the CANs enabled the network actors to identify specific socio- 
economic vulnerabilities, such as food insecurity, and extend 
neighbourhood-based non-medical support (van Ryneveld 
et al. 2024). While the CANs formed ‘boundary-spanning’ rela
tionships with health system actors, they received little recogni
tion or material support (van Ryneveld et al. 2020). This placed 
additional care responsibilities onto CAN actors, some of whom 
are from vulnerable groups, without the necessary structural 
support (recognition or resources) from the state (van 
Ryneveld et al. 2024). The CANs mediated the gap between for
mal and informal care structures by taking on additional respon
sibilities to provide vital community-specific support. Both 
examples, the Ebola CHWs and CANs, show how community ac
tors are necessary for resilience capacities, but also the negative 
consequences that can occur without explicit consideration of 
power relations. As the literature on CR has been extended to 
promote adaptive health systems, so has the responsibility for 
contributing to resilience capacities onto a broader set of actors 
(Blanchet 2025). This shift creates a need for resilience method
ologies that can support the capacities of these actors, while 
avoiding undue burdens.

Rethinking the interface between 
communities and health systems
Resilience approaches are being increasingly adopted for cap
acity building in health systems and communities (Blanchet 
2025). However, challenges remain in how resilience transitions 
from conceptualization to practice (Doorn 2017, Sanne et al. 
2021, Grimm et al. 2022). The examples above demonstrate the 
complexities that arise in translating resilience approaches into 
real-world practice, as well as the significance of the relationship 
between HSR and CR. Naturally, then, the increasingly recog
nized contributions of community actors, such as informal health 
actors (i.e. CHWs or grassroots networks), prompt a practical and 
conceptual discussion on integrating them into health systems 
formally (Kumah 2022). However, when the resilience of commu
nities is subsumed under HSR, without attending to contextual 
realities (i.e. distinct community vulnerabilities, or diverse actor 
participation), it can lead to fragmented approaches that mis
align with the realities of communities. As demonstrated by the 
examples above, in practice, this may result in maladaptive out
comes or reproduce exploitative relationships, where 

community capacity is relied upon to compensate for systemic 
deficiencies or where vulnerable actors shoulder additional 
responsibilities.

Attending to differences in HSR and CR means being respon
sive to the way context influences the capacities of communi
ties and health systems. These contextual factors (i.e. 
cultural, social, political, and environmental elements) shape 
the capacities of systems and community actors to manage 
changing conditions, which necessitates resilience strategies 
that can adapt to diverse contexts (Ramcilovic-Suominen and 
Kotilainen 2020). For example, while the threat of COVID-19 
was shared across the globe, the impact of it differed between 
and across communities. Long-standing inequities were made 
evident by disproportionate infection and death rates, and un
equal access to healthcare, particularly in marginalized com
munities and vulnerable populations (Witter et al. 2023, Frey 
et al. 2024). Community vulnerabilities and their underlying 
causes impact actor capacities to respond to various shocks 
and stressors (Chaplin et al. 2019). Structural vulnerability pat
terns also stem from historical and contemporary patterns of 
power (Garcia et al. 2022). As demonstrated, these power rela
tions contribute to the degree of influence, priority, accessibil
ity, and visibility specific actors have or do not have (Garcia 
et al. 2022, Blaas et al. 2025). Developing resilience methodolo
gies to incorporate analyses of power and context is needed to 
reveal how and why resilience capacities are developed, for 
whom, and under what conditions (Cutter 2016, Garcia et al. 
2022, Witter et al. 2023, Topp 2024).

Advancing resilience 
methodologies with 
intersectionality theory
Intersectionality theory offers resilience researchers a methodo
logical entry point to reveal, analyse, and ultimately challenge 
the structural conditions that create or uphold different forms 
of marginalization and privilege. As articulated within the core 
framework of intersectionality, structural advantages and disad
vantages are often co-produced, just as resilience for some 
comes at the cost of or constraints for others (Doorn et al. 
2019, Misra et al. 2021, Saulnier and Topp 2024). Intersectional 
methodological approaches focus on several key tenets to exam
ine power structures, including relationality, complexity, context, 
and oppression (Misra et al. 2021). This orientation is particularly 
effective for resilience research as it directly responds to the 
methodological gap outlined earlier.

An intersectionality approach prompts researchers to distin
guish how resilience capacity is derived through the involvement 
of community actors, their unique intersecting social identities, 
and their lived experiences. This situates resilience not as a neu
tral capacity, but as one that is relational. As previously outlined, 
while there is often a mutually reinforcing relationship between 
CR and HSR, this dynamic is not inherently reciprocal (i.e. system 
functioning does not always equal resilience in communities or 
positive outcomes for all actors involved). This one-size-fits-all 
approach exemplifies the intersectionality theory category of 
‘single axis’ logic, where outcomes (i.e. ‘the system is function
ing’) are viewed in isolation from the intersecting social position 
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and structural conditions that shape how resilience capacities 
are enacted by different actors (Cho et al. 2013).

Intersectionality embraces complexity and resists ‘flattening’ 
actor identities or generalizing community actors into monolithic 
categories. Intersectional scholars would refer to this flattening 
as ‘additive’ thinking, whereby identities are framed as separate 
variables that can be ‘added’ together to predict privilege or dis
advantage (Hankivsky et al. 2014, Misra et al. 2021). Instead, an 
intersectional analysis would examine identities multiplicatively, 
treating them as mutually constitutive, with experiences shaped 
through their interrelated interactions and context-specific con
ditions (Hankivsky et al. 2014, Misra et al. 2021). 
Methodologically, this prompts researchers to ask how categor
ies of difference are interconnected and what practical adjust
ments need to be made to attend to them. For example, in the 
CHW case, how formal and informal health actors, their social 
identities, intersect with structural conditions, such as access 
to resources, decision-making power and recognition for their 
contributions (Atewologun 2018, Abrams et al. 2020, Boston 
et al. 2024). This approach reveals disparate capacity dynamics 
by attending to actor positionality in relation to the health sys
tem, thereby avoiding the flattening of identities and drawing at
tention to how resilience capacities are shaped within a specific 
context. It also provides researchers with the tools to identify 
points of practical constraints that arise, particularly those 
placed on participating actors, and, importantly, to have a clear
er understanding of what is needed to design more equitable re
silience strategies.

The strength of intersectionality in resilience lies in its versa
tility, as it can be applied to any given method. A diverse range 
of disciplines has leveraged it as guiding theory and framework 
to challenge conventional or traditional research approaches 
(Kelly et al. 2021). Contemporary uses of intersectionality have 
expanded the theory beyond identity categories to apply it to 
processes and structures (Bauer 2014, Homan et al. 2021). 
Additionally, intersectional methodological approaches encour
age data collection, analysis, and presentation in ways that 
make visible how multiple, interlocking social identities are situ
ated in relation to socio-economic factors (Bowleg 2012). It has 
been incorporated across qualitative and quantitative methods 
to inform all stages of the research process, from conceptualiza
tion to design, data collection, analysis, and interpretation 
(Bauer 2014, Atewologun 2018, Abrams et al. 2020, Misra et al. 
2021, Chisty et al. 2021).

A study conducted by Chisty et al. (2021) provides an illustra
tive example of how intersectionality theory can be applied 
methodologically. The authors use intersectionality to examine 
how the interplay of social identities shapes community vulner
abilities and resilience to flood-related events in Bangladesh. 
Their main goal was to demonstrate the importance of employ
ing an intersectional disaster resilience approach (Chisty et al. 
2021). They use a qualitative study design, to collect data on par
ticipants’ socio-demographic conditions and intersectional char
acteristics. Their findings revealed how social identities 
(particularly marginalized identities, such as being both female 
and disabled) intersect with structural conditions to create 
heightened vulnerability during disasters (Chisty et al. 2021). 
The authors connected intersectional characteristics across vari
ous vulnerability categories (social, environmental, economic, 
cultural, and physical) to illustrate where risks are distributed 

across the community. Not only were they able to identify where 
risks and disparities occurred in the community, but they also 
mapped why they were produced and how resilience strategies 
can specifically account for them. Overall, through an intersec
tional methodological approach, they gained a deeper context
ual understanding necessary to develop effective and 
community-responsive disaster resilience strategies.

As demonstrated, while communities are critical drivers of 
HSR, they often fill gaps in healthcare delivery while navigating 
systemic deficiencies (Bhandari and Alonge 2020, Chumo et al. 
2023, Shirleyana et al. 2023, Witter et al. 2023, Than et al. 
2024). Intersectionality theory focuses on ‘centring the margins’, 
by bringing attention to the experiences of marginalized and vul
nerable groups that are often overlooked in dominant paradigms 
(Homan et al. 2021). This means interrogating the influences on 
community capacity from a variety of mechanisms, including dif
ferential access to resources (e.g. decision-making or health serv
ices) and increased exposure to health risks (e.g. social stressors, 
chronic deprivation, discrimination) (Homan et al. 2021). This ap
proach also incorporates the lived reality of communities and ac
tors within the broader socio-political contexts, historical 
structural processes, and oppression (Atewologun 2018, 
Homan et al. 2021). Ultimately, this would advance resilience 
methodologies to more readily be able to prevent burdening vul
nerable actors, as well as creating structural mechanisms to sup
port their participation.

Conclusion
Kimberlé Crenshaw introduced intersectionality as an approach 
that highlights where ‘power comes and collides, where it inter
locks and intersects’ (Columbia Law School 2017). Inequalities 
arise from the complex and interconnected interactions of social, 
economic, political, and environmental systems operating across 
multiple scales, which produce and reinforce uneven access to 
resources, opportunities, and power. As inequalities are not ex
perienced uniformly, neither is resilience. The relational and con
textual nature of resilience requires methodological approaches 
that accommodate and attend to differences. Not doing so risks 
reproducing extractive relationships, relying on community la
bour and adaptive capacity to compensate for chronic systemic 
failures. Our contribution addresses this gap by offering a meth
odological approach, intersectionality theory, that illuminates 
the complexities of resilience that occur in practice, using the re
lationship between communities and health systems as a site of 
exploration.

Intersectionality highlights how and why vulnerability man
ifests heterogeneously across communities and actors. 
Methodologically, it helps researchers understand who bears 
the burden of enacting resilience, under what conditions, 
and with what consequences. By applying this approach, par
ticularly at the interface of CR and HSR, researchers can move 
beyond one-size-fits-all models to foreground resilience prac
tices that are adaptive to context and aware of the influence 
of power relations. Intersectionality would enable resilience 
strategies to better account for the distinctiveness of these 
communities and how to support varying capacities, as well 
as to interrogate the structures and histories that shape resili
ence outcomes.

Health Policy and Planning, 2026, Volume 41, Issue 3                                                                                                                                                                                                509
D

ow
nloaded from

 https://academ
ic.oup.com

/heapol/article/41/3/506/8428694 by TU
 D

elft Library user on 17 M
arch 2026



Acknowledgements
This article was written as part of J.R.’s doctoral study, with the 
support of S.C., S.H.-K., and N.D. We would also like to thank our 
contact that was involved in the Community Action Network for 
bringing the network to our attention and for generously sharing 
their reflections on their time within it.

Author contributions
J.R.: conception, literature search, analysis and interpretation of 
concepts, idea generation and discussion of findings, writing, re
view, and approval of final manuscript; S.C.: conception, litera
ture search, analysis and interpretation of concepts, idea 
generation and discussion of findings, review, and approval of fi
nal manuscript; S.H.K.: conception, analysis and interpretation of 
concepts, idea generation and discussion of findings, review, and 
approval of final manuscript; N.D.: analysis and interpretation of 
concepts, review, and approval of final manuscript.

Conflicts of interest
None declared.

Ethical approval
Ethical approval for this type of study is not required by our insti
tute as this manuscript does not report on empirical work on hu
man subjects or animals.

Funding
This work was supported through internal funding as part of a 
PhD position at the Delft University of Technology.

Data availability
No new data were generated or analysed in this research.

Reflexivity statement
The authorship team is diverse in terms of nationality, seniority, 
and disciplinary backgrounds. Our team is composed of four 
women at various career stages with the first author as a junior 
researcher. The authors represent a range of nationalities—two 
from HICs and two from LMICs—and have diverse experiences 
in topics such as global health, public health, ethics, philosophy, 
justice, health policy, and resilience domains.

References
Abrams JA, Tabaac A, Jung S et al. Considerations for employing 

intersectionality in qualitative health research. Soc Sci Med 
2020;258:113138. https://doi.org/10.1016/j.socscimed.2020. 
113138

Alameddine M, Fouad FM, Diaconu K et al. Resilience capacities 
of health systems: accommodating the needs of Palestinian 
refugees from Syria. Soc Sci Med 2019;220:22–30. https://doi. 
org/10.1016/j.socscimed.2018.10.018

Aldrich DP, Meyer MA. Social capital and community resilience. 
Am Behav Sci 2015;59:254–69. https://doi.org/10.1177/ 
0002764214550299

Atewologun D. Intersectionality theory and practice. Oxford Res 
Encycl Busin Manag 2018 https://doi.org/10.1093/acrefore/ 
9780190224851.013.48

Ballard M, Johnson A, Mwanza I et al. Community health workers 
in pandemics: evidence and investment implications. Glob 
Health Sci Pract 2022;10:e2100648. https://doi.org/10.9745/ 
GHSP-D-21-00648

Bauer GR. Incorporating intersectionality theory into population 
health research methodology: challenges and the potential to 
advance health equity. Soc Sci Med 2014;110:10–7. https://doi. 
org/10.1016/j.socscimed.2014.03.022

Bauer GR, Scheim AI. Methods for analytic intercategorical inter
sectionality in quantitative research: discrimination as a me
diator of health inequalities. Soc Sci Med 2019;226:236–45. 
https://doi.org/10.1016/j.socscimed.2018.12.015

Bhandari S, Alonge O. Measuring the resilience of health systems 
in low- and middle-income countries: a focus on community 
resilience. Health Res Policy Syst 2020;18:81. https://doi.org/ 
10.1186/s12961-020-00594-w

Blaas C, Salazar M, Saulnier DD. The power to prioritize the 
health system resilience agenda: a review of global strategies 
and guidelines. SSM—Health Syst 2025;5:100148. https://doi. 
org/10.1016/j.ssmhs.2025.100148

Blanchet K (ed.) (2025) Health System Resilience: Understanding 
Complex Adaptive Systems. Cambridge: MIT Press.

Boston M, Bernie D, Brogden L et al. Community resilience: a 
multidisciplinary exploration for inclusive strategies and scal
able solutions. Resil Cities Struct 2024;3:114–30. https://doi. 
org/10.1016/j.rcns.2024.03.005

Bowleg L. The problem with the phrase women and minorities: 
intersectionality—an important theoretical framework for 
public health. Am J Public Health 2012;102:1267–73. https:// 
doi.org/10.2105/AJPH.2012.300750

Chaplin D, Twigg J, Lovell E. 2019. Intersectional Approaches to 
Vulnerability Reduction and Resilience Building. Resilience 
Intel. London: ODI, BRACED. 2019, p. 1–35. https://odi.org/ 
en/publications/intersectional-approaches-to-vulnerability- 
reduction-and-resilience-building/

Chisty MA, Dola SE, Khan NA et al. Intersectionality, vulnerability 
and resilience: why it is important to review the diversifica
tions within groups at risk to achieve a resilient community. 
Cont Resil Rev 2021;3:119–31. https://doi.org/10.1108/CRR- 
03-2021-0007

Cho S, Crenshaw KW, McCall L. Toward a field of intersectionality 
studies: theory, applications, and praxis. Signs: J Women Cult 
Soc 2013;38:785–810. https://doi.org/10.1086/669608

Chumo I, Kabaria C, Shankland A et al. Complementarity of for
mal and informal actors and their networks in support of vul
nerable populations in informal settlements: governance 
diaries approach. Front Public Health 2023;10:1043602. 
https://doi.org/10.3389/fpubh.2022.1043602

Columbia Law School. Kimberlé Crenshaw on Intersectionality, 
More than Two Decades Later. Columbia Law. 2017. https:// 

510                                                                                                                                                                                                Health Policy and Planning, 2026, Volume 41, Issue 3

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/article/41/3/506/8428694 by TU

 D
elft Library user on 17 M

arch 2026

https://doi.org/10.1016/j.socscimed.2020.113138
https://doi.org/10.1016/j.socscimed.2020.113138
https://doi.org/10.1016/j.socscimed.2018.10.018
https://doi.org/10.1016/j.socscimed.2018.10.018
https://doi.org/10.1177/0002764214550299
https://doi.org/10.1177/0002764214550299
https://doi.org/10.1093/acrefore/9780190224851.013.48
https://doi.org/10.1093/acrefore/9780190224851.013.48
https://doi.org/10.9745/GHSP-D-21-00648
https://doi.org/10.9745/GHSP-D-21-00648
https://doi.org/10.1016/j.socscimed.2014.03.022
https://doi.org/10.1016/j.socscimed.2014.03.022
https://doi.org/10.1016/j.socscimed.2018.12.015
https://doi.org/10.1186/s12961-020-00594-w
https://doi.org/10.1186/s12961-020-00594-w
https://doi.org/10.1016/j.ssmhs.2025.100148
https://doi.org/10.1016/j.ssmhs.2025.100148
https://doi.org/10.1016/j.rcns.2024.03.005
https://doi.org/10.1016/j.rcns.2024.03.005
https://doi.org/10.2105/AJPH.2012.300750
https://doi.org/10.2105/AJPH.2012.300750
https://odi.org/en/publications/intersectional-approaches-to-vulnerability-reduction-and-resilience-building/
https://odi.org/en/publications/intersectional-approaches-to-vulnerability-reduction-and-resilience-building/
https://odi.org/en/publications/intersectional-approaches-to-vulnerability-reduction-and-resilience-building/
https://doi.org/10.1108/CRR-03-2021-0007
https://doi.org/10.1108/CRR-03-2021-0007
https://doi.org/10.1086/669608
https://doi.org/10.3389/fpubh.2022.1043602
https://www.law.columbia.edu/news/archive/kimberle-crenshaw-intersectionality-more-two-decades-later


www.law.columbia.edu/news/archive/kimberle-crenshaw- 
intersectionality-more-two-decades-later (29 May 2025, date 
last accessed).

Copeland S, Hinrichs-Krapels S, Fecondo F et al. A resilience view 
on health system resilience: a scoping review of empirical 
studies and reviews. BMC Health Serv Res 2023;23:1297. 
https://doi.org/10.1186/s12913-023-10022-8

Cutter SL. Resilience to what? Resilience for whom? Geogr J 
2016;182:110–3. https://doi.org/10.1111/geoj.12174

Doorn N. Resilience indicators: opportunities for including dis
tributive justice concerns in disaster management. J Risk 
Res 2017;20:711–31. https://doi.org/10.1080/13669877.2015. 
1100662

Doorn N, Gardoni P, Murphy C. A multidisciplinary definition and 
evaluation of resilience: the role of social justice in defining 
resilience. Sustain Resilient Infrastruct 2019;4:112–23. 
https://doi.org/10.1080/23789689.2018.1428162

Frey A, Tilstra AM, Verhagen MD. Inequalities in healthcare use 
during the COVID-19 pandemic. Nat Commun 2024;15:1894. 
https://doi.org/10.1038/s41467-024-45720-2

Garcia A, Gonda N, Atkins E et al. Power in resilience and resilien
ce’s power in climate change scholarship. WIREs Clim Change 
2022;13:e762. https://doi.org/10.1002/wcc.762

Grimm PY, Oliver S, Merten S et al. Enhancing the understanding 
of resilience in health systems of low- and middle-income 
countries: a qualitative evidence synthesis. Int J Health 
Policy Manag 2022;11:899–911. https://doi.org/10.34172/ 
ijhpm.2020.261

Güngör M, Elburz Z. Beyond boundaries: what makes a commu
nity resilient? A systematic review. Int J Disaster Risk Reduct 
2024;108:104552. https://doi.org/10.1016/j.ijdrr.2024.104552

Hankivsky O, Grace D, Hunting G et al. An intersectionality-based 
policy analysis framework: critical reflections on a method
ology for advancing equity. Int J Equity Health 2014;13:119. 
https://doi.org/10.1186/s12939-014-0119-x

Homan P, Brown TH, King B. Structural intersectionality as a new 
direction for health disparities research. J Health Soc Behav 
2021;62:350–70. https://doi.org/10.1177/00221465211032947

Jewett RL, Mah SM, Howell N et al. Social cohesion and commu
nity resilience during COVID-19 and pandemics: a rapid scop
ing review to inform the united nations research roadmap for 
COVID-19 recovery. Int J Health Serv 2021;51:325–36. https:// 
doi.org/10.1177/0020731421997092

Kaika M. “Don’t call me resilient again!”: the new urban agenda 
as immunology … or … what happens when communities re
fuse to be vaccinated with “smart cities” and indicators. 
Environ Urban 2017;29:89–102. https://doi.org/10.1177/ 
0956247816684763

Karamagi HC, Titi-Ofei R, Kipruto HK et al. On the resilience of 
health systems: a methodological exploration across coun
tries in the WHO African region. PLoS One 2022;17:e0261904. 
https://doi.org/10.1371/journal.pone.0261904

Kelly C, Kasperavicius D, Duncan D et al. “Doing” or “using” inter
sectionality? Opportunities and challenges in incorporating 
intersectionality into knowledge translation theory and prac
tice. Int J Equity Health 2021;20:187. https://doi.org/10.1186/ 
s12939-021-01509-z

Kruk ME, Myers M, Varpilah ST et al. What is a resilient health sys
tem? Lessons from ebola. The Lancet 2015;385:1910–2. 
https://doi.org/10.1016/S0140-6736(15)60755-3

Kumah E. The informal healthcare providers and universal health 
coverage in low and middle-income countries. Global Health 
2022;18:45. https://doi.org/10.1186/s12992-022-00839-z

Kwamie A, Causevic S, Tomson G et al. Prepared for the polycri
sis? The need for complexity science and systems thinking to 
address global and national evidence gaps. BMJ Glob Health 
2024;9:e014887. https://doi.org/10.1136/bmjgh-2023-014887

Miller NP, Milsom P, Johnson G et al. Community health workers 
during the ebola outbreak in Guinea, Liberia, and Sierra 
Leone. J Glob Health 2018;8:020601. https://doi.org/10.7189/ 
jogh.08.020601

Misra J, Vaughan Curington C, Green VM. Methods of intersection
al research. Sociol Spectr 2021;41:9–28. https://doi.org/10. 
1080/02732173.2020.1791772

Odii A, Etiaba E, Onwujekwe O. Examining the roles and relation
ships of actors in community health systems in Nigeria 
through the Lens of the expanded health systems framework. 
BMJ Glob Health 2024;9:e014610. https://doi.org/10.1136/ 
bmjgh-2023-014610

Patel SS, Rogers MB, Amlôt R et al. What do we mean by “com
munity resilience”? A systematic literature review of how it 
is defined in the literature. PLoS Curr 2017;9:1–11. https:// 
doi.org/10.1371/currents.dis. 
db775aff25efc5ac4f0660ad9c9f7db2

Poland B, Gloger A, Morgan GT et al. A connected community ap
proach: citizens and formal institutions working together to 
build community-centred resilience. Int J Environ Res Public 
Health 2021;18:10175. https://doi.org/10.3390/ijerph18191 
0175

Ramcilovic-Suominen S, Kotilainen J. Power relations in commu
nity resilience and politics of shifting cultivation in laos. For 
Policy Econ 2020;115:102159. https://doi.org/10.1016/j. 
forpol.2020.102159

Salve S, Raven J, Das P et al. Community health workers and 
COVID-19: cross-country evidence on their roles, experiences, 
challenges and adaptive strategies. PLOS Glob Public Health 
2023;3:e0001447. https://doi.org/10.1371/journal.pgph.00014 
47

Sanne JM, Ekholm HM, Rahmberg M. Contextualizing resilience 
indicators—comparable across organizations yet specific to 
context. J Risk Res 2021;24:1652–67. https://doi.org/10.1080/ 
13669877.2021.1913632

Saulnier DD, Blanchet K, Canila C et al. A health systems resili
ence research agenda: moving from concept to practice. 
BMJ Glob Health 2021;6:e006779. https://doi.org/10.1136/ 
bmjgh-2021-006779

Saulnier DD, Topp SM. We need to talk about “bad” resilience. 
BMJ Glob Health 2024;9:e014041. https://doi.org/10.1136/ 
bmjgh-2023-014041

Shirleyana S, Hawkin S, Yosia Sunindijo R et al. The critical role of 
community networks in building everyday resilience - insights 
from the urban villages of Surabaya. Int J Disaster Risk Reduct 
2023;98. https://doi.org/10.1016/j.ijdrr.2023.104090

South J, Stansfield J, Amlôt R et al. Sustaining and strengthening 
community resilience throughout the COVID-19 pandemic 
and beyond. Perspect Public Health 2021;140:305–8. https:// 
doi.org/10.1177/1757913920949582

Than K, Bertone MP, La T et al. Assessing the role of non-state ac
tors in health service delivery and health system resilience in 

Health Policy and Planning, 2026, Volume 41, Issue 3                                                                                                                                                                                                511
D

ow
nloaded from

 https://academ
ic.oup.com

/heapol/article/41/3/506/8428694 by TU
 D

elft Library user on 17 M
arch 2026

https://www.law.columbia.edu/news/archive/kimberle-crenshaw-intersectionality-more-two-decades-later
https://www.law.columbia.edu/news/archive/kimberle-crenshaw-intersectionality-more-two-decades-later
https://doi.org/10.1186/s12913-023-10022-8
https://doi.org/10.1111/geoj.12174
https://doi.org/10.1080/13669877.2015.1100662
https://doi.org/10.1080/13669877.2015.1100662
https://doi.org/10.1080/23789689.2018.1428162
https://doi.org/10.1038/s41467-024-45720-2
https://doi.org/10.1002/wcc.762
https://doi.org/10.34172/ijhpm.2020.261
https://doi.org/10.34172/ijhpm.2020.261
https://doi.org/10.1016/j.ijdrr.2024.104552
https://doi.org/10.1186/s12939-014-0119-x
https://doi.org/10.1177/00221465211032947
https://doi.org/10.1177/0020731421997092
https://doi.org/10.1177/0020731421997092
https://doi.org/10.1177/0956247816684763
https://doi.org/10.1177/0956247816684763
https://doi.org/10.1371/journal.pone.0261904
https://doi.org/10.1186/s12939-021-01509-z
https://doi.org/10.1186/s12939-021-01509-z
https://doi.org/10.1016/S0140-6736(15)60755-3
https://doi.org/10.1186/s12992-022-00839-z
https://doi.org/10.1136/bmjgh-2023-014887
https://doi.org/10.7189/jogh.08.020601
https://doi.org/10.7189/jogh.08.020601
https://doi.org/10.1080/02732173.2020.1791772
https://doi.org/10.1080/02732173.2020.1791772
https://doi.org/10.1136/bmjgh-2023-014610
https://doi.org/10.1136/bmjgh-2023-014610
https://doi.org/10.1371/currents.dis.db775aff25efc5ac4f0660ad9c9f7db2
https://doi.org/10.1371/currents.dis.db775aff25efc5ac4f0660ad9c9f7db2
https://doi.org/10.1371/currents.dis.db775aff25efc5ac4f0660ad9c9f7db2
https://doi.org/10.3390/ijerph181910175
https://doi.org/10.3390/ijerph181910175
https://doi.org/10.1016/j.forpol.2020.102159
https://doi.org/10.1016/j.forpol.2020.102159
https://doi.org/10.1371/journal.pgph.0001447
https://doi.org/10.1371/journal.pgph.0001447
https://doi.org/10.1080/13669877.2021.1913632
https://doi.org/10.1080/13669877.2021.1913632
https://doi.org/10.1136/bmjgh-2021-006779
https://doi.org/10.1136/bmjgh-2021-006779
https://doi.org/10.1136/bmjgh-2023-014041
https://doi.org/10.1136/bmjgh-2023-014041
https://doi.org/10.1016/j.ijdrr.2023.104090
https://doi.org/10.1177/1757913920949582
https://doi.org/10.1177/1757913920949582


Myanmar. Int J Equity Health 2024;23:221. https://doi.org/10. 
1186/s12939-024-02292-3

Topp SM. Factors of power and equity: enhancing our health sys
tem resilience research frameworks comment on 
“Re-evaluating our knowledge of health system resilience 
during COVID-19: lessons from the first two years of the pan
demic”. Int J Health Policy Manag 2024;13:8606. https://doi. 
org/10.34172/ijhpm.8606

Van Ryneveld M, Schneider H, Brady L et al. Every loaf of bread is 
political—reflections on collective care responses to COVID-19 
in Cape Town. Soc Sci Med 2024;349:116881. https://doi.org/ 
10.1016/j.socscimed.2024.116881

van Ryneveld M, Whyle E, Brady L. What is COVID-19 teaching US 
about community health systems? A reflection from a rapid 
community-led mutual aid response in Cape Town, South 
Africa. Int J Health Policy Manag 2020;11:5–8. https://doi. 
org/10.34172/ijhpm.2020.167

Witter S, Thomas S, Topp SM et al. Health system resilience: a crit
ical review and reconceptualisation. Lancet Glob Health 2023; 
11:e1454–8. https://doi.org/10.1016/S2214-109X(23)00279-6

World Health Organization. Health Systems Resilience Toolkit: a 
wHO Global Public Health Good to Support Building and 
Strengthening of Sustainable Health Systems Resilience in 
Countries with various Contexts, 1st ed. Geneva: WHO, 2022.

512                                                                                                                                                                                                Health Policy and Planning, 2026, Volume 41, Issue 3

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/article/41/3/506/8428694 by TU

 D
elft Library user on 17 M

arch 2026

https://doi.org/10.1186/s12939-024-02292-3
https://doi.org/10.1186/s12939-024-02292-3
https://doi.org/10.34172/ijhpm.8606
https://doi.org/10.34172/ijhpm.8606
https://doi.org/10.1016/j.socscimed.2024.116881
https://doi.org/10.1016/j.socscimed.2024.116881
https://doi.org/10.34172/ijhpm.2020.167
https://doi.org/10.34172/ijhpm.2020.167
https://doi.org/10.1016/S2214-109X(23)00279-6

