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ABSTRACT
Despite the exponential growth of global health 
partnerships (GHPs) over the past 20 years, evidence for 
their effectiveness remains limited. Furthermore, many 
partnerships are dysfunctional as a result of inequitable 
partnership benefits, low trust and accountability and 
poor evaluation and quality improvement practices. In this 
article, we describe a theoretical model for partnerships 
developed by seven global health experts. Through 
semistructured interviews and an open- coding approach 
to data analysis, we identify 12 GHP pillars spanning 
across three interconnected partnership levels and 
inspired by Maslow’s hierarchy of needs. The transactional 
pillars are governance, resources and expertise, power 
management, transparency and accountability, data and 
evidence and respect and curiosity. The collaborative 
pillars (which build on the transactional pillars) are shared 
vision, relationship building, deep understanding and 
trust. The transformational pillars (which build on the 
collaborative pillars and allow partnerships to achieve their 
full potential) are equity and sustainability. The theoretical 
model described in this article is complemented by real- 
life examples, which outline both the cost incurred when 
GHPs fail to live up to these pillars and the benefits gained 
when GHPs uphold them. We also provide lessons learnt 
and best practices that GHPs should adopt to further 
increase their strength and improve their effectiveness 
in the future. To continue improving health outcomes and 
reducing health inequities globally, we need GHPs that are 
transformational, not just rhetorically but de facto. These 
actualised partnerships should serve as a catalyst for 
the greater societal good and not simply as a platform to 
accrue and exchange organisational benefits.

BACKGROUND
Global health partnerships (GHPs) have 
grown exponentially over the past 20 years.1 2 
We define a GHP as a multiyear working rela-
tionship between two or more organisations 
from different countries (eg, governments, 
multilateral organisations, academic insti-
tutions, non- governmental organisations 
(NGOs), donors and local community and 
grassroots organisations). This exponential 

growth has occurred due to increased avail-
ability of funds through new donors (such as 
the US President’s Emergency Plan for AIDS 
Relief, among others) and as a response to 
the devastating impact of HIV/AIDS in Sub- 
Saharan Africa.

GHPs are important for two reasons: 
(a) many countries do not yet have all the 
resources necessary to meet the public health 
needs of their populations, (b) some chal-
lenges (such as the 2015 Ebola epidemic 
in West Africa and the current COVID- 19 
pandemic) span multiple nations such that 
no country can tackle them in isolation. The 
critical importance of partnerships in inter-
national development is illustrated by their 
repeated mention in the Sustainable Devel-
opment Goals (SDGs).3–6

Summary box

 ► Empirical evidence for the effectiveness of global 
health partnership remains limited despite the ex-
ponential increase in partnerships since the early 
2000s.

 ► This article describes a theoretical model for part-
nerships, which is inspired by Maslow’s hierarchy of 
needs and comprised of 12 pillars spanning across 
three interconnected partnership levels (transaction-
al, collaborative and transformational).

 ► Each level in the model builds on the previous; the 
transactional level (including governance, resources 
and expertise, power management, transparency 
and accountability, data and evidence and respect 
and curiosity) gives way to the collaborative level 
(shared vision, relationship building, deep under-
standing and trust), which leads to the transforma-
tional level (equity and sustainability).

 ► This model is complemented by real- life examples, 
detailing the cost of not living up to these pillars, the 
benefits of upholding them, and best practices to 
support partnerships reaching the transformational 
level.
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Unfortunately, empirical evidence for the effectiveness 
of GHPs is limited.1 2 7 8 Anecdotally, many partnerships 
fail to achieve their goals because of inequitable part-
nership benefits, low trust and accountability and poor 
evaluation and quality improvement practices. Further 
evidence is needed to determine whether overcoming 
these dysfunctions will aid in advancing health globally.9 10

DEVELOPING A THEORETICAL MODEL FOR GHPS
We carried out semistructured interviews with seven 
global health experts, who were identified using a purpo-
sive sampling technique with inclusion criteria, including 
having at least 10 years of experience and having 
managed at least one multimillion dollar programme or 
initiative. All identified experts agreed to participate and 
were from a mix of high- income, middle- income and low- 
income countries. Additionally, experts were all either 
currently working or had previously worked at a govern-
ment agency or ministry of health, donor organisation, 
academic institution or NGO.

Semistructured interviews were led by experts in qual-
itative research and centred around three questions: 
‘What are the key qualities and ideals of a global health 
partnership?’, ‘What are the benefits of upholding these 
qualities and ideals in terms of partnership effectiveness 
and other outcomes?’ and ‘What are the costs of failing 
to live up to these qualities and ideals?’ All experts were 
interviewed two times. Initial interviews focused on the 
above questions and were coded using an open coding 
approach to identify recurring themes within the tran-
scripts and develop a codebook. Follow- up interviews 
were used to validate preliminary themes and generate 
additional ideas. Each interview lasted 45–60 min and was 
conducted over a videoconferencing platform. Interviews 
were audio- recorded, transcribed and coded in NVIVO 
V.12.0 using a thematic analysis approach.11 After the 
follow- up interviews, theoretical saturation was reached 
and, thus, no further interviews were conducted. Themes 
and subthemes were identified and ultimately a theoret-
ical model for successful GHPs was developed based on 
the 14 interviews. Finally, after writing the first draft of the 
manuscript and presenting our model, all experts were 
invited to provide specific examples of lessons learnt and 
best practices that facilitate GHP success.

TWELVE PILLARS FOR SUCCESSFUL GHPS
From the interviews, we identified 12 themes, which we 
conceptualised as pillars. Each pillar represents an essen-
tial quality of a successful GHP: (a) data and evidence, 
(b) deep understanding, (c) equity, (d) governance, 
(e) power management, (f) relationship building, (g) 
resources and expertise, (h) respect and curiosity, (i) 
shared vision, (j) sustainability, (k) transparency and 
accountability and (l) trust (table 1). During the initial 
interview, all experts also provided real- life examples 
about the costs of failing to live up to these pillars and 
the benefits of upholding them.

The real- life examples and the interconnected nature 
of the 12 pillars led to the development of a theoret-
ical model for GHPs, inspired by Maslow’s hierarchy of 
needs (figure 1). Some pillars (governance, resources 
and expertise, power management, transparency and 
accountability, data and evidence and respect and curi-
osity) must be present in the earliest stages of a partner-
ship (transactional level). Other pillars (shared vision, 
relationship building, deep understanding and trust) 
develop over time and allow the partnership to mature 
from the transactional level to a collaborative level. The 
last two pillars (equity and sustainability) allow partner-
ships to mature to the transformational level (analogous 
to Maslow’s self- actualisation stage) and achieve their 
highest potential. In the model, the pillars occur sequen-
tially, with transactional pillars first leading to collab-
orative pillars, and collaborative pillars leading later to 
transformational pillars. Conversely, non- upholding of 
some pillars at an earlier stage prevents the upholding 
of other pillars at the following stage, leading to part-
nership underperformance. The model emphasises how 
all ingredients need to be in place for partnerships to 
achieve their greatest potential and how establishing a 
strong and effective partnership is a time- consuming and 
resource- intensive endeavour.

When a partnership is transactional, the primary focus 
is on organisational benefits and the partner with the most 
power usually accrues the most benefits. When a partner-
ship is collaborative, the focus is still not only on organi-
sational benefits but also on the greater societal good (in 
the case of global health, the continued improvements 
in health outcomes and reductions in health inequities) 
while the benefits are distributed more fairly among the 
partners. Finally, when a partnership is transformational, 
the focus is primarily on the greater societal good, which 
requires significant redistribution of power among part-
ners and organisations to change in more fundamental 
ways than just by tweaking or revising their policies and 
practices.

THE COST OF PARTNERSHIPS NOT LIVING UP TO THE 12 
PILLARS
All seven global health experts gave real- life examples of 
partnerships, where a failure to live up to one or more of 
the pillars had a detrimental effect on the partnership’s 
ability to reach the transformational level.

“I never saw an effective development partner coordination 
process… Harder to get things done”
Governance and accountability challenges within a partnership 
lead to a lack of shared vision, which can lead to sustainability 
challenges

 ► When international partners do not coordinate 
among themselves, they often overwhelm national 
governments trying to hold them accountable. 
Simultaneously, the willingness and capacity of some 
national governments to play this critical coordinating 



Schriger SH, et al. BMJ Global Health 2021;6:e007132. doi:10.1136/bmjgh-2021-007132 3

BMJ Global Health

role varies and does not necessarily relate to a coun-
try’s resource level.

 ► The timeline of one partner is often not be compatible 
with that of other partner(s). For example, national 
governments function on a year- by- year basis because 
of their budgeting process and face intense pressure 

from their parliaments to show quick results for not 
only health, but other sectors as well. It is very difficult 
for them to commit to long- term strategic plans and 
devote additional resources to health. At the same 
time, international partners face uncertainty as well, 
are scrutinised and held accountable by governance 

Table 1 Levels of GHPs and associated pillars

Transactional level

  Governance Establishment of policies and processes for planning, decision- making and programme implementation 
with equitable representation and selection of leaders and implementers

  Resources and 
expertise

Adequate amount, quality and diversity of resources and expertise cumulatively brought by all organisations 
to the partnership

  Transparency and 
accountability

Commitment to shared goals, reliability, willingness to change, honesty about one’s concerns, ideas and 
needs

  Power management Acknowledgement of mismatches in levels of agency and vulnerability among partners and pursuit of some 
practices to redistribute resources, expertise and power

  Data and evidence Ongoing evaluation of partnership quality and effectiveness and adoption of corrective measures when 
necessary

  Respect and curiosity Non- judgmental, open- minded, and thoughtful assessment of each partner’s history, culture, power, 
strengths and limitations

Collaborative level   

  Shared vision Common understanding of a partnership’s desired outcomes and ultimate goals, each partner’s 
responsibility, and each partner’s expected benefits

  Relationship building Ongoing strengthening of organisational ties and improvement of the ways in which partners work together

  Deep understanding Profound appreciation for each partner’s values, priorities, level of agency (or control over partnership 
outcomes and goals) and vulnerability (or consequences in case of partnership failure or under- 
performance)

  Trust Firm belief in other partner’s good intentions, commitment, reliability, ability, honesty, and integrity and solid 
track record of behaviour by all partners that justifies this belief

Transformational level   

  Equity Intense prioritisation of needs of partners (including patients, households, and communities) with 
greatest vulnerability and lowest level of agency, resources, expertise, and significant reduction in power 
mismatches

  Sustainability Maintenance of partnership outcomes and goals beyond the duration of the partnership as a result of 
organisational capacity strengthening and community empowerment

GHPs, global health partnerships.

Figure 1 Theoretical model for global health partnerships.
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bodies and cannot guarantee that they will sustain 
their contributions beyond just a few years.

“Because of the turnover gap and human resources gaps… 
Support (of) the health center is not happening…”
Governance challenges can lead to excessive staff turnover and 
poor performance, which can lead to sustainability challenges

 ► When health professionals in the public sector leave 
in large numbers or too frequently, both the availa-
bility and quality of health service delivery deterio-
rate. Furthermore, partner organisations providing 
training, mentorship and supervision to these health 
professionals fail to have a long- term and sustained 
impact. Conversely, excessive turnover of personnel 
within a partner organisation can lead to insufficient 
and inconsistent training and oversight of health 
professionals in the public sector.

“Sponsor(s) sometimes they have their own hidden agenda”
Power management and accountability challenges can lead to 
lack of shared vision and trust, which can lead to sustainability 
challenges

 ► International donors and NGOs often want to estab-
lish global systems for data collection and analysis 
because they want to make meaningful comparisons 
across countries and are under pressure to show 
results quickly. As a result, these partners often actively 
hinder or fail to leverage and capacitate existing local 
systems and instead collect and analyse data that is 
more relevant to them than to local partners.

 ► It is critical for national governments to be in charge. 
In many countries, unfortunately, national govern-
ments have to alter their strategy and reluctantly 
accept the demands of international partners with 
their own agenda.

‘We have had a couple partners where the politics have been 
really fraught’
Power management challenges can also lead to accountability 
challenges, which can lead to equity challenges

 ► Some partners have greater freedom to disengage if 
their priorities change, and less to lose when a project 
fails or challenges arise. For example, during the 
Ebola epidemic in West Africa, one of the donors had 
specifically asked an international NGO to work in 
an Ebola treatment unit operated by the Ministry of 
Health, even though at the time, there were limited 
infection control processes in place. The NGO lead-
ership thought that they could help make the facil-
ities safer, and believed it was the right thing to do. 
However, when one of the NGO’s international staff 
members became sick, the donor threatened to with-
draw their funding. The donor did not have the same 
reaction when, earlier on, two staff members from the 
Ministry of Health became sick. The donor’s behav-
iour led to a deep sense of betrayal.

 ► Often, partners are subject to the changing whims 
and politics of other partners. In one project, two 

other partners decided to split and stop coordi-
nating. This divide occurred along political lines and 
because each partner had decided to prioritise their 
self- interest over that of the project. Suddenly, there 
were not enough resources to achieve the project’s 
goals. One of the organisations participating in the 
partnership was caught in the middle of the dispute 
and unfairly blamed for the project’s failures. Addi-
tionally, this organisation had to significantly alter its 
strategy, get out of two countries where it had previous 
commitments, and fire some of its staff.

‘And sometimes because it’s not our culture… it’s going to 
rub someone the wrong way’
Lack of respect and deep understanding can lead to trust 
challenges, which can lead to both equity and sustainability 
challenges

 ► Many international partners act as if they know better 
than local partners and have all the solutions. This 
assumption of superiority can be quite overt but can 
also be more implicit or very subtly stated. Even well- 
meaning international partners are often unaware of 
these dynamics or face- intense pressure to perform 
quickly and at scale, which can overwhelm the need 
for respect and deep understanding. Local partners 
find it deeply offensive but might not feel empow-
ered to speak out. As a result, projects of limited or 
no value are often implemented.

 ► Whenever partners fail to immediately address disrup-
tions in communication, resentment builds and 
project implementation slows down. Unfortunately, 
partners are often unwilling to have uncomfortable 
conversations. Unacknowledged power differences 
among the partners limit the chance of maintaining 
open and honest communication. It does not help 
when international partners believe that local part-
ners should feel indebted to them.

 ► Understanding and respecting local cultures are of 
critical importance. International partners often have 
an individualistic rather than a collectivistic approach. 
Certain behaviours, such as being confrontational and 
disrespecting a colleague in public, are unacceptable to 
local partners and have doomed many projects.

THE BENEFITS OF PARTNERSHIPS UPHOLDING THE 12 PILLARS
All seven global health expert practitioners also gave 
real- life examples, where partnerships that managed to 
uphold one or more of the pillars were able to reach the 
transformational level and achieve their goals.

‘If you want to help a group of humans, (you) need to cultivate 
their ownership…’
Strong governance and agreeing on a shared vision can lead to 
sustainability of both partnership activities and outcomes

 ► The government of one of the expert’s home country 
displayed high levels of ownership, was able to articulate 
clearly what their needs were and was able to lead and 
coordinate the partners and leverage synergies among 
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them. However, sustainability cannot be achieved in one 
generation and requires the willingness by some of the 
partners to work themselves out of a job.

‘It wasn’t perfect by any stretch of the imagination but was 
the right thing to do’
The collaborative pillars (trust, deep understanding, relationship 
building and accountability) are critically important to achieving 
equity through systemic and organisational change

 ► A high- impact training programme was implemented 
by working through existing systems and organisa-
tions, and not by establishing new ones (as is often the 
norm in global health). This was possible because all 
partners took the time to build a relationship, under-
stand and trust each other and commit to a shared 
vision. Even though many of the existing systems and 
organisations were not initially set up to implement 
the programme, the partners were able to meet the 
challenge and pursue the necessary organisational 
and systemic changes.

‘We tried to stay very flexible and met them in that 
expectation’
Taking the time to understand one partner’s needs, being 
transparent about challenges and being accountable to addressing 
them is critically important for sustainability

 ► In one project, local academic institutions ended 
up needing much greater support than originally 
planned in order to receive accreditation. When their 
partners agreed to provide such support and meet 
their expectations, the academic institutions became 
fully committed to the project and performed beauti-
fully over the following years.

‘The country can continue with the kind of work that was 
initially set by the partnership’
Strong governance and judicious use of the partnership’s 
resources and expertise can also lead to a shared vision, which 
leads to sustainability

 ► The government of one expert’s home country was 
able to establish strong partnerships with multiple 
foreign governments and international organisations 
across a variety of projects, from short- term medical 
missions to long- term research endeavours. Regard-
less of their focus, all projects were set up, such 
that when the seed funding from the partnership 
ended, the government was able to pick up the cost 
of sustaining each project’s activities and outcomes. 
Sustainability was not not only financial but also 
operational as the management of staff, procedures, 
equipment, supplies and infrastructure was gradually 
taken over by the government.

‘True empowerment of local staff…, all of those pieces lead 
to success’
Strong governance and enlightened management of power 
dynamics within the partnership can have transformational effects

 ► In one of the countries where one of the experts 
worked, a new and complex set of normative guidelines 

from an international standard- setting organisation 
was pushed forward by establishing a core team of 
local staff, pairing this team with a supporting team 
of international staff and establishing working groups 
(tasked with studying, adapting and promoting the 
adoption of these guidelines) across concentric levels 
of engagement (from the core team to government 
officials and local communities).

‘So there is a moving target that is coming, but moving 
forward to where the government is ready’
Respect and curiosity, transparency and accountability and 
judicious use of the partnership’s resources and expertise can 
lead to health equity

 ► The Ministry of Health of one of the expert’s country 
of origin was able to resist the pressure by many inter-
national partners to over burden the health system 
(and especially the existing cadre of community 
health workers) with too many responsibilities at 
once and opted instead to strengthen the capacity 
of the health system gradually. This was done by 
focusing first on the delivery of maternal and child 
health services, and later by expanding health service 
delivery to include mental health and other non- 
communicable diseases.

LESSONS LEARNED FROM AND BEST PRACTICES TO BE 
ADOPTED BY SUCCESSFUL GHPS
The seven global health experts identified several best 
practices that had either been critical to the success of 
previous GHPs or that ought to be adopted by partner-
ships going forward (table 2). The main theme recurring 
across all interviews was that all partners have a respon-
sibility to consistently question and re- evaluate how 
they function and to improve their performance when 
necessary, regardless of their role in the partnership or 
how much power they hold. Both national and interna-
tional partners must be willing to significantly alter their 
practices to increase the chances that a partnership will 
achieve its goals. Additionally, all partners should proac-
tively monitor the quality and effectiveness of their part-
nerships and take corrective measures when necessary.

Governments need to develop and implement long- 
term national strategic plans for health effectively and 
efficiently, health facilities need to provide high- quality 
and compassionate care, and communities should be 
active participants in tackling diseases and their risk 
factors. When they fail to do so, they should be held 
accountable.

As importantly (and less frequently stated), other 
types of partners should equally be held accountable 
and improve their performance. For example, donors 
need to be more transparent, reliable and open to giving 
money away differently (for longer periods of time, with 
fewer strings attached and in a way that is aligned with a 
country’s or region’s burden of disease), while the WHO 
needs to expand its strategic and technical advisory role. 
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Furthermore, academic institutions need to reward service 
and impact as much as they reward individual or organisa-
tional success, while the private sector and NGOs need to 
work closely with ministries of health to avoid the creation 
of parallel systems for health service delivery. Finally, 
international NGOs need to carefully plan and gradually 
transfer their responsibilities to the public sector or local 
implementing partners until their presence is no longer 
required (or they transition to a new set of tasks).

CONCLUSION
The scale and depth of the existing global health chal-
lenges require strong and effective partnerships across 

different organisations and countries. SDG17 emphasises 
the critical role that partnerships must play in achieving 
the 13 health targets within SDG3 and multiple targets 
within other SDGs.6 To be successful, partnerships 
require proactive cultivation and nurturing, and organ-
isations should put as much effort into them as they put 
into the advancement of their bottom- line.

The Partnering Initiative, the Tropical Health and 
Education Trust and the European Esther Alliance 
(among others) have all released reports and studies that 
make a compelling and evidence- based case for partner-
ships.12–14 However, even though consensus within the 
global health community is growing, it is unclear whether 

Table 2 Lessons Learnt from and best practices to be adopted by successful GHPs

Type of 
organisation Lessons learnt and best practices

WHO and United 
Nations System

 ► Development of universal normative guidance document to help countries allocate resources based on global health 
priorities and available/evolving data

 ► Assistance of national governments in management/facilitation and coordination/quality assurance of partners and 
resource optimisation at the country level

National 
governments

 ► Development of long- term national strategic plans for health
 – Prioritisation of local burden of disease
 – Incorporation of recommendations from universal normative guidance document

 ► Establishment and support of programme implementation units
 – Leadership/facilitation of partner engagement in strategic and normative guidance planning
 – Monitoring, evaluation, and quality assurance of partner engagement in health service delivery, research and 

training
 – Resource optimisation, avoidance of gaps and overlaps between funding, staff, equipment, and supplies 

provided by partners and those provided by national governments
 – Establishment of a national legal framework for engagement and coordination of international partners

 ► Willingness to significantly alter practices
 – Increased funding devoted to health (best effort within the constraints of a country’s resources)
 – Avoidance of excessive staff turnover through proper compensation, career development opportunities, good 

working conditions, and benefits/incentives

Public sector  ► Delivery of high- quality, comprehensive, people- centred and integrated health services across all levels of the health 
system (hospitals, health centres, communities)

 ► Promotion and facilitation of active community engagement in design, implementation and evaluation of health 
interventions

Implementing 
partners

 ► NGOs
 ► Private sector

 ► Participation in strategic and normative guidance planning process at country level under the leadership of national 
governments

 ► Alignment to national strategic plans and adoption and implementation of normative guidance recommendations
 ► Willingness to significantly alter practices

 – Contribution to the health system that is complementary and synergistic to that of the public sector, without the 
establishment of parallel systems or diversion of resources

 – For international NGOs, careful planning for gradual transition of implementation responsibilities to local partners
 – Proactive monitoring of quality and effectiveness of partnerships

Research and 
training institutions

 ► Participation in strategic and normative guidance planning process at country level
 ► Alignment to national strategic plans and adoption and implementation of normative guidance recommendations
 ► Willingness to significantly alter practices

 – Endorsement of social accountability through incentives and promotion policies that value impact as much as 
academic output

 – Proactive monitoring of quality and effectiveness of partnerships

Donors  ► Participation in strategic and normative guidance planning process at country level with countries in the driver’s seat
 ► Alignment/funding to national strategic plans and adoption and implementation of normative guidance 
recommendations

 ► Willingness to significantly alter practices
 – Greater reliability/accountability and commitment to long- term (3–5 years) plans and programmes
 – When possible, channelling of funds through national governments rather than direct disbursement to 

implementing partners
 – Reduced conditionality and funding restrictions
 – Inclusion of partnership quality among the criteria to determine funding eligibility
 – Proactive monitoring of quality and effectiveness of partnerships

GHPs, global health partnerships; NGOs, non- governmental organisations.
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even organisations that are in theory, the most supportive 
have changed their practices enough to improve the 
quality and effectiveness of their partnerships.

This study sought to add to the existing body of knowl-
edge on GHPs. Seven global health expert practitioners 
identified 12 pillars for successful GHPs and provided 
real- life examples about the cost of failing to uphold 
them and provided examples of lessons learnt from and 
best practices to be adopted by successful GHPs.

What became apparent from the interviews is that 
many (but not all) partnerships remain at the transac-
tional or (at best) collaborative level, even though the 
rhetoric surrounding GHPs is often transformational 
in nature. Most importantly, to achieve the SDG targets 
or tackle the ongoing COVID- 19 epidemic (or future 
pandemics), the global health community needs part-
nerships that are transformational de facto and not just 
rhetorically.

What also became apparent is that there is a real cost 
in using partnerships primarily to advance one’s organi-
sational bottom- line (especially when the bottom line is 
that of international partners) or to trade benefits among 
organisations. This cost might explain some of global 
health’s persistent challenges. The real- life examples 
provided by the expert practitioners serve as a testimony 
of the many ways in which suboptimal and dysfunctional 
partnerships hurt patients and communities around 
the world and waste valuable and scarce resources and 
expertise.

How then can the quality of GHPs be improved? The 
interviews point to the fact that all (not just some) partners 
may have to change how they operate or are incentivised 
in ways that are necessary and at times may be uncom-
fortable or even threatening. Traditionally, the burden 
of changing (captured by the term ‘capacity building’) 
has fallen on the partners with the least amount of power 
(underfunded ministries of health, understaffed health 
facilities, poor and under- resourced communities).15 In 
a transformational partnership, the burden of changing 
and of building one’s capacity is democratised and spread 
equitably across all partners.

This study has limitations. Although they came from 
diverse backgrounds, we incorporated the perspectives of 
seven experts who came from only three countries, which 
may not comprehensively represent the perspective of all 
global health experts. It is possible that interviewing a 
larger number of participants from a larger number of 
countries would have expanded our findings to include 
additional pillars, though in our sample, theoretical 
saturation was reached. Despite these limitations, the 
findings from our interviews reiterate the critical impor-
tance of partnerships in global health. Furthermore, our 
theoretical model makes the case for establishing part-
nerships, where (a) partners with more power (including 
donors) are willing to give up control and incur some 
risks, (b) partners with less power acquire agency and are 
able to play a bigger role in advancing the partnership’s 
goals and (c) all partners do not take advantage of other 

partners’ vulnerabilities but act instead with compassion, 
accountability, and trustworthiness.

Sadly, not nearly enough GHPs live up to these quali-
ties. The time has come for GHPs to finally achieve their 
greatest potential and serve as a catalyst for the deep 
systemic change within the global health ecosystem that 
will lead to sustained improvements in health outcomes 
and reductions in health inequities for all people.
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