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Abstract

Background: Global Health Partnerships (GHPs) play a crucial role in addressing health inequities and are
essential for advancing the Sustainable Development Goals. However, these partnerships often grapple with
historical disparities and power imbalances, particularly between North and South entities.

Methods: This study employed a critical interpretive synthesis to analyze peer-reviewed literature
published between 2010 and 2023, focusing on GHPs. A systematic scoping review was conducted across
six databases: Medline, Embase, PsycINFO, CINAHL, Web of Science, and Scopus, using keywords related to
global health and partnership evaluations. The selected articles were evaluated based on their relevance to
North-South partnerships.

Results: The analysis revealed significant variability in how GHPs were evaluated, with a predominant
focus on the operational aspects of Southern partners rather than equitable power dynamics. The literature
often highlighted the altruistic intentions of GHPs while neglecting the underlying structural inequities that
persist. Key themes identified included the importance of initial collaboration stages, governance
challenges, operational transparency, and the need for equitable resource distribution. Notably, the authors
associated with these studies were predominantly from the Global North, which may influence the framing
of partnership dynamics.

Conclusion: While GHPs have the potential to promote health equity, their effectiveness is often
undermined by persistent inequities in power and resource allocation. A more equitable approach is
necessary to ensure that GHPs genuinely address the needs of disadvantaged populations. Future research
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should emphasize critical power analyses and the incorporation of Southern perspectives in the evaluation
of GHPs.

Keywords: Global Health Partnerships, Health Equity, North-South Dynamics, Power Imbalance, Systematic
Review.

Received: 10 october 2023 Revised: 24 November 2023  Accepted: 08 December 2023

Introduction

Partnerships include the collaboration of two or more organizations working towards a shared
objective. Global health partnerships (GHPs) are extensively advocated as a means to enhance health
systems and attain the Sustainable Development Goals by supporting research, offering technical assistance
or service support, engaging in advocacy, or providing financing [1-4]. Funding methods of governmental,
corporate, and charitable entities often need or encourage them. These collaborations exist within
academic and professional domains that often include an idealistic commitment to human rights and the
promotion of equality [5, 6]. They encompass various types of 'partners’ (i.e., individuals or entities
constituting the partnership), including government agencies, non-governmental organizations (NGOs),
corporations, universities, professional associations, and philanthropic organizations—each perceiving the
potential advantages and necessity for GHPs in distinct manners. Although several exemplary GHPs exist,
they all grapple with the enduring consequences of historically inequitable North-South political and
economic relations. Significant economic and health disparities place North-South Global Health
Partnerships in a predicament of fundamentally unequal allocations of resources and authority [7,8].

Critical scholarship on Global Health Partnerships (GHPs) highlights the potential for exploitation and
harm, which may exacerbate the inequities they aim to address [9]. This occurs, for instance, by
disproportionately favoring the interests of more privileged partners, thereby straining the already limited
material and human resources of less privileged counterparts, or by perpetuating neocolonial power
dynamics within nations [10-12]. GHPs have generally channeled Northern resources, interests, and
priorities towards initiatives in the Global South [13,14]. Current Global Health Partnership models,
influenced by intricate colonial legacies, originated from post-World War II international institutions that
upheld "inter-colonial health systems" and typically entailed the transfer of personnel and health-related
resources from the North to the South, amidst significant overall Northward flows of extracted wealth. The
implementation of neoliberal economic reforms in the latter part of the twentieth century restructured the
global political economy by promoting unregulated 'free' markets, diminishing trade barriers, reducing
welfare states, and encouraging privatization, thus altering the terrain of global governance [15,16].
Interest in efficiency, efficacy, evidence, and assessment increased, leading to the establishment of new
multilateral financial mechanisms to direct Northern resources to Southern beneficiaries, often under
certain conditions. Partnerships continued to be a fundamental aspect of universities, NGOs, and
international organizations, often linked to government development aid or trade resources [17-19].

This flow of resources, typically characterized as 'beneficial,’ often conceals how partnerships may
perpetuate disparities in resources and power, eventually prioritizing the needs and interests of already
privileged partners over the communities they are intended to assist. Equity in global health is widely
recognized as essential for promoting the field's aspirational goals, yet the alignment of equity-seeking
intents with actionable outcomes remains challenging and uneven [18-20]. Understanding the intricate
sociopolitical, economic, and historical settings of GHPs involves a meticulous examination of how these
partnerships are characterized and evaluated to discern the presence of equitable concerns [21]. This
critical interpretative synthesis (CIS) used an equitable perspective to analyze the focal points of individuals
engaged in GHPs, particularly the elements, activities, processes, or results they deemed significant. This
review contributes to comprehensive mixed methods research designed to provide a practical, equity-
focused tool to assist those engaged in GHPs in addressing complex equity challenges.
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Methods

Our data collection was derived from a scoping examination of peer-reviewed literature published
between 2010 and 2023, indexed in six databases: Medline, Embase, PsycINFO, CINAHL, Web of Science,
and Scopus. The scoping study, specifics of which are published elsewhere [22], used search keywords
pertinent to global health and partnerships, including their evaluation, quality, and attributes. Articles were
evaluated based on inclusion and exclusion criteria, specifically picking those that directly pertained to a
North-South partnership evaluation rather than a project assessment. Partnerships between governments
were omitted.

Results

Methods for evaluating GHPs included qualitative techniques [23,24]; literature reviews [25,26]; mixed
methods [27]; realist syntheses and evaluations [28]; grounded theory [29,30]; social network analysis
[31]; and survey research using logistic regression [32]. Theoretical underpinnings, methodological
techniques, and participant involvement in a GHP exhibited considerable variability. Notably, while there
was a common emphasis on evaluating partnerships, stories more often highlighted the outcomes-based
performance of Global South partners rather than the operational aspects of the relationships themselves.

The authorship of articles intrigued us as an indicator of who is bestowed with power or accountability
for reporting on a GHP. Among the 29 articles analyzed, which included 152 authors with identifiable
primary geographic affiliations, 120 authors (79%) were associated with institutions in the global North—
specifically Canada [33-37]; Europe (Switzerland, Ireland, the United Kingdom, Germany, the Netherlands)
[30, 31, 38]; the United States [29, 33, 34, 36]; and Australia [38]. Conversely, 32 authors (21%) were
affiliated with institutions in the global South, including Kenya [40], Nepal [41], Rwanda [42], and Uganda
[43].

The situations around their GHPs

The portrayal of GHPs was significant to our research as it reveals the assumptions behind the
connections, structure, and nature of the partnership, as well as the authors' views of the validity and
purpose of GHPs [11, 12]. Authors exhibited considerable diversity in their framing of the function and
context of their GHPs. GHPs were often centered on specific themes related to research, capacity-building,
clinical, or healthcare issues. Although historical and political North-South dynamics were seldom analyzed
as significant factors in Global Health Policies (GHPs), they were often depicted as intricate and marked by
imbalances in power and resources, as noted in one article: “Relations between different actors with
varying degrees of power and influence.” The extent to which such disparities were elucidated also differed.
In several instances, Southern resource limitations manifested as an inexplicable absence of capability or
infrastructure [44]. Some participants specifically recognized global health disparities as significant factors
in their Global Health Programs (GHP) [32, 34, 35, 37], with some individuals asserting that addressing
these imbalances was fundamental to their GHP initiatives.

Our study highlighted three notable instances of equity-seeking evaluations or methodologies for
evaluating GHPs. Herrick et al. investigated the intricate 'binds' associated with GHPs in environments
characterized by significant discrepancies. The ethnographic study revealed that several participants
experienced a conflict between their conviction that collaboration was virtuous and their dismay at their
inability to implement the necessary adjustments in a resource-deficient environment. They finished their
study by juxtaposing the idealized perception of partnerships with the chaotic and inequitable reality of
Global Health Partnerships, which often permit or disregard significant structural disparities across
partners. Murphy et al. acknowledged inequities and detailed the comprehensive involvement of Southern
researchers and research users in creating a partnership evaluation framework centered on equity and
power [45]. Ridde and Capelle [23] positioned North-South Global Health Partnerships (GHPs) as a strategy
to tackle global equity issues, responding to the 10-90 gap, which denotes the disproportionate allocation
of 10% of research resources to challenges affecting 90% of the global population, and the necessity for
capacity building [23]. Their findings underscored the manifestation of disparities in GHPs, incorporating

838

https://reviewofconphil.com



remarks from Southern researcher interviewees regarding the propensity of Northern researchers to
'infantilize’ their Southern counterparts while accentuating the necessity of conducting work that bolsters
solutions required by collaborators in the South [23].

Global Health Partnerships (GHPs) were often depicted as intrinsically advantageous and altruistic,
with personnel and financial resources inevitably directed from the global North to projects implemented
in the global South. Leffers and Mitchell [46] started their grounded theory research by delineating nurses'
"extensive history of service to the global community," whereby nurses provide "direct nursing care to
individuals in global contexts or engage in faculty-led service-learning initiatives" in host environments.
The terms 'visiting nurses' and 'community host partners' are used without clarification of their identities
or origins, leading readers to conclude, towards the conclusion of the essay, that 'community host partners’
only pertained to Southern contexts.

Moreover, the influence of corporate power in GHPs was often accepted and legitimized, typically via
the support of the private sector's contribution to enhancing effectiveness in global health. Thiessen et al.
[42] supported corporate involvement in a GHP by arguing that “the rationale for collaboration is that the
private sector can attain superior efficiency through experience and innovative systems.” Issues associated
with public-private partnerships (PPP), including the possibility of conflicts of interest, were periodically
identified [47], although the validity of the PPP model remained unchallenged. An illustrative article
emphasizes the extractive sector's role in addressing maternal health issues in Papua New Guinea while
neglecting to address the sector's substantial profit extraction, as well as its contributions to extensive
environmental degradation, violence, and sexual violence.

Characteristics of GHPs

The examined characteristics of GHPs exhibited significant variability, including both informally or
qualitatively observed interpersonal and relationship dynamics, the attainment of measurable population
health indicators, and logistical reporting aspects (e.g., capacity to get financing in competitive situations).
The authors mostly focused on the advantages of GHPs. Numerous publications examined the literature on
partnership hazards or failures before transitioning to a success-oriented case study, with little focus on
issues, inconsistencies, or adverse outcomes. The majority of writers evaluated elements of partnership
processes (n =23), including decision-making and priority-setting, whereas a subset of these also examined
results (n = 8). All thirty publications exhibited a degree of focus on the interpersonal experience associated
with participation in GHPs. Numerous studies identified relationship elements, including mutual trust [28,
36, 37, 42, 45, 47], respect, and understanding [28, 36, 47], as fundamental to their conclusions. Certain
writers explicitly articulated the significance of cultivating personal ties and friendships in GHPs [28, 30,
39, 41]. In addition to the aforementioned relational dynamics, our analysis discerned five elements that
authors deemed essential to effective Global Health Partnerships (GHPs), warranting careful consideration
or evaluation (elaborated upon below): (a) initial stages of collaboration; (b) addressing decision-making,
procedural, or governance challenges; (c) overseeing the execution of GHP activities; (d) monitoring
performance and outcomes; and (e) focusing on inclusivity issues.

Initial stages of collaboration

Numerous writers identified the first stages of collaboration as important to the development of GHPs.
Authors emphasized the significance of establishing formal collaboration agreements, such as memoranda
of understanding, or strategic plans [28, 30, 34, 37, 48]. Numerous writers have articulated that the early
formation of common values, objectives, purpose, and vision within the partnership is fundamental [31, 33,
36, 39, 46, 48]. Numerous writers underscored the need for prioritization, accentuating the significance of
congruence between the goals of each Global Health Partnership (GHP) partner and local priorities
[28,29,30, 36, 38, 40,41,42, 47]. In some instances, this convergence was particularly seen between GHPs
and the national health plans of partners in the Global South [29]. In the realm of GHPs for research, one
study advocated for feasibility studies [39] during the partnership development phase to evaluate
stakeholders' interests, concerns, and readiness to engage in a research collaboration. Others addressed
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feasibility indirectly, emphasizing the need to secure sustainability and enough resources and finances to
facilitate the fundamental operations of a GHP.

Addressing challenges related to decision-making, procedural matters, or governance

The features highlighted in GHP evaluations that need addressing regularly pertain to governance
procedures, including decision-making, authority, and responsibility within partnerships. Herrick et al. [40]
characterized the governance and partnership processes of GHPs as intrinsically complex and rife with
inconsistencies. The historical transition in global health collaboration has evolved from concentrating on
particular infectious diseases to emphasizing good governance and partnerships, aimed at ensuring
accountability, empowerment, and responsibility among all parties involved. This partnership is perceived
as both a method and an objective for developing a more resilient health workforce in southern nations
while also providing advantages to northern (or increasingly southern) partners. They analyzed complex
dilemmas, or 'binds’, arising from the unequal allocation of resources between the global North and South,
observing that Northern funding policies and norms, constrained by budget limitations, resulted in
neglected contextual realities, restricted sustainability, and insufficient responsiveness to the needs of
Southern partners.

Overseeing operational facets of GHPs

Numerous publications evaluated or underscored the need to focus on the daily operational activities
of GHPs. Authors emphasized the significance of openness in routine communications [32, 55, 58] and in
resource allocation [28, 33, 47, 52, 54]. The authors focused on management techniques, including the
development of work plans with assessment and reporting methods [30, 42, 50, 57], as well as a clear
comprehension of daily goals [37]. Another significant operational concern highlighted by the authors was
the need for equitable and fair pay that acknowledges the efforts of personnel and collaborators. In
research, the authors highlighted the need for frank discourse around per diems for capacity-building
activities, revealing an unpleasant dilemma. They contended that while Southern partners could forfeit pay
to engage, their professional responsibilities for ongoing competence should incentivize involvement rather
than reliance on per diem expectations [40].

Certain writers emphasized the significance of financial responsibility and transparency [50]. Authors
in this and similar papers mostly concentrated on the beneficiaries of assistance (i.e., Southern partners),
suggesting a propensity for uneven examination of the results or performance of one group of partners.
Bruen et al. [50] provided valuable perspectives on accountability challenges in GHPs that include
interactions and individuals possessing differing levels of authority and influence.

Focusing on performance and effects

Partnership performance and effects were often reported imprecisely, without differentiation between
performance and benefits, as well as clear definitions of what constitutes 'success.' No uniform standards
or indicators of 'effective’ or 'successful' GHPs were discerned. Only one article [31] offered a clear
description of what constitutes a successful GHP, asserting that “we understand ‘performance’, ‘success,
and ‘effectiveness’ in terms of the problem-solving capacity of partnerships to address the issue they aim
to resolve.” Yarmoshuk et al. [46] contended that the examination of partnerships and their constraints
often lacks thoroughness. They scrutinized the validity of implementers authoring their GHPs due to
concerns regarding conflicts of interest and positivity biases prevalent in academic literature, particularly
in a period marked by a notable rise in the use of positive descriptors such as "innovative" in scholarly
articles, likely driven by the pressures of publication and the necessity to promote outcomes. Although a
universal definition of success did not materialize, the literature often suggested that 'success' encompasses
advantages for people, organizations, and communities, while providing insights into the effective
functioning of GHPs. The majority of publications highlighted challenges, conflicts, or dilemmas in GHPs,
with few formal procedures found to facilitate their navigation.

In general, we observed that writers focused less on the dynamics between Northern and Southern
partners and more on the performance of the Southern project and its many local players. Some writers
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10.

explicitly disregarded the viewpoints of their Southern counterparts, asserting that “unfortunately,
interviews with nurses outside the United States were constrained by logistics” [56]. Authors of another
publication conducted comprehensive case study evaluations of seven nations financed by the GHP,
concentrating only on the execution of various projects and the partnerships in each instance, without
evaluating the North-South collaboration [58]. The authors' hypothesis that GHPs include a resource
movement from North to South seemed to align with an increased focus on the operational activities
conducted by the Southern partners. In a separate article [28], employing a collaborative governance
framework for the evaluation of a GHP, the authors provided an analysis from a "Northern" perspective,
detailing relationships and relational concepts (e.g., 'trust’) while omitting the Southern partners, identified
as the primary beneficiaries of the partnership, from their assessment. They advocate for prioritizing
Northern perspectives as a means to "enhance the involvement of 'Northern' institutions in recognizing the
significance of such collaborations."

Conversely, among the scholars that examined relationships in GHPs more directly, the results mostly
concentrated on the behaviors and attitudes of Northern partners. Sandwell et al. [44] investigated the
experience of participating in a GHP and highlighted the significance of enduring human and organizational
connections, citing 'interpersonal rapport' and 'lightheartedness' as factors enhancing the partnership
experience. A certain set of scholars [38] highlighted the inclination of Northern partners to articulate the
advantages or achievements of partnerships based on their contributions, whereas Southern partners
tended to convey appreciation for the opportunity. During their discourse, they revisited this issue,
observing that Northern partners were "incapable of recognizing numerous advantages," hence posing a
challenge to the survival of the collaboration. The authors propose the need to question the beliefs of
advantages regarding equity [38].

Financial sustainability and the growth of partnerships were seen by some as indicators of success or
causes of failure [39]. El Bcheraoui et al. [49] concentrated on the effective attainment of quantitative
metrics regarding maternal mortality and other health outcomes, along with process-related "drivers of
success." The article, while highlighting the importance of evaluation and learning, primarily focuses on
promoting competition among Latin American nations, positing that partners' apprehension of diminishing
their reputational standing with neighboring countries could serve as an innovative strategy to enhance the
efficacy of global health initiatives. Opportunities for career advancement, skill enhancement, and
education were often identified as hallmarks of effective Global Health Partnerships (GHPs). In an essay, the
authors contended that an augmentation of “funds, volunteers, prestige, awards, and international
visibility” [40] facilitated by the West African Ebola epidemic “solidified the partnership.” Visibility was
characterized as a reflection of the value and significance of a GHP, with authors citing an interviewee from
their extensive mixed-methods study [46] who stated, “Because we were providing care to people with
AIDS, our profile increased as we participated in the establishment of the clinics.” Herrick et al. [31]
similarly critiqued the notion of academic 'success’, highlighting the visibility produced by the Ebola crisis
and its influence on the competitive incentive frameworks within academia and associated institutions,
wherein a significant human tragedy can paradoxically offer career-enhancing prospects for researchers
and healthcare practitioners.

Constraints and contextualization of findings

This CIS included a methodical review of literature documenting evaluations of North-South GHPs. Our
analysis is limited to the material provided by the authors in their publications since we could only examine
what was documented. Consistent with prior research on effective strategies for promoting equity action
[12], we meticulously analyzed articles to determine whether and how authors contextualized GHPs within
the framework of significant economic and health disparities, as neglecting this aspect may lead to the
oversight or normalization of inequities. This ruling reinforced the presumption that considering the
worldwide distribution of power, resources, and money, North-South GHPs need to promote equitable
initiatives, irrespective of the original goal behind the partnership's formation. This collection of articles
exhibited significant heterogeneity in the types of items ascribed value in GHPs, with few definitions
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11.

10.

11.

provided. Publication policies and standards often limit the extent to which writers may articulate their
beliefs, attitudes, or viewpoints, resulting in publications that may not accurately represent the authors'
equality objectives or actions [12]. Due to the insufficient focus on critical power analysis in partnerships
characterized by established imbalances between the North and South, it is impossible to evaluate whether
any Global Health Partnerships resulted in inequitable or ineffective collaborations. These factors limited
the extent of our analysis while highlighting the necessity of promoting explicit acknowledgment of how
GHPs address equity, power, and inclusion, especially given the extensive and enduring global disparities in
the allocation of power, resources, and wealth.

Conclusion

GHPs exist at a multifaceted junction of personal motivations, political economics, sociopolitical
histories, financial and educational possibilities, and significant health and social disparities that endure
both within and across nations globally. The increasing interest in equity concerns in global health
transcends the specific emphasis of Global Health Programs (GHPs) to include their operational
effectiveness in promoting equality. Our results indicate a need for methods that recognize and analyze the
equality implications of all dimensions of partnership, both formal and informal. GHPs may positively
influence the determinants of equality if they are implemented with deliberate consideration of power
dynamics and the inequalities inherent in North-South collaborations. Understanding that the fundamental
causes of health disparities, both domestically and internationally, stem from the inequitable allocation of
power, resources, and income, matters of equity in Global Health Policies include assessments of fairness
and acceptability, as well as the identification of concerns that require intervention. The lack of critically
reflective analysis of relational dynamics and power within Global Health Partnerships (GHPs) indicates a
need for tools that facilitate active and equity-informed collaboration among all stakeholders, while
amplifying perspectives that may otherwise be marginalized.
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