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BACKGROUND
International health partnerships (IHPs) are 
institutional arrangements between high-
income country (HIC) health institutions 
and counterparts, usually in low-income and 
middle-income countries (LMICs), and typi-
cally involve secondments or volunteering 
placements to support clinical delivery, 
capacity building and health systems strength-
ening. Increasingly, reciprocity is viewed as 
key to an effective IHP.1 There are few reasons 
to contest the principle, for example, because 
it can allow both sides of a partnership to 
benefit, but it is nonetheless striking how 
poorly conceptualised it is as a term and prac-
tice within IHPs. The report, Global Health 
Partnerships: the UK contribution to health 
in developing countries,2 placed ‘mutual 
learning’ at the core of how institutions 
should approach IHPs. It propelled the term 
into global health and IHP domains and, as 
narratives steer further towards collabora-
tion and mutual benefit, there is a growing 
imperative to revise partnership models. The 
appetite for ‘collaboration not competition’, 
rooted in principles of ‘reciprocity’, is taking 
centre stage.3 However, supporting IHPs to 
bring innovation to the NHS requires clarity 
on what ‘reciprocity’, ‘mutual learning’ and 
‘mutual benefit’ actually mean and how they 
can be achieved.

In the UK, the Tropical Health and Educa-
tion Trust (THET) has supported IHPs for 
the last 30 years and is currently coordinating 
a flagship IHP programme, UK Partnerships 
for Health Systems (UKPHS). As THET 
continues to lead, support and grow its part-
nership approach, there is need to rethink 
IHPs to harness the skills, knowledge and 
technical expertise of LMICs. Investment in 
IHPs has increased over the last decade and 
the benefits they bring in terms of technical 
cooperation for the LMIC are apparent.4 The 
COVID-19 crisis has accelerated the need for 

creating genuinely reciprocal partnerships; 
it has revealed fractures in the UK’s public 
health system and there are clear oppor-
tunities to learn from contexts that have 
responded in a more coordinated and effec-
tive manner. However, there is scant evidence 
of this through IHPs.

Frugal innovations—low-cost and afford-
able innovations, described as ‘means or 
ends, to do more with less, for the many’5—
have spurred interest in LMICs as sources of 
innovation. This denotes the emergence of 
a new frame of mind that perceives LMICs 
not as passive recipients of expertise but as 
an equal hotbed for innovations. There are 
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►► To achieve this, partnerships need to transform their 
approach to knowledge exchanges and coordinating 
organisations will have to ensure this equilibrium is 
maintained.

►► Genuine reciprocity requires bidirectional learning 
of technical knowledge (ie, hard skills, innovations, 
care practices, etc) as well as cultural knowledge (ie, 
knowledge about the country, cultural competency, 
etc).

►► To achieve this, power needs to be acknowledged 
and accounted for; learning ‘about’ oneself or the 
low-income country (LIC) is not a substitute for 
learning ‘from’ the LIC, and the propensity for high-
income country partners to set the standard for what 
is ‘worthy knowledge’ will need continuous and con-
scious challenge.

►► For IHPs to be vehicles for the National Health Service 
(NHS) to benefit from the innovations of low-income 
and middle-income countries, technical, as well as 
cultural, learning is required. Divisions in institutional 
capacity should not become a barrier to reprocity.

►► Reciprocity is poorly conceptualised as a term and 
practice within international health partnerships 
(IHPs); however, it is key to an effective IHP and is 
possible through explicit shared decision-making 
processes and willingness from both partners to 
learn technical expertise from each other.
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multiple opportunities to learn from LMICs6 but other 
than a few notable examples such as oral rehydration 
sachets, kangaroo care, Ponseti treatment for clubfoot 
and the GE Mac 400 ECG machine,7 there remains a 
paucity of examples where LMIC innovations have been 
explicitly adopted into HICs.8

In 2019, with funding from Health Education England 
and the Bill & Melinda Gates Foundation, THET sought 
to build the evidence base for such instances through a 
call for evidence and the funding of Innovation Fellow-
ships. Despite an important example, whereby an NHS 
surgeon identified an innovation in the use of surgical 
hernia mesh while volunteering in Tanzania, there were 
scant examples of where LMIC innovations had been 
adopted into the NHS, although evidence of innovation 
within projects was apparent.

The call for reciprocity in partnerships9 10 means that 
IHPs and coordinating organisations need to think and 
act in ways that foster equilibrium, which is often missing 
from traditional models of development assistance. 
Explicit shared decision-making processes and willing-
ness from both partners to learn technical expertise from 
each other can yield genuine reciprocity. To achieve this, 
partnerships need to transform their approach to knowl-
edge exchanges and coordinating organisations will have 
to ensure this equilibrium is maintained. In recognition 
of this, THET and Imperial College London developed 
an Innovation Toolkit for IHPs,11 seeking to highlight 
the barriers and biases that exist to learning in LMIC 
contexts by HICs.

SHIFT IN LANGUAGE DOES NOT MEAN A SHIFT IN PRACTICE
Although reciprocity suggests bidirectional learning, 
the ‘type’ of learning deserves scrutiny. The literature 
showcases examples of IHPs successfully transferring 
technical expertise to their LMIC partner;4 however, the 
type of learning for HIC partners tends to be described 
as personal and individual professional development.12 
Volunteers learn a lot about themselves and the country 
they are visiting, but less common is learning from that 
country, and less common still is bringing those lessons 
into the UK to change practice. This is the difference 
between technical (ie, hard skills, innovations, care prac-
tices, etc) and cultural knowledge (ie, knowledge about 
the country, cultural competency, etc). While ‘soft’ skills 
remain valuable, it can provide a guise for genuine reci-
procity.

It is important to distinguish between these types of 
learning as it can create a dichotomy between HIC and 
LMIC knowledge and lead to a return to traditional aid 
relationships where one partner is left indebted. Recip-
rocal IHPs are those where the type of learning is the 
same for both partners. If technical support is being 
provided, it should be provided in both directions. When 
one partner is providing a less salient knowledge contri-
bution, then there is a risk of perpetuating ‘otherness’.13

Recognising this, through the UKPHS, IHPs within 
their applications for funding are having detailed 
objectives for both UK and LMIC institutions. A stream 
of funding will also allow IHPs to apply for support to 
scale-up an innovation from an LMIC to a UK context.

However, diffusion of innovations from LMICs to HICs 
is not straightforward. There are practical and regulatory 
barriers common to the adoption of innovations, which 
can be further complicated by biases, such as LMICs 
being viewed as recipients, not providers, of expertise. If 
IHPs are to be vehicles for the NHS to benefit from the 
innovations of LMICs, then technical, as well as cultural, 
learning is required. Fundamental, therefore, is recog-
nising and addressing attitudes that knowledge from 
HICs is superior and cannot be overlooked, but ideas 
and innovations from LMICs can. This places knowl-
edge contributed by HICs at the top of the proverbial 
pyramid; for IHPs to be beneficial to the NHS beyond 
the individual benefit accrued by volunteers, this needs 
to change.

To support this, shift in practice THET has worked 
with the NHS Confederation on briefing NHS managers 
on how to make use of the aforementioned Innovation 
Toolkit so that the experiences of NHS staff volunteering 
overseas and the ingenuity of LMIC partners can be 
leveraged to harness and scale innovation back into the 
NHS.14

FROM CULTURAL LEARNING TO TECHNICAL KNOWLEDGE 
EXCHANGES
When HIC and LMIC partners come together in an IHP, 
different power positions in that partnership will be 
assumed. HIC partners that refer to themselves as ‘equal’ 
to their LMIC partner or that refer to the partnership as 
‘reciprocal’ without careful attention to how it is recip-
rocal, risk presuming a lack of differential power. When 
one partner has more resources, there is a risk of the 
partnership echoing the path dependencies too familiar 
in traditional aid relations; appreciating resourcefulness 
is a good step towards an equitable model. Coordinating 
organisations and partner countries need to be delib-
erate in their efforts to ensure divisions in institutional 
capacity do not become a barrier to reciprocity. This can 
be achieved in several ways.

First, when a partnership is conceived, power needs 
to be acknowledged and accounted for. It should not be 
presumed that the HIC partner will be the coordinating 
organisation or responsible for administering funding. 
Partners need to be conscious of each other’s expertise 
and challenges; in the same manner that LMIC needs 
are identified, the needs of the HIC partner must also 
be identified. No health system is perfect and there are 
many fragilities in the UK health system. By allowing both 
partners to come to the partnership with acknowledge-
ments of their own strengths and weaknesses, the playing 
field can be levelled and increase the chance of reciprocal 
technical learning. A solitary focus on the challenges 
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or needs of LMIC partners places the HIC partner in a 
position of power and the LMIC partner in a position of 
subservience; the likelihood of LMIC innovations being 
identified, let alone transferred to the UK, remains slim. 
By acknowledging the challenges in each other’s realities, 
partners can continually learn how to learn together and 
nurture environments for all partners to contribute their 
expertise.15

Second, while there is inherent value in cultural knowl-
edge, it should be a secondary priority to technical knowl-
edge exchanges. Institutions embarking on a partnership 
should not satisfice themselves by the prospect that indi-
viduals involved will benefit personally. The NHS needs 
to do more with less, so approaching partnerships with 
the intention of exchanging learning of similar types (eg, 
technical for technical knowledge) means that IHPs are 
more likely to be genuinely reciprocal and of benefit to 
the NHS.

Third, practical steps towards reciprocal IHPs should 
involve a conscious and continuous challenge to the 
tendency for HIC partners setting the standard for what 
is ‘worthy knowledge’. Acknowledging how social and 
institutional relationships may marginalise or silence 
certain partners, individuals involved in IHPs should 
be deliberate in questioning their beliefs and ways of 
working and in consciously exploring alternatives. This 
can help ensure that the input and knowledge of all part-
ners is valued.16

CONCLUSION
For IHPs to be effective vehicles for the adoption of inno-
vations from LMICs, they need to be genuinely reciprocal, 
valuing different knowledge systems and giving space for 
exchange of technical knowledge. Establishing IHPs as 
equitable partnerships, addressing power imbalances 
and acknowledging preconceptions regarding resources 
and resourcefulness is necessary to move towards more 
equitable partnerships that provide mutual benefit.
Twitter Matthew Harris @drmattjharris
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