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The Sustaining Technical and Analytic Resources (STAR) project, funded by the United States Agency 
for International Development (USAID, undertook this comprehensive review to inform STAR’s 
Collaboration Laboratory, a one-year grants program to study academic partnerships between US-
Based and LMIC based institutions, and better understand what makes them successful and mutually 
beneficial. During the first year of the STAR project, the Academic Partnerships team conducted this 
thorough and comprehensive review in order to inform STAR’s overall understanding of formalized 
academic partnerships as well as partnerships with NGOs and the public and private sectors. More 
specifically, this review set out to understand why partnerships emerge, what has worked well within 
partnerships and what has not, as well as measurable criteria to rate the strength and impact of these 
partnerships. The review found several key ingredients for successful partnerships, including the 
mutually shared and documented goals, solid governance structure, clear and effective communication, 
and a robust monitoring and evaluation plan, all of which were embedded in the implementation of 
STAR’s Collaboration Laboratory.   
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EXECUTIVE SUMMARY 

Overview  
The Sustaining Technical and Analytic Resources (STAR) project, funded by the United States Agency 
for International Development (USAID), aims to promote mutually beneficial and equitable academic 
partnerships in both low-and-middle-income countries (LMICs) and the U.S. Through its initiatives, 
STAR will showcase new and innovative ways for academic institutions and other organizations to 
strategically and effectively learn, build capacity, and share knowledge to address global health 
challenges. 

USAID understands that academic partnerships are vital to enhancing research and education in the 
global health field. Incorporating both high-income countries (HICs) and LMIC academic institutions 
into the Agency’s work would also strengthen efforts towards achieving its goals and objectives. There is 
acknowledgement of the value that successful partnerships can achieve. For example, one study 
highlighted the impact of successful partnerships: “Partnership brings together multiple stakeholders 
based on common goals and shared intentions to produce an effect greater than the sum of their 
individual effects” (Matenga, Zulu, Corbin, & Mweemba, 2019, p. 2). 

By determining the components of successful, global academic partnerships, i.e., the tools and 
processes to strengthen and support them, and by testing various partnership conditions, STAR’s 
Academic Partnerships (AP) team aims to influence change within the global health development 
community by improving the quality of academic partnerships. A second AP team goal is to systemically 
build the capacity of LMIC-based academic institutions, so they can tap into the development space, 
including enhancing their ability to access U.S. Government (USG) funding. The AP team has initially 
adopted a systems approach to capacity building and is examining it through nine separate but 
interdependent capacity building components, which form a four-tiered hierarchy of needs (Potter & 
Brough, 2004): 

1. Structures, systems, and roles 

2. Staff and facilities 

3. Skills 

4. Tools 

STAR is approaching human capacity building holistically, as it believes institutions must have the 
structures, systems, staff and facilities, skills, tools, and resources in place that will allow them to 
streamline their jobs and develop a higher level of global health knowledge. While capacity building was 
not the main focus of this comprehensive review, STAR will explore capacity building further in future 
work as it is often referenced in discussions about partnerships. 

There are fundamental challenges in creating and sustaining partnerships. For example, one article 
succinctly summarized, “…partnerships produce the perpetual state of being in a bind as actors attempt 
to reconcile competing agendas and objectives” (Herrick & Brooks, 2018, p. 521). Another emphasized, 
“…challenges include power inequities, communication barriers, diverging research priorities, as well as 
a lack of capacity-building for southern partners” (Matenga et al., 2019, p. 2). STAR aims to understand 
and learn how to address the inequities in relationships between institutions in the U.S. and LMICs, 
particularly with respect to issues of access to training and technology, research dissemination, 
implementation, and sources of new funding and collaborators.  
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Purpose 
The main purpose of this review is to inform STAR’s overall understanding regarding what information 
currently exists about formalized academic partnerships, focusing on four distinct types of 
partnerships: 

1. U.S.-based academic institution partnered with an LMIC academic institution 

2. LMIC academic institution partnered with another LMIC academic institution  

3. Academic institution (can be anywhere in the world) partnered with a professional association 

or a non-governmental organization (NGO) (can be local or international) 

4. Academic institution (can be anywhere in the world) partnered with the private or public sector  

STAR examined partnerships that had either Memorandums of Understanding (MOUs) or formal 
contracts to define and sustain the relationship; informal collaborations were not included. 
Additionally, the focus was only on pairings, and not partnerships involving more than two parties.    

Generating this knowledge about partnerships to create a baseline understanding, the review was 
undertaken to primarily influence STAR’s work going forward, most specifically, STAR’s Collaboration 
Laboratory. The Collaboration Laboratory includes experiments where two academic institutions will 
partner to achieve a specific goal which will allow STAR the opportunity to further document 
partnerships’ successes and challenges and test the validity of some of these findings. This review will 
also inform the development of STAR tools and guidelines, such as a Partnership Assessment Toolkit 
(PAT) and a Capacity Assessment Toolkit (CAT), which will be used as measures of evaluation and 
progress in the Collaboration Laboratory.  

Research Questions 
In order to tease out key elements from the literature, across all four types, that are necessary to create 
bi-directional, i.e., mutually beneficial and equitable, partnerships, STAR staff developed four main 
research questions. The questions were crafted to align with the goals and objectives of STAR’s 
academic partnership efforts:   

1. What are the reasons for partnerships to emerge, i.e., the catalyst?  
2. What has worked (i.e., key ingredients)? What partnership strategies are best suited for 

creating, maintaining, and developing knowledge sharing systems in capacity building, 
education, and research across the global health landscape? 

3. What are three to five measurable criteria that can be used to score/rate a partnership’s 
impact and strength? 

4. What has not worked? What gaps have been revealed? Are there programmatic or systemic 
inhibitors or challenges to developing strong partnerships with LMICs? And if so, are there 
ways to reduce those? 

    
Methodology 
To guide STAR’s AP team’s work for Project Year One (PY1), the Consortium of Universities for Global 
Health (CUGH) leveraged its network and formed a STAR Committee. The Committee is composed of 
24 individuals, all of whom are experts in their fields and affiliated with institutions from around the 
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world. CUGH selected the members, who also serve on various CUGH committees and subcommittees, 
to ensure a broad geographic representation and technical expertise. For their efforts, they agreed to 
provide half of their work pro bono as they were committed to STAR’s mission and then received a 
modest stipend for the remaining portion.  

For the review, committee members were divided into four working groups and each was assigned to 
one of the four partnership types under exploration. Based on a desire to conduct a comprehensive but 
recent understanding of existing literature, the review was limited to partnerships dating back 10 years. 
Both published and grey literature were found by searching PubMed, Web of Science, POPLINE, Google 
Scholar, and Google search engine. Search terms included various keyword references to academic 
partnerships in different geographic areas, and articles were included in the review if they met the 
inclusion criteria. (For specific terms, see the Methodology in Annex 1.)  

The search was divided among the STAR Committee members by a search database source. The 
members reviewed article abstracts and executive summaries and synthesized their findings based on 
the four research questions. Then, four leads from the STAR Committee, selected by CUGH based on 
their acumen, reviewed relevant articles of interest more deeply, focusing on those that contained 
information pertinent to the key research questions.  

Main Findings 
Overall, across all the partnership types, there were many more similarities than differences that 
emerged as answers to the research questions. Key reasons for partnerships to emerge include:  

• They are often formed to address a particular issue or crisis 
• Personal relationships, and a track record of previous interactions, are a driving reason for 

partnerships to form in the first place and are crucial to sustaining them 

The review underscored several key ingredients for successful partnerships:    

• A comprehensive and detailed official document or Memo of Understanding (MOU) created 
in the beginning of the partnership. This document, addressing key issues at the onset, is an 
important contributor to perceived success.  

• Clear roles and responsibilities. This includes an agreed-upon governance structure and 
documented, clear leadership buy-in from all partners.   

• Effective communication and continual engagement as described in the MOU and 
reported in real time. This factor reflects the importance of open communication and trust, by 
encouraging partners to discuss potential areas in need of improvement. The MOU should also 
include conflict resolution procedures.     

• Documented and behaviorally observed commitment to shared goals 
• Attention to the bidirectionality of the relationship, especially addressing power and 

resource differentials up front and as they occur 
• Flexibility. Because of inevitable staff changes and shifting priorities, it is important to 

continually monitor the partnership and recalibrate, when necessary. The need for flexibility in 
some way contradicts the need for clear and documented procedures, however both are needed.  

• Long-term commitment to the partnership–financial, political, and personnel 
• Mutual respect and trust in key and secondary staff in the partnership 
• Robust monitoring and evaluation (M&E) plans      
• Community involvement is key to sustainability of results   
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• Early successes are helpful in sustaining a partnership, so there is value in going slow and 
perhaps starting with smaller projects.  

• Building a partnership, without considering the importance of tackling capacity building 
efforts, is not recommended. 

Conversely, the review identified a series of common partnership challenges reflected in the key 
findings. Two examples include overcoming power dynamics and funding obstacles. Tackling both of 
these issues head-on at the formative stages were also cited as crucial factors in the most successful 
partnerships. Finally, the review identified a series of specific criteria that could be used to both assess 
partnership strength, as well as rate the success of partnership achievements; this content will be 
incorporated into STAR partnership assessments.        

Summary of Findings  
This comprehensive review highlights several clear and general findings for those just beginning a 
partnership or for those that are well-established. There are also several initial lessons for how donors 
can consider making collaborative efforts more equitable at the partnership design stage. 

Most importantly, the review’s findings produced some clear, direct applications for STAR’s academic 
partnerships work and lessons learned. Below is a summary of findings regarding how STAR can best 
utilize this information moving forward.  

• The key ingredients for academic partnerships identified in the review should be incorporated 
into all dimensions of STAR’s AP work moving forward. This will allow STAR to test, reframe, 
and redefine what successful academic partnerships entail.   

• For its initial four Collaboration Laboratory experiments, STAR should incorporate lessons 
learned from the review into the Request for Applications’ (RfA’s) language. This will encourage 
mutually beneficial partners to apply. 

• Through its evolving partnership work, STAR continues to learn and find the best ways to better 
integrate academic institutions into the business of global health. In doing so, using 
implementation science or interventions that have proven to be effective, may be a good middle 
ground to bridge the divide between the world of academia and development. This approach 
could facilitate the integration of science and practice, while supporting longer-term 
development goals, such as improving health outcomes in LMICs. 
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INTRODUCTION 
One of STAR’s project’s primary goals is to develop a better understanding about how to create 
respectful and mutually beneficial partnerships that will strengthen and contribute to better global 
health practice by actively sharing data and information. In particular, academic institutions in both the 
U.S. globally can share knowledge and resources toward the development of stronger global health 
programs and outcomes, thus contributing to and underscoring USAID’s Journey to Self-Reliance.  

The first step for STAR’s foundational academic partnerships work was to better understand what 
information currently exists about formalized bi-directional partnerships with academic institutions. To 
gain this understanding, STAR undertook a comprehensive review of both peer-reviewed and gray 
literature from the past 10 years. Four distinct types of formalized academic institutional partnerships, 
including those between a U.S. and low- and middle-income country (LMIC) institution, LMIC to LMIC 
institution, an academic institution partnered with a professional association or non-governmental 
organization (NGO), and an academic institution partnered with the private or public sector, were 
explored. 

There were four guiding research questions to understand: (1) why partnerships emerge; (2) criteria to 
rate them; (3) what has worked well; and (4) what has not. This review provides a methods section 
describing how the review was conducted, followed by the results of the four partnership types, 
corresponding to each of the four research questions. Tables summarizing key successful ingredients, as 
well as challenges, are included for all four types. The discussion section interprets the results across all 
four partnership types, highlighting similarities and differences. Following the discussion is a brief 
section on limitations of the review. Last is a conclusion that synthesizes the main findings and 
identifies how STAR can apply these ideas to its immediate and future work. 

METHODS 
In order to conduct the review and provide the needed technical expertise, STAR leveraged the 
Consortium of Universities for Global Health’s (CUGH’s) network of global health academic 
institutions. CUGH assembled a committee, called the STAR Committee, composed of 24 individuals – 
most of whom are academicians – who also serve on CUGH’s other committees and subcommittees. 
(See Annex 2 for a complete list of STAR Committee members.). The STAR Committee members 
represent various institutions from around the world bringing technical, research, and regional 
experience, including direct engagement in partnerships similar to those being explored in this review. 

The STAR Committee members were divided into four working groups to explore existing literature 
about each of the partnerships. Every member was assigned to investigate a different source of 
information to avoid overlap and all members had a defined set of search terms to use for their 
investigations. The sources of literature consulted included PubMed, Web of Science, POPLINE, Google 
Scholar, and Google search engine. Gray literature, such as conference papers and reports from the 
World Health Organization (WHO), governments, nongovernmental organizations (NGOs), and think 
tanks, was included to ensure partnerships excluded from peer-reviewed literature, especially those 
involving LMIC institutions, would not be missed. (See the Methodology in Annex 1 for further details.) 

Although this comprehensive review is not meant to be a systematic literature review, specific inclusion 
criteria were utilized. From December 2018 to early January 2019, the STAR Committee reviewed 
English language publications dating from December 2008-December 2018, examining partnerships 
that: (a) had been in existence for at least 12 months; and (b) aimed to meet a common goal. After 
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reviewing abstracts and executive summaries, each of the four working groups produced a completed 
data extraction sheet (see Annex 3)to record the number of search results from each source that met the 
inclusion criteria, and to summarize key characteristics in line with the four research questions. This 
approach allowed for consistency and comparisons of findings.  

Results from these initial reviews were discussed during facilitated virtual meetings focusing on 
measurable criteria to score/rate partnership impact and strength. These discussions were integral in 
informing and shaping the results section. 

A lead for each working group was selected to synthesize the research findings and closely examine the 
full text of the selected articles. The leads then drafted summary responses to the four research 
questions. These synopses are incorporated in the results section. Each lead was then assigned one of 
the four research questions, who conducted the analysis and then synthesized the salient points. 
Finally, STAR staff interpreted the findings to develop the recommendations.  

RESULTS 
The results are presented below by partnership type. 

I. U.S.-LMIC 
Catalyst for the Partnership 

The impetus for the partnerships described in the 70 articles reviewed by this Working Group fell into 
two categories: those driven by institutions (with varying degrees of influence by funding agency 
agendas), and those that grew out of relationships between individual faculty members. This is 
consistent with conclusions that have been drawn by a recent review of child health-focused global 
partnerships.1  
 
The funder-driven partnerships captured in this review were supported by the Medical Education 
Partnership Initiative (MEPI), a program launched in 2010 by The U.S. President’s Emergency Plan for 
AIDS Relief (PEPFAR), National Institutes of Health (NIH), and the Health Resources and Services 
Administration (HRSA). The purpose was to build capacity in selected African countries to empower 
local health care workers to lead caring efforts for individuals living with HIV/AIDS and develop locally 
relevant prevention strategies. This review included three MEPI partnerships (Kaddumukasa et al., 
2014; Hakim et al., 2018; Noormahomed et al., 2017) that shared five common goals.2 Some of the key 
innovations were related to the degree of control afforded to the LMIC institutions–the African 

 
1 Steenhoff, A.P. et al., 2017: “Many partnerships are purposive, targeting a specific medical skill set needed in an LMIC [low- 
and middle-income countries], such as the development of a national antiretroviral program funded by the President’s 
Emergency Plan for AIDS Relief or teaching the initial steps of neonatal resuscitation through Helping Babies Breathe. Key 
drivers include LMIC national health priorities coupled with matching strengths of a HIC institution and available funding. 
Other partnerships are more opportunistic and develop from personal relationships between individuals in LMIC and HICs. 

The agendas of major funders such as the President’s Emergency Plan for AIDS Relief or the UK’s Department for 
International Development are strong initiators, drivers, sustainers, and modifiers of GCH partnerships. Partnerships evolve 
in response to LMIC needs, HIC areas of interest and to funding opportunities.” 
 
2 Noormahomed EV et al., 2017: Five key MEPI goals: (1) strengthening training and research to enhance the capacity and 
quality of physicians trained; (2) developing a critical mass of African researchers to address the most pressing health 
problems in their own countries; (3) retaining health workers where they are most needed; (4) developing communities of 
practice to strengthen partnerships to address common areas of interest; and (5) achieving sustainable institutional 
development to ensure that MEPI accomplishments will continue beyond the initial budget period.   
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institutions led the agenda, chose the U.S. partner institutions, managed the grants, and were the direct 
recipients of the grants.  
 
Although it did not strictly meet the inclusion criteria (between only two institutions), an additional 
institution-driven model was the Rwanda Human Resources for Health (HRH) Program, a seven-year 
health professional training program led by the Government of Rwanda (GOR), in partnership with 22 
U.S. academic institutions, and funded by PEPFAR and the Global Fund to Fight AIDS, Tuberculosis 
and Malaria. This project was conceived of and administered by the GOR to address the Rwandan 
health workforce shortage and strengthen the capacity of academic institutions in Rwanda.  

Partnerships that grew out of individual faculty relationships ranged in size and scope encompassing 
either research goals, educational goals, or both, and consistently demonstrated an evolution toward 
building capacity (Paniagua-Avila et al., 2017; Rabin et al., 2016; Inksater et al., 2011; Mercer et al., 
2018; Ormond et al., 2018). Perhaps the longest-running example is AMPATH, a partnership between 
Indiana University School of Medicine (IUSM), Moi University, and Moi Teaching and Referral 
Hospital in Kenya. This relationship began in 1990 when Moi University needed expatriate faculty 
teachers and partners to complement a limited number of Kenyan faculty; at the same time, faculty 
from IUSM were seeking to collaborate with a medical school in sub-Saharan Africa (Einterz et al., 
2007). Although this partnership met STAR’s inclusion criteria at the outset, this relationship has 
grown to now support the public-sector healthcare system in Kenya, with a major focus on scaling up 
HIV care in western Kenya and evolving to a focus on general health-system strengthening (Mercer et 
al., 2018). 

Key Ingredients for Success  

Below is a summary table of key ingredients or suggestions for successful U.S.-LMIC partnerships from 
the literature: 

Key Ingredients3 

Bi-directional academic exchange/mutually beneficial exchanges (Kaddumukasa et al., 
2014; Rabin et al., 2016; Paniagua-Avila et al., 2017) 

University-to-university connections allow for continuity within politically unstable environments 
and functional scalability as academic centers include multidisciplinary groups of students and faculty 
(Paniagua-Avila et al., 2017) 

 
3 Semali, L.M. et al., 2013: In a report, Educational Partnerships with Foreign Institutions for Increasing the Quality of 
International Education in the United States, Wiley and Root (2003) outlined partnership expectations implied in 
international conversations and guidelines, suggesting the road map for successful partnerships between the U.S. and other 
powerful nations with colleges, technical institutes, and universities in Africa as well as to relationships of individual research 
scholars with their foreign colleagues and study abroad programs. The expectations assumed that partners would commit to 
some principles such as: (1) Work with a deepened understanding of each other; (2) Be clear about goals of the partnership; (3) 
Commit internal funding to the partnership, not only grant funds; (4) Build for the long-term; (5) Seek broad support from 
both relevant faculty and administrative leaders; (6) Make decisions collaboratively; (7) Operate with written agreements; (8) 
Have transparency on allocating all funding and other resources; (9) Address openly the problems of inequality of resources 
between the partners; (10) Have transparency on all issues of power and decision-making; (11) Be constant in the goals of the 
partnership. (See Wiley & Root, 2003, Appendix A: Guidelines of Best Practices for Partnerships.) The principles were a work 
in progress but represented a consensus of a considerable number of scholars in the U.S. and Africa (p. 4).  
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Shared leadership model with administrative support at both partner sites; local leadership 
promotes local ownership (Rabin et al., 2016; Paniagua-Avila et al., 2017) 

Continual evaluation of the partnership4 (Van der Veken et al., 2017) 

LMIC investigators develop research aims that best address their goals in their countries and 
institutions (Noormahomed et al., 2017) 

Development of offshoot, externally funded projects will drive partnership sustainability 
(Noormahomed et al., 2017) 

Recognizing the power differential between partners in LMICs versus the U.S. is a necessary step 
toward achieving a relationship that respects dual autonomies and promotes equitable collaborations 
(Paniagua-Avila et al., 2017) 

Financial support for program development and long-term sustainability from international/local 
and public/private sources; also need commitment of internal resources and funding at both 
institutions and transparency with resource allocation (Steenhoff et al., 2017; Semali et al., 2013) 

Solidify the relationship with written agreements (Semali, Baker, & Freer, 2013) 

Collaborative, transparent decision-making (Semali et al., 2013) 

 

Measurable Criteria to Score/Rate a Partnership’s Impact and Strength 

Key themes of U.S.-LMIC partnerships that could be used to measure the impact and strength of an 
academic global health partnership included: 
 

1. Are the goals of the partnership being met? Measurability is dependent on the partners 
establishing goals, as well as periodically re-evaluating those goals and having the flexibility to 
modify them as new needs arise. Another common thread was the stipulation that all goals be 
developed under the umbrella of maintaining a mutually beneficial exchange (Panaigua-Avila et 
al., 2017). Additionally, the ability to evaluate goals requires a monitoring and evaluation (M&E) 
plan. Given that these are academic partnerships where the faculty have scholarship 
requirements/needs, the amount of shared work being disseminated is a concrete measure (out 
of many potential measures) of their progress. There is growing recognition that academic 
capacity building includes balancing authorship credit (between LMIC and U.S. scholars) on 
scholarship that relates to shared work (Van der Veken, Belaid, Delvaux, & De Brouwere, 2017).  
 

2. Are both partners satisfied with the quality and modes of communication? Several articles 
mentioned the critical role that communication technology (e.g., videoconferencing, phone calls, 
emails) has played in supporting global academic partnerships (Nartker et al., 2010; 
Kaddumukasa et al., 2014). One specific role is the ability to use technology to facilitate real-

 
4 Van der Veken et al., 2017: “Did the coaching, capacity building and opportunities for exchange in the network constitute a 
return on the investment that the members have made?” 
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time decision-making (either routine or when challenges arise and to ensure that exchanges are 
open, high-quality, and culturally sensitive.5 
 

3. Is there a clear leadership structure and has it functioned appropriately when tested? A 
recurrent theme was the importance of clear and bilateral leadership structures, as well as the 
involvement of established leadership from the partner institutions (as the key to initiating and 
sustaining change). Leadership structure can support or develop templates or protocols to guide 
partnership activities and facilitate conflict resolution (Kaddumukasa et al., 2014). 

 
4. Do both partners feel that the relationship operates in an ethical, mutually respectful, and 

equitable manner? This criterion focuses on how partners relate to each other. A set of 
guidelines that was published in 20106 set forth a framework for ethical global health training 
partnerships. The tenets and ethical principles that have been proposed–humility, 
introspection, solidarity, and social justice–to guide interactions between trainees (Pinto & 
Upshur, 2009) and partners (Rabin, Mayanja-Kizza, & Rastegar, 2016) can serve as useful 
touchstones.7  
 

Of note, the term equity recently began to appear in the global health literature – this further  
refines the concept of mutual benefit/respect, supporting the idea that one-to-one resource 
exchanges are not enough, and that the LMIC partner may need more resource input from the 
U.S. partner for the relationship to be deemed equitable. 
 

Obstacles to Success/Gaps 

Below is a summary table about what has not worked well in U.S.-LMIC partnerships according to the 
literature: 

Key Challenges 

“Cultural, linguistic, and social differences between collaborators pose critical challenges to the 
success of research partnerships between institutions. Similarly, differences in political histories 
of countries will inevitably impact ethical reflection.” Cultural differences include work 
habits/culture/incentives/scholarship requirements. (Meslin et al., 2013; Semali et al., 2013) 

“Higher stake challenges that may affect the whole health system in a LMIC (frequently LMIC 
institutions navigate a complex web of multiple partners), which can cause fragmentation of health 
systems, duplicative processes, and difficulties with absorbing resources and implementing 
programs.” (Steenhoff et al., 2017, p. 4) 

 
5 Meslin, E.M. et al., 2013: “A true partnership is a fluid process that requires ongoing discussion of cultural similarities and 
differences, institutional commitment to mutual problem-solving, and a concerted effort by collaborators to understand each 
other as the partnership matures.”  
 
6 Referring to consensus guidelines developed by the Working Group on Ethics Guidelines for Global Health Training 
[WEIGHT], that were developed through literature review and discussion amongst a group of international leaders in 
academic global health and ethics (Crump, J.A. et al., 2010). 
 
7 One article reported on the efforts of the AMPATH collaboration to develop a joint understanding between partners for 
conducting research that was sensitive to local values and consistent with accepted principles of research ethics at both 
institutions (Meslin, E.M. et al., 2013). 
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Having too few LMIC-trained health care professionals and faculty to implement 
partnership goals will cause increased reliance on U.S. partners. Also, changes in leadership or 
lack of continuity of partners may also involve LMIC workforce migration. (Noormahomed et al., 
2017; Steenhoff et al., 2017) 

Issues causing limited LMIC workforce effectiveness: low local academic salaries result in loss of 
talent to the private sector, limited exposure to cultures of research and accountability, differing 
financial requirements from granting agencies and local LMIC institutions (Noormahomed et al., 
2017) 

Limited means of effective communication (Van der Veken et al., 2017; Steenhoff et al., 2017) 

LMIC partner financial and faculty time constraints (partners may not be as supportive as 
they need to be). Also, poor infrastructure at some LMIC institutions is an inhibitor. (Van der 
Veken et al., 2017; Semali et al., 2013) 

Need to obtain external funding to provide long-term support, but dependency on external funding 
and material resources from U.S. institutions can reinforce historical colonialist attitudes and lead to 
inertia/lack of follow-up. (Taché et al., 2008; Semali et al., 2013) 

Risk aversion of administrators/leadership in the U.S. with respect to activities in LMICs (Steenhoff 
et al., 2017) 

 

II. LMIC-LMIC 
Catalyst for the Partnership 

This Working Group reviewed 99 articles. Several partnerships were sparked by a desire to increase the 
visibility and impact of LMIC-based science and medical research and to facilitate knowledge 
translation activities (Boshoff, 2010; du Toit, 2017). Several catalysts cited as driving forces for these 
partnerships included the importance of sensitivity to the issues in the region, the cost-
effective use of limited resources, and the desire to slow the diaspora or brain drain of 
talented researchers from LMICs to high-income countries (HICs) (Boshoff, 2010; Ivers et al., 
2010; du Toit et al., 2017). LMIC-LMIC partnerships, also cited as South-South collaborations, also 
challenge the colonial legacy and allow Southern partners to set their own agenda (du Toit, Couper, 
Peersman & De Maeseneer, 2017).   

Strong South-South partnerships can provide greater power for combined negotiations with Northern 
partners, thus offering potential for more equitable relationships. However, Boshoff (2010) argues that 
there are inequities within the Sub-Saharan African context where South Africa, for example, has more 
resources and capacity for research that other nations lack. This has created a situation where Northern 
partners are more likely to partner with South Africa, and where South Africa can become a powerful 
partner in a South-South collaboration.  

Kapoor’s (2011) research suggests that some South-South partnerships stem from shared challenges 
and a desire to lessen dependence on the North. His participants argued that a “South-South 
collaboration allowed for a more appropriate level of technology than collaboration with Northern 
countries that often included the use of less applicable, more expensive, and highly technical 
technologies” (p. 104).   
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This commonality of context, needs, and resources was a key factor for building 
partnerships addressing a particular health challenge, including the need for health technology 
assessment (MacQuilkan et al., 2018), or a shared health condition or problem (Ivers et al., 2012; 
Namuyonga et al., 2018; Olapade-Olaopa, 2014; Stefan et al., 2012). Engagement between LMIC 
countries with shared health priorities (and similar challenges in addressing those priorities) offers 
opportunities for capacity building and sharing of resources. Case studies regarding the Ebola outbreak 
in West Africa in 2015 highlight how crises or a shared challenge can mobilize resources from other 
Southern partners in response, efficiently addressing local needs (Olu, Ovberedjo, & Muhongerwa, 
2017). In another example of shared needs, an interest in health-system-strengthening challenges in 
Mozambique and Uganda facilitated collaboration through which “[i]mmediate outcomes were the 
reinforcement of Mozambique’s capacity for performing field ultrasound, creation of a network of three 
African countries, and the initiation of other projects on cardiovascular risk factors in young 
populations” (Namuyonga et al., 2018, p. 263). 

Twinning projects typically occur between Northern and Southern partners. However, one example of 
twinning between two LMICs was a project addressing the difficulties of children in Namibia going to 
Cape Town, South Africa, for treatment of cardiac conditions. Several advantages of teaching and 
training in geographically close institutions were evident in this example. First, similarities existed in 
the prevalence of various diseases and in access to technology and drugs. The relatively short travel 
distances between institutions allowed for a series of shorter training events, with fewer disturbances to 
the trainees’ work and family life. Finally, the program provided clinical and research opportunities for 
students or fellows from South Africa or other countries (Stefan, Shalongo, & Ribeiro, 2012). Muir 
(2017) noted that it was not that South-South partnerships were prioritized because of dissatisfaction 
with Northern partnerships; rather, they emerge for positive reasons. The LMIC-LMIC relationships, 
which meets the emerging best practices criteria, have natural and significant benefits, as noted in the 
Namibia example.  

Key Ingredients for Success 

“For this type of collaboration, it is important that agendas and development plans primarily remain 
under the remit of the South-South partners, to prevent the engagement becoming a pseudo North-
South relationship" (MacQuilkan et al., 2018, p. 8).  

Below is a summary table about key ingredients or suggestions for successful LMIC-LMIC partnerships 
from the literature: 

Key Ingredients 

Funding 
● Shared equitably and/or control of funds and research agenda given to LMIC partners 
● Measures to ensure that inequalities between South-South collaborators are acknowledged and 

mitigated  
(Boshoff, 2010; Direko & Davhana-Maselesele, 2017; Olapade-Olaopa et al., 2014; UNOSSC ND, 
UNOSSC, 2018; Ivers et al., 2010) 

Communication 
● Establishing strong processes for clear communication  
● Fostering incentives for better communication  

(Milford et al., 2017; Direko & Davhana-Maselesele, 2017) 
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Communities of Practice 
Defined as efforts to strengthen health education through “technical working groups, principal 
investigator site visit exchanges, an annual symposium, a MEPI journal supplement, the MEPI Web site, 
newsletters, and webinars.”8  
● With similar health care needs that might not be relevant to non-LMICs, South-South partnerships 

can share expertise and resources to address common problems, thus increasing capacity 
● Promote opportunities for scientific and cultural exchange  
● Trade missions and entrepreneurial exchanges to foster collaboration; increase support for research 

collaboration and prioritize capacity building collaborations  
(Olapade-Olaopa et al., 2014; Kapoor, 2011) 

Mitigating Power and Resource Differentials 
● Shared publications, access to data sets; shared decision-making in the objectives and program 

development 
(Boshoff, 2010; du Toit et al., 2017; Milford et al., 2017; de Paula Fonseca et al., 2018; MacQuilkan et 
al., 2018; Olu et al., 2017) 

Exploit Similarities 
● Utilize neighboring LMIC because of shared context and similar challenges 
● Find a “southern solution,” utilizing shared knowledge and technical skills 

(de Paula Fonseca et al., 2018; Namuyonga et al., 2018; Stefan et al., 2012; Ivers et al., 2012; 
UNOSSC, 2018) 

Partner Commitment  
● Champions and commitment to the partnership is important for all types, but this seems imperative 

for LMIC-LMIC ones where resources and support might be harder to maintain 
(Direko & Davhana-Maselesele, 2017; Stefan et al., 2012) 

Clear Roles and Objectives 
● Clarify which partner is responsible for what 

(Direko & Davhana-Maselesele, 2017) 

 

Measurable Criteria to Score/Rate a Partnership’s Impact and Strength 

The reviewed articles on LMIC-LMIC partnerships largely did not mention metrics to measure them, 
nor M&E methods. However, a few points emerged that are worth noting.  

• Kapoor cited the importance of a clear policy framework to guide the partner collaboration 
(2011), which should be embedded into the MOU. This type of formal agreement that offers a 
longer-term commitment between partners, and which should also provide clear guidelines on 
the operational aspects of the partnership, is an important measure.  

• Evidence of co-created objectives and an agenda driven by LMIC partners, with clear 
M&E elements in place, is also key. From the beginning of the partnership, clear and measurable 
goals should be set.    

• The concept of reciprocity/authenticity is also valuable, particularly to compensate for 
power differentials. One example of how this can occur is through data sharing. Two articles 

 
8 Frehywot et al., 2014, p. 45.  
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mentioned the importance of shared access to data and resources, leading to clear co-authorship 
of papers (Boshoff, 2010; Olapade-Olaopa, 2014).  

• Sustainability of the partnership, whether in terms of longevity or sustaining a particular 
program, capacity, or strength achieved as a result of the partnership, is an important criterion. 
While the actual relationship might not continue beyond a specific period, the impact or 
evidence of change should be documented (Namuyonga, Lwabi, Omagino, Yacoub, & Mocumbi, 
2018). 

• Another important criterion to consider is local involvement. Some articles viewed evidence 
of collaboration with local ministries of health (MOHs) (du Toit, 2017; Kapoor, 2011) or the 
acknowledgement, involvement, and use of local experts as key (Ivers et al., 2012). 
 

Obstacles to Success/Gaps 

Below is a summary table about what has not worked well in LMIC-LMIC partnerships according to the 
literature: 

Key Challenges 

Cultural/Language Barriers 
• In Southern African Development Community (SADC) countries there are Anglophone, 

Francophone, and Lusophone countries  
• These differences can lead to fragmented, weaker institutions 

 (Mouton (2008 – in Boshoff); Olu et al., 2017; Stefan et al., 2012; Kapoor, 2011) 

Poor Coordination (Olu et al., 2017, Nowgu, 2016) 

Capacity Strengthening Not Addressed 
• Institutions serve as career-building opportunities for individuals rather than building strong 

scientific inquiry (provides descriptions and explanations based on evidence), to strengthen 
institutions; instead, scientific institutions are often “fragile, fragmented and constantly under-
resourced” 

• Building partnerships without attending to the need for stronger institutions is a recipe for 
failure 

• (Boshoff, 2010, p. 501) 

Financial Support 
• If financial support is lacking, as well as the required infrastructure, this can have a negative 

impact 
(Kapoor, 2011; Olu et al., 2017) 

Weak Framework 
• Without a strong policy framework to support the partnership, collaboration is challenging 
• Lack of agreement with relevant governments is also a constraint 

(Kapoor, 2011; Olu et al., 2017) 
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Lack of Previous Authorship 
• The culture of the scientific research and publication domain remains largely driven by Northern 

institutions and processes. Lack of resources and true collaboration in manuscript preparation 
and research limits the ability of South-South partnerships to flourish 

• Limited resources (time, financial, human resources [HR], connectivity), as well as developed 
research skills also a factor hindering research collaborations 
(Boshoff, 2012; Van der Veken et al., 2017)   

 

III. NGO/Association 
Catalyst for the Partnership 

Of the 32 sources that met the inclusion criteria for this partnership type, the most common reasons for 
partnering was addressing a specific issue or challenge, primarily in the field of global health. There 
were three themes that emerged that acted as catalysts: 

1. Disaster Response 
One galvanizing force to create partnerships with an NGO is in response to a humanitarian 
crisis. One example was from the Haiti earthquake in January 2010, which led to a rapid 
mobilization of medical teams to respond, some with NGOs that did not have prior experience in 
the region (McCunn, 2010). 

 
2. Research 

Research to leverage institutions’ funds for greater impact. One example is the National 
Oceanographic Partnership Program that was established to address ocean-related challenges 
(Keylon, 2015). 

 
3. Address Gaps/Needs 

Partnerships are formed to fill gaps or meet needs. Recent examples include the 
disproportionate cancer-related deaths in LMICs due to inadequate prioritization and allocation 
of resources (Nwogu, 2016), and to understand obstacles to achieving universal health coverage 
in remote rural areas of Rwanda due largely to the inadequate supply of health workers 
(Binagwaho, 2017). Similarly, Campbell and Baernholdt cite a partnership between an academic 
institution in the U.S. that partnered with a local NGO in South Africa to develop training 
sessions to respond to a lack of palliative-care knowledge among health care providers in rural 
areas (2016).  
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Key Ingredients for Success 

Below is a summary table about key ingredients or suggestions for successful NGO/Association 
partnerships from the literature: 

Key Ingredients 

Trust 
● This is key for the partners themselves 
● Practitioners and politicians also need to trust the researchers at the planning stages 

(Olivier et al., 2016; Eriksson, 2014) 

Transparency (Olivier, Hunt, & Ridde, 2016) 

Mutual Respect 
● Ensures sustainability 

(Olivier, 2016; Henderson, 2013) 

Shared Vision/Objectives 
● Perceived benefits of the partnership outweigh organizational differences 
● Equal partnership in the design phase between organizations 

(Olivier, 2016; Henderson, 2013; Ouma, 2013) 

Mitigating Conflict (Henderson, 2013) 

Neutral Interpersonal Space 
● Enables the partnership to be created 

(Henderson, 2013) 

Community Involvement 
Defined as local residents, could be leaders and non-leaders, who are impacted by the partnership work. 
● Incorporated into identifying the problem, planning project/intervention, data collection, 

interpreting, and disseminating results 
(Goldberg-Freeman, Kass, Gielen, Tracey, & Bates-Hopkins, 2010) 

Creative Financing 
● These models are a key component to supporting positive change through partnerships 

(Nowgu, 2016) 

 

Measurable Criteria to Score/Rate a Partnership’s Impact and Strength 

Very few resources on this partnership type detailed or even mentioned evaluation criteria. However, 
the Working Group identified that the Fair-Trade Learning Rubric (Hartman & Blache-Cohen, 2014) 
would be useful to score or rate a partnership, regardless whether it is with an NGO or professional 
association. Five overarching criteria pulled from this document, which are particularly relevant, are 
listed below: 
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1. Common Purposes: Agreement upon long-term mutuality of goals and aspirations. 
 

2. Host Community Program Leadership: Community members have clear teaching, 
leadership roles; Community-driven research initiatives are co-owned, including fair authorship 
rights. 
 

3. Rights of the Most Vulnerable: Most vulnerable populations in the community have been 
identified; Appropriate training and safeguards are in place to ensure their rights and well-
being. 

 
4. Host Community Program Participation: Community age-peers have financially 

embedded opportunities to participate (where applicable, in an accredited way) in 
programming. 

 
5. Theory of Change (Community & Students): Reasons for partnership - in terms of 

community and student outcomes - are understood and embraced by multiple and diverse 
stakeholders.  

 

Obstacles to Success/Gaps 

Below is a summary table about what has not worked well in NGO/Association partnerships according 
to the literature: 

Key Challenges 

Roles 
● Misunderstanding of roles; limitations 

(Zimmerman, 2016) 

Differing Priorities 
● Can lead to disputes/problems 

(Zimmerman, 2016) 

Contextual Pressures 
● If there are already tenuous connections that are holding the partnership together between 

otherwise-competitive organizations, this may lead to a dissolution of the partnership 
(Henderson, 2013) 

Lack Key Ingredients for Success 
● The absence of trust, mutual respect, shared vision/objectives often leads to gaps or 

ineffective/dysfunctional partnerships 
(Boland, Kamikawa, Inouye, Latimer, & Marshall, 2010) 
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IV. Private/Public  
Catalyst for the Partnership 

The STAR Committee reviewed 92 articles and determined that academic institutions partner with 
public and/or private sector entities to advance global health, education, and service delivery. Most of 
the collaborations identified include academic-public sector, such as northern academic institutions 
and government health bodies, especially MOHs in various countries. Few academic-private 
collaborations existed, which primarily focused on developing innovative solutions and strengthening 
student capacity to work in industry and real-world scenarios. The reasons/catalysts for partnerships to 
emerge can be roughly divided into the following themes: 
 

1. Health care delivery/clinical practice 
Several articles identified health service delivery needs in resource-scarce settings, such as 
African countries, as an impetus for partnership between academia and the public sector. Most 
academic institutions tend to partner with public bodies outside or within a country to improve 
delivery of care, enhance service, and raise population health (Arenella et al., 2010; Claassen et 
al., 2017; Harper et al., 2016; Steiner et al., 2016). Similarly, academic-private partnerships were 
more inclined toward facilitating students’ or clinicians’ engagement in leadership and 
information technology, fostering innovative approaches to health care, and lowering health 
care costs (Cairns et al., 2017; Didion et al., 2013; Howard & Williams, 2017). The partnerships 
aimed at improving health care indicators from mental health in Massachusetts, U.S. (Caplan et 
al., 2013) to clinical pharmacy services for HIV-infected people (Pastakia, Schellhase, & Jakait, 
2009) to cardiovascular health in a national public hospital in Kenya (Binanay et al., 2015), and 
targeted the elderly (Neal et al., 2017), veterans (Harper et al., 2016), prisoners (Reeves, Brewer, 
DeBilio, Kosseff, & Dickert, 2014), and women (AWARENESS Project Peru Country Report 
2002–2007, 2008).  
 

2. Research 
Connecting academic institutions and public health departments improves public health 
workforce capacity, and ultimately, improves community health (Hamilton et al., 2014; Smith et 
al., 2014; Turner et al., 2014). Bilateral research support forms the basis for research 
partnerships (Birkhead et al., 2014; Ormond et al., 2018; Soni et al., 2017). Some partnerships 
were also formed with the specific aim of creating an information repository (Clark et al., 2013), 
forming a consortium (Pesco-Koplowitz et al., 2018), operating a national registry (Chiang et al., 
2015), or conducting a participatory process (Erwin, Meschke, Ehrlich, & Moran, 2017) to 
support research and development. 
 

3. Capacity building/training/curricula 
A critical shortage of health professionals in low-resource settings, coupled with inadequate 
expertise in disease management, led academic institutions to partner with public agencies. 
Academic-practice partnerships equip clinicians and nurses to lead change and prepare them for 
career advancement (Beal et al., 2012; Didion et al., 2013; Harper et al., 2016; Howard & 
Williams, 2017). Partnerships could be led by the establishment of an undergraduate degree 
(Wollin & Fairweather, 2012) or a residency program to improve clinical care (Khambaty, Ayas, 
& Mezghebe, 2010), professional/trainee exchange, structured mentorship and development 
programs (Hamilton et al., 2014; Soni et al., 2017), the development of a fellowship program, 
curricula development (Arenella et al., 2010; Neal et al., 2017; Schier et al., 2010), and fostering 
professional development and achieving global health equity (Cancedda et al., 2014; Citrin et al., 
2017). 
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4. Program development/scale-up/evaluation 
Some partnerships are formed to develop programs, scale-up, or evaluate existing programs. 
These programmatic partnerships support projects in planning, evaluation, and policy 
development. Different projects have varying objectives, which could range from design and 
assessment of a treatment program (Caplan et al., 2013), hospital preparedness (Courtney et al., 
2009), mitigation planning (Griffith, Kay Carpender, Crouch, & Quiram, 2014), and 
reconstruction (Takamura et al., 2016) to evaluation of youth-friendly health services (Health 
Policy Project, 2015), and a capacity strengthening intervention for a local facility (MEASURE 
Evaluation, Health Policy Project, 2015). 
 

The themes included above are not exclusive. Many partnerships were found to involve multi-pronged 
approaches, including two or more themes; for instance, research, clinical practice, and education as a 
tripartite mission (Mercer et al., 2018; Steiner et al., 2016). 
 
 
Key Ingredients for Success 

Below is a summary table about key ingredients or suggestions for successful private/public 
partnerships from the literature: 

Key Ingredients 

Prior Relationship 
● Significant history of working together and carrying out projects before considering formal 

partnership 
(Citrin et al., 2017; Harper et al., 2016, 2015; Turner et al., 2014) 

Pre-Partnership Preparation 
● Before a formal agreement is signed, a detailed preparatory phase is key to work on relationship 

building, communication, trust, commitment, clarify leadership roles, align culture and values  
(Binanay et al., 2015; Dacso et al., 2013; Didion et al., 2013; Hamilton et al., 2014; Harper et al., 
2015; Howard & Williams, 2017; Neal et al., 2017; Soni et al., 2017) 

Memorandum of Understanding 
● Multi-component MOU, including logic model to remain focused on the core mission and goals 

and also for planning, implementation, and evaluation activities 
(Harper et al., 2016, 2015; Smith et al., 2014; Steiner et al., 2016; Turner et al., 2014) 

Governance 
● A robust governance structure to facilitate fiduciary activities, joint decision-making, and 

communication, such as establishment of a council, or management committee, and working 
groups, involving members from both partners 
(Birkhead et al., 2014; Cairns et al., 2017; Hamilton et al., 2014) 
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Shared Vision/Goals 
● Common understanding of the vision and alignment of strategy and actions; engagement of 

stakeholders at all levels (not just at the senior leadership level) 
● Creation of shared position or liaison agreeable to both partners to facilitate integration of 

activities (common in academic-practice partnerships) 
(Binanay et al., 2015; Citrin et al., 2017; Didion et al., 2013; Hamilton et al., 2014; Harper et al., 
2016, 2015; Howard & Williams, 2017; Smith et al., 2014; Turner et al., 2014) 

Equitable Power  
● Resources and opportunities equally shared between partners; effective negotiation processes 

(Alliance & Global Health Alliance, 2000; Citrin et al., 2017; Miranda, Castro-Ávila, & Salicrup, 
2018) 

Leadership 
● Effective and collaborative (investment of time, resources, and energy by leaders of both 

partners) 
(Hakim et al., 2018; Harper et al., 2016, 2015; Smith et al., 2014) 

Widespread Involvement/Consultation 
● Includes all relevant departments, leaders, local politicians, and stakeholders at all levels; support 

and willingness of partnering body for joint actions 
(AWARENESS Project Peru Country Report 2002–2007, 2008; Binanay et al., 2015; Dacso et al., 
2013; Hakim et al., 2018) 

Community Involvement 
● Leverage the power of grassroot level engagement, such as community groups, during program 

implementation 
(Alliance & Global Health Alliance, 2000; Claassen et al., 2017; Mercer et al., 2018) 

Commitment 
● Long-term commitment of both partners and leaders 

(Mercer et al., 2018; Pastakia et al., 2009; Soni et al., 2017; Steiner et al., 2016; Wollin & 
Fairweather, 2012) 

Communication 
● Regular contact (calls, in-person meetings); clear and effective communication systems and 

strategies 
(Binanay et al., 2015; Didion et al., 2013; Harper et al., 2016, 2015; Jose et al., 2017; Mercer et al., 
2018) 

Respect 
● Recognition of relationships at all levels; valuing each partner’s mission, roles, priorities, and 

perspectives 
(Harper et al., 2016, 2015; Jose et al., 2017; Mercer et al., 2018; Steiner et al., 2016) 
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   Flexibility 
● Embrace change; adaptive; continuously refining the “rules of engagement” as partnership 

evolves 
(Binanay et al., 2015; Citrin et al., 2017; Dacso et al., 2013; Hamilton et al., 2014; Jose et al., 2017; 
Steiner et al., 2016) 

Funding 
● Diverse funding sources for sustainability, which comes from the institutions themselves, as well 

as from third parties, e.g., research grants 
(Citrin et al., 2017; Steiner et al., 2016) 

Monitoring & Evaluation (M&E) 
● Reflection and analysis of ongoing improvements through annual reporting, effective metrics, and 

evaluation tools; prospective M&E of the program 
(Citrin et al., 2017; Hamilton et al., 2014; Harper et al., 2016, 2015; Howard & Williams, 2017; 
MEASURE Evaluation, Health Policy Project, 2015) 

 
Measurable Criteria to Score/Rate a Partnership’s Impact and Strength 

Some studies have used different frameworks, for example, the Tropical Health and Education Trust 
(THET) Principles of Partnership framework (Citrin et al., 2017) or The VicHealth Partnership Analysis 
Tools (Jose et al., 2017), to assess the quality and effectiveness of partnerships. However, most of the 
studies reported changes in programmatic outcomes, including change in health indicators; impact on 
capacity building (Stuart-Shor et al., 2017) through qualitative and quantitative assessment, such as 
faculty or student surveys; and key informant interviews with important stakeholders (Hakim et al., 
2018; Nankumbi et al., 2011). Some measurable criteria that emerged from the literature, which can be 
used to rate/score a partnership’s impact and strength, are: 
 

1. Programmatic outcomes 
Partnership success largely depends on whether the partnership objectives are achieved. 
This could be measured by the number and significance of jointly authored grant 
submissions and publications, the number of people trained, or new treatments discovered 
as a result of the partnership (Hamilton et al., 2014; Harper et al., 2016; Steiner et al., 2016; 
Turner et al., 2014), improvement in quality and access to health care (Khambaty et al., 
2010; Reeves et al., 2014), number of faculty development training/workshops, growth in 
enrollment (Claassen et al., 2017; Hakim et al., 2018), number of students/faculty 
exchanges, satisfaction rating of stakeholders (Neal et al., 2017; Schier et al., 2010), and 
several other educational, clinical, and program outcome measures (Harper et al., 2016; 
Harper, Selleck, Eagerton, & Froelich, 2015).  

 
2. Sustainability 

Equitable resource sharing and contribution of each partner in terms of fiscal, human, and 
time resources is critical for sustainability of the partnership. It is important to regularly 
monitor the revenue and costs and have bilateral efforts to fund generations to sustain the 
partnership financially (Harper et al., 2016). One approach to contain costs when partnering 
with a government body is to form a cost-based agreement (Reeves et al., 2014). A 
partnership’s strength can also be assessed by measuring the duration of engagement both 
before and after formal agreement. Most successful partnerships have a history of working 
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together for several years before they enter into a formalized relationship (Harper et al., 
2015; Mercer et al., 2018). 
 

3. Communication 
Regular communication is vital to build trust and for the partnership to thrive. This can be 
analyzed by assessing the frequency of meetings, number of active committees and task 
forces, and reporting of activities. Establishing regular meeting schedules and clear 
communication systems and strategies creates an environment of continual engagement and 
helps to address challenges more effectively (AWARENESS Project Peru Country Report 
2002–2007, 2008; Didion et al., 2013; Jose et al., 2017; Mercer et al., 2018). 
 

4. Presence of clear logic model 
Logic models guide the objectives of the partnership and help partners to focus on common 
mission and values (Harper et al., 2015; Sherr et al., 2013; Steenhoff et al., 2017). These 
models reflect and document “if this, then that” guidelines that participants can use to 
communicate and make decisions. It is therefore crucial to have a clear logic model 
stipulated in the partnership agreement. This also helps in the planning, implementation, 
and evaluation of programs at later stages. 

 

Obstacles to Success/Gaps 

Below is a summary table from the literature about what has not worked well in private/public 
partnerships: 

Key Challenges 

Funding 
● Difficulty garnering necessary financial support; funding/fiscal constraints to sustain partnership 

(Dacso et al., 2013; Harper et al., 2016, 2015; House et al., 2014; Jose et al., 2017; Maddalena & 
Fleet, 2015; Miranda et al., 2018) 

LMIC-Specific Constraints 
● Adverse political and financial situation of LMICs, including changes in customs policies and 

procedures; recruitment procedures; and partners’ lack of awareness about international 
processes and regulations 
(Jose et al., 2017; Khambaty et al., 2010; Neal et al., 2017; Somsekhar et al., 2012) 

HR 
● Regular employee turnover, thus requiring extra time and efforts to re-establish relationship, 

trust, and commitment 
(Hamilton et al., 2014; Howard & Williams, 2017; Neal et al., 2017) 
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Time Constraints 
● Additional responsibilities for faculty and leaders leading to time constraints for partnership 

activities; inadequate communication across departments, institutions, between partners, and 
with donors 
(Hakim et al., 2018; Hamilton et al., 2014; Neal et al., 2017; Somsekhar et al., 2012; Soni et al., 
2017) 

Integration Issues 
● Difficulty integrating roles and responsibilities of the partnership, which can conflict with other 

program components 
(Dacso et al., 2013; Mercer et al., 2018) 

Local Government Issues 
● LMICs often find it challenging to negotiate with the central MOH due to lack of MOH 

commitment  
(AWARENESS Project Peru Country Report 2002–2007, 2008) 

Imbalances 
● Mismatch between partners in terms of organizational policies, funding mechanisms 

(Srihari et al., 2009) 

Misalignment of Goals 
● Lack of shared understanding for goals; lack of transparency of partnership agenda 

(Wollin & Fairweather, 2012; Alliance & Global Health Alliance, 2000; Olivier et al., 2016; 
Steenhoff et al., 2017) 

Logistical Obstacles (Citrin et al., 2017; Dacso et al., 2013) 

Differences 
● Cultural, geographic; scientific and ethical guidelines can pose challenges and lead to delays 

without effective communication/coordination 
(Howard & Williams, 2017; Miranda et al., 2018; Somsekhar et al., 2012) 

Evaluation 
● Difficulty evaluating the intangible aspects of partnership; unavailability of public data 

(Citrin et al., 2017; Howard & Williams, 2017; Results for Development Institute, 2014) 

Lack of Commitment 
● Driven by differing interests of staff and partnership program 

(Birkhead et al., 2014) 

LIMITATIONS OF THIS REVIEW 
The review grounded and framed STAR’s understanding about why partnerships emerge, criteria to rate 
them, what has worked well, and what has not. This is all crucial to the project’s understanding and 
support of the formation of academic partnerships.    
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However, there were some limitations with the review, which should be noted. Committee members 
discovered that the publications they reviewed often highlighted positive partnership findings, thus 
providing evidence for one of the key research questions, but did not always address what did not work 
well for partnerships. This information, as well as insights into partnership scoring/rating criteria, 
could often be inferred from the articles; however, for future reviews, the search terms should be 
adjusted to try to more directly capture these issues. 

Some source types yielded better information about partnerships than others. For example, searching 
within WHO and government reports did not produce many relevant results for the NGO/Association 
partnership type. In addition, conference papers were often not open access and could not be searched. 
Therefore, it is possible that additional key factors about partnerships exist that were not captured in 
this review. 

The review only focused on pairings; however, many of the searches yielded information on 
partnerships involving multiple partners. There are potentially numerous valuable insights that could 
be gleaned had those been included. For instance, one of the gold standards of U.S.-LMIC academic 
institutional partnerships is the Academic Model Providing Access to Healthcare (AMPATH), which 
started as a collaboration between Indiana University and Moi University, and is referenced below, but 
over the last three decades has grown to include a number of other U.S. partners. Another example is 
the Rwanda Human Resources for Health (HRH) Project, which is a collaboration between the GoR, its 
medical school, and 22 U.S.-based institutions. Also, it appears that frequently there can be a 
“Triangular Collaboration (North-South-South),” where a Northern partner provides funding and/or 
other support to facilitate the partnering of Southern institutions (MacQuilkan et al., 2018, p. 8).  

The review did not include non-formalized collaborations or voluntary partnerships, so there may be 
additional insights that could be pertinent but were not captured. In addition, because the search terms 
focused on formalized partnership types and not assessments of global health partnerships as a whole, 
there is a possibility that additional guidance documents were not reviewed that may have been useful 
for STAR’s academic partnership work. An example is UK-based THET’s “steps in a quality 
improvement cycle of partnership evaluation, planning, and implementation” (Steenhoff et al., 2017. p. 
8) and THET’s eight principles of health partnerships. In addition, most of the literature focused on 
bringing to light the existence of different partnership types rather than getting at the “process” 
involved in creating and sustaining them. 

There were some minor deviations from the methodology that are important to note. First, the 
methodology stated that all search results, even those meeting the inclusion criteria, would be listed in 
the data extraction sheets. However, given the large number of search results produced, only those that 
appeared to match the inclusion criteria were included. Second, EndNote was not used for referencing 
purposes because not all Committee members had access, and the data extraction sheets served this 
purpose. Lastly, the Committee members strived to conduct consistent and thorough searches for each 
source and across all partnership types, but there may be some minor gaps, especially in the area of 
gray literature. 

 

https://www.thet.org/principles-of-partnership/
https://www.thet.org/principles-of-partnership/
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DISCUSSION 

Interpreting Results 
Research Question #1:  

What are the reasons for partnerships to emerge, i.e., the catalyst?  
 
In synthesizing the results of the four partnership types, two levels of partnership catalyst were noted:  

1. Those reasons that are specific to who the partners were 
2. Those reasons that are specific to the partners’ goals for the relationship 

  
The descriptions of the who-related partnership reasons were most evident around LMIC academic 
institution partnerships with other LMIC institutions or, less commonly, partnerships with U.S. 
academic institutions. Specific examples of this category of reasons included those that emerged in 
relation to: 
 

1. Power dynamics (e.g., a South-South partnership due to a desire to increase the visibility and 
impact of LMIC science and medical research [Boshoff, 2010; du Toit et al., 2017], to challenge 
the colonial legacy and allow Southern partners to set their own agenda [du Toit et al., 2017], 
and to increase leverage/power when negotiating with Northern partners) 

2. Cost effectiveness of the partnership (e.g. “South-South collaboration allowed for a more 
appropriate level of technology” [Kapoor, 2011, p. 104], and shorter travel distances for shared 
events were less disruptive to faculty or trainee lives [Stefan, et al. 2012]) 

3. Individual faculty relationships at partner institutions (although the initial goals of these 
partnerships may have varied, all evolved toward a focus on capacity building [Paniagua-Avila et 
al., 2017; Rabin, et al., 2016; Inksater et al., 2011; Mercer et al., 2018; Ormond et al., 2018]) 

4. Institutional relationships that were catalyzed by funding opportunities (e.g., 
MEPI partnerships [Kaddumukasa et al., 2014; Hakim et al., 2018; Noormahomed et al., 2017]).  

 
In future studies, it would be helpful to examine the criteria that catalyze the choice of partners of 
academic institutions with either professional associations, NGOs, or the private or public sectors in 
general. 
  
Across all four types of relationships, however, the literature yielded much more information about the 
goal-related reasons for partnership development. Although these categories are not mutually 
exclusive, the descriptions in the literature noted examples of partnerships that developed to address: 
 

1. A shared health challenge (e.g., Ebola outbreak response [Olu et al., 2017] or high HIV rates 
[Ivers et al., 2012]) 

2. A health crisis for which one partner has an enhanced capacity for response (McCunn, 2010) 
3. To limit brain drain [Boshoff, 2010; Ivers et al., 2010; du Toit et al., 2017].  
4. An area of clinical need (e.g., cancer-related death disparities in a LMIC [Nwogu, 2016], an 

inadequate supply of health care workers [Binagwaho, 2017; Khambaty et al., 2010; House et al., 
2014], or gaps in cardiovascular care in a public hospital in Kenya [Binanay et al., 2015]) 

5. To leverage funds for scientific research (e.g., [Keylon, 2015; Hamilton et al., 2014; Smith 
et al., 2014; Turner et al., 2014]) 

6. For the purpose of program development or scale-up (e.g., [Courtney et al., 2009; 
Campbell & Baernholdt, 2016]) 
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7. For the purpose of health professional non-clinical capacity building, i.e., 
strengthening health systems not directly related to patient care (e.g., [Beal et al., 2012; Arenella 
et al., 2010; Neal et al., 2017; Schier et al., 2010; Cholewka et al., 2012; Claassen et al., 2017; 
Dacso et al., 2013; Maddalena & Fleet, 2015; Nankumbi et al., 2011; and van Staden, 2018]). 

 
Research Question #2:  

What has worked (key ingredients) or suggestions? What partnership strategies are best 
suited for creating, maintaining, and developing knowledge sharing systems in capacity 
building, education, and research across the global health landscape? 

Some common ingredients emerged, such as mutual benefit, respect, shared vision/goals, and 
collaborative actions. Common understanding of the partnership vision and objectives, clarity of the 
roles and responsibilities, stakeholder engagement from both parties at all levels, shared leadership, 
support of staff at both partner sites, and joint partner activities help partnerships to align strategies 
and actions to achieve goals (Henderson, 2013; Binanay et al., 2015; Rabin et al., 2016; Citrin et al., 
2017; Direko & Davhana-Maselesele, 2017; Hakim et al., 2018). While academic-academic partnerships, 
especially the educational/curricula development collaborations, recognize mutually beneficial and bi-
directional scientific and cultural exchange of faculties and students as one of the key elements to foster 
learning (Wollin & Fairweather, 2012; Olapade-Olaopa et al., 2014; Rabin et al., 2016; Paniagua-Avila 
et al., 2017), research partnerships often focus on shared publications and access to datasets (Boshoff, 
2010; de Paula Fonseca et al., 2018). However, administrative support from public health authorities at 
all levels and involvement of the local community is crucial for effective implementation of collaborative 
global health programs (Goldberg-Freeman et al., 2010; Binanay et al., 2015; Paniagua-Avila et al., 
2017).  

Having strategies in place to mitigate the power differential allows for partners to have equitable access 
to resources and opportunities. Extensive involvement of LMIC partners and prioritization of 
population needs over the needs of partners is also important in partnerships that aim to improve 
health outcomes in LMICs (Pastakia et al., 2009; Noormahomed et al., 2017). 

South-South partnerships can share knowledge and technical skills to address common health 
challenges, including capacity building, and thus develop a ‘southern solution’ (Stefan et al., 2012; 
Olapade-Olaopa et al., 2014; de Paula Fonseca et al., 2018; Namuyonga et al., 2018). While long-term 
commitment from both partners and leaders is essential in all partnership types, this seems imperative 
for LMIC-LMIC partnerships, where resources and support are harder to maintain (Stefan et al., 2012; 
Direko & Davhana-Maselesele, 2017).  

Before signing a formal agreement, a detailed and well-thought-out preparatory phase can help build 
trust and align values and culture of both partners, while also recognizing each partner’s mission, roles, 
priorities, and perspectives (Dacso et al., 2013; Binanay et al., 2015; Harper et al., 2016, 2015; Olivier et 
al., 2016; Citrin et al., 2017). In addition, taking time to set the vision and providing a “bilateral 
commitment of time, personnel, and financial resources as the basis for collaboration” is extremely 
important (Binanay et al., 2015, p. 2552).  

A robust partnership governance structure, as identified in some academic-public/private partnerships, 
helps to facilitate fiduciary activities, joint decision-making, and clear communication, through 
establishment of a council, or management committee, and working groups, involving members from 
both partners (Birkhead et al., 2014; Hamilton et al., 2014; Cairns et al., 2017). Effective 
communication tools and strategies, preferably face-to-face meetings, are important to share global 
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health knowledge and expertise between partners, resolve conflict, and for shared and transparent 
decision-making (Semali et al., 2013; Citrin et al., 2017; Jose et al., 2017; Milford et al. 2017; Mercer et 
al., 2018).  

Continual and routine monitoring and evaluation is necessary to keep it on track (Hamilton et al., 2014; 
Citrin et al., 2017; Van der Veken et al., 2017). Through a commitment to joint learning, “[h]ealth 
partnerships’ stakeholders monitor, evaluate, and reflect on their activities and results, articulating 
lessons learned, and sharing knowledge with others” (Citrin et al., 2017, p. 5).  

Creation of innovative financing models, such as development of offshoot, externally funded projects, 
investment in infrastructure establishment (such as research centers or departments), strengthening 
local capacity for sustainability, and a search for diverse funding sources allow partnerships to thrive 
longer (Semali et al., 2013; Nowgu, 2016; Steiner et al., 2016; Citrin et al., 2017; Noormahomed et al., 
2017; Steenhoff et al., 2017). Other notable elements included flexibility of the partnership, efficient and 
structured organizational work-flow to minimize integration costs, and leveraging private sector 
expertise in strategic planning and change management in the case of academic-private partnerships 
(Birkhead et al., 2014; Binanay et al., 2015; Citrin et al., 2017; Mercer et al., 2018). 

The focus of the research question was to identify factors that are most critical for partnership 
development, and ones that are best suited to promote robust knowledge sharing systems. Based on the 
findings, it is clear that no one element is more important than another; the crux is to maintain an 
environment based on mutuality and equity. Incorporating these elements into partnership 
development and maintaining them may help a partnership to become effective and successful. 

Research Question #3:  

What are three to five measurable criteria that can be used to score/rate a partnership’s 
impact and strength?  
 
The review and working group discussions highlighted several tools and resources that offer 
frameworks, including measurable criteria, to score or rate a partnership’s impact and strength. These 
are: 
 

1. THET Principles of Partnership framework (Citrin et al., 2017) 
2. The VicHealth Partnership Analysis Tools (Jose et al., 2017) 
3. Guidelines offering a framework for global health training partnerships (Pinto & Upshur, 2009; 

Rabin et al., 2016) 
4. The Fair Trade Learning Rubric (Hartman & Blache-Cohen, 2014) 

 

In order to rate the success of a partnership or evaluate it at various mid-points, all four working groups 
concluded that measurable criteria were central/foundational. Several working group members noted 
that often these are best assessed through qualitative methods, including key informant interviews and 
focus groups. While some criteria may be more pertinent to some partnership types – for example, 
those focusing on research – most are universal with respect to partnerships with NGOs, the private 
sector, or solely between academic institutions. 

At the start of a partnership, the co-creation of objectives and the agenda (also described as common 
purposes), and host community program leadership and participation, are essential for a strong 
partnership to develop. A clear policy framework should be embedded in the MOU, with mutually 
agreed-upon terms and a detailed description of outcomes and methods undertaken to compensate for 
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power differentials (Kapoor, 2011; Boshoff, 2010; Olapade-Olaopa et al., 2014). MOUs should specify 
clear bilateral leadership structures, as well as templates and protocols to facilitate and guide program 
activities (Kaddumukasa et al., 2014). 

To measure previously agreed-upon programmatic outcomes, partners may look to the number of 
people trained, new treatments discovered as a result of the partnership, research that is jointly 
authored (Hamilton et al., 2014; Harper et al., 2016; Steiner et al., 2916; Turner et al., 2014), or other 
measurable criteria related to the goals of the partnership. 

Sustainability emerged as an essential criterion across various working groups, emphasizing equitable 
sharing of resources (e.g., time, human, fiscal) and partner contributions, with ongoing monitoring and 
joint efforts to seek financial stability over the long-term (Harper et al., 2016). Cost-based agreements 
may be useful (Reeves et al., 2014), as well as working together for a sustained period of time prior to 
partnering formally (Harper et al., 2015; Mercer et al., 2018). Sustainability does not necessarily refer 
only to the longevity of a partnership; it can also refer to the impact or evidence of change achieved 
(Namuyonga et al. 2018). 

Communication was another key criterion, an essential component for thriving partnerships based on 
trust. Assessing the effectiveness of communication can be done through establishing clear meeting 
schedules and communication systems that allow for continual or regular information-sharing among 
partners. Various technological resources can be used such as computer, mobile, and web-based 
applications, as well as videoconferencing, when in-person opportunities are not possible. Both 
partners must be satisfied with the quality and methods of communication, as well as cultural 
sensitivity, openness, and quality of communications (Nartker et al., 201). 

Research Question #4:  

What has not worked and what gaps have been revealed? Are there programmatic or 
systemic inhibitors or challenges to developing strong partnerships with LMICs? And if 
so, are there ways to reduce those? 
 
Systemic and program challenges were identified in all forms of partnerships, with the most common 
challenge being funding. Many partnerships depend on funding coming from U.S. partners, which can 
reinforce power differentials (Steenhoff et al., 2017). Finding the necessary funding to sustain a 
partnership long enough to attain its goals is also a challenge (Dacso et al., 2013; Harper et al., 2016, 
2015; House et al., 2014; Jose et al., 2017; Maddalena & Fleet, 2015; Miranda et al., 2018). The funding 
issue, in turn, also relates to problems of long-term sustainability.  

Cultural, political, social, and linguistic differences were identified as challenges (Meslin et al., 2013; 
Semali et al., 2013; Howard & Williams, 2017; Miranda et al., 2018; Somsekhar et al., 2012; Mouton, 
2008 [in Boshoff]; Olu et al., 2017; Stefan et al., 2012; Kapoor, 2011). Contextual differences posed 
challenges to goal setting and communication. There can be a lack of clarity around roles and priorities 
or a lack of trust (Zimmerman 2016; Wollin & Fairweather, 2012; Alliance & Global Health Alliance, 
2000; Olivier et al., 2016; Steenhoff et al., 2017).  

Another systemic issue identified is that some LMICs have developed dependencies in which their 
health systems might be built on a complex network of multiple partnerships. This results in potential 
duplication of services, confusion about responsibility, varying priorities, and competition among 
players (Steenhoff et al., 2017). Weak policy frameworks (Kapoor, 2011; Olu et al., 2017) and poor 
communication (Van der Veken et al., 2017; Steenhoff et al., 2017) can create challenges for effective 
partnership building. Communication and stronger oversight by health systems in LMICs could make a 
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difference, but many LMIC governments and health ministries are not able to provide this. Connected 
to this is the lack of people with the necessary skills, poor staff remuneration, or a high turnover of staff 
(Boshoff, 2010; Noormahomed et al., 2017; Steenhoff et al., 2017; Hamilton et al., 2014; Howard & 
Williams, 2017; Neal et al., 2017; Van der Veken et al., 2017; Semali et al., 2013). There is a need to 
understand and respect the time constraints of potential partners in LMICs and the need for capacity 
building efforts to happen in tandem. 

Another structural or systemic inhibitor can be a failure to attend to capacity building as part of the 
partnership. Partnerships can sometimes be seen as opportunities for individual career building rather 
than longer-term institutional strengthening. As noted above, skills and commitment are required to 
sustain a working relationship, and partnerships that do not build capacity within an LMIC will lose 
momentum or fail to produce meaningful change (Boshoff, 2010). Attending to the building of capacity 
in research, publication, and laboratory facilities ensures that long-term impact and fairness are 
assured. Competition between partners can also lead to failure of a partnership (Henderson, 2013). 

CONCLUSION 
The STAR team – including PHI academic partnership’s staff and Consortium of Universities for Global 
Health members, primarily academicians – reviewed more than 100 documents, examining four 
different types of academic partnerships (HIC-LMIC, LMIC-LMIC, NGO-Association, Private-Public). 
The intent was to gather what had been learned previously about obstacles and conditions for successful 
partnerships, regardless of the partnership’s purpose. One overarching lesson from the review is that, 
regardless of the work of the partnership, paying attention to how groups work together can either 
make or break the success of the team.  

The STAR team found consistent patterns in the content of all partnership categories regarding what is 
required for success and the likely challenges that can emerge. In general, findings include the following 
significant best practices list for successful partnerships:     

• A comprehensive and detailed official document or Memo of Understanding (MOU) created 
in the beginning of the partnership. This document, addressing key issues at the onset, is an 
important contributor to perceived success.  

• Clear roles and responsibilities. This includes an agreed-upon governance structure and 
documented, clear leadership buy-in from all partners.   

• Effective communication and continual engagement as described in the MOU and 
reported in real time. This factor reflects the importance of open communication and trust, by 
encouraging partners to discuss potential areas in need of improvement. The MOU should also 
include conflict resolution procedures.     

• Documented and behaviorally observed commitment to shared goals 
• Attention to the bidirectionality of the relationship, especially addressing power and 

resource differentials up front and as they occur 
• Flexibility. Because of inevitable staff changes and shifting priorities, it is important to 

continually monitor the partnership and recalibrate, when necessary. The need for flexibility in 
some way contradicts the need for clear and documented procedures, however both are needed.  

• Long-term commitment to the partnership–financial, political, and personnel 
• Mutual respect and trust in key and secondary staff in the partnership 
• Robust M&E plans      
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• Community involvement is key to sustainability of results   
• Early successes are helpful in sustaining a partnership, so there is value in going slow and 

perhaps starting with smaller projects.  
• Building a partnership, without considering the importance of tackling capacity building 

efforts, is not recommended. 

International development will benefit from strong partnerships and collaborations that address health 
challenges. By harnessing the power of academic institutions through partnerships, the global health 
sector can make the latest knowledge more understandable and accessible – so geography, resources, 
and organizational capacity do not stand in the way of building great programs. By finding compatible 
points of entry, and by advocating for and demonstrating to academic institutional key aspects of 
successful partnerships, both HIC and LMIC academia will be of greater service to global health. 

Furthermore, through its evolving partnership work, STAR will continue to learn and identify the best 
ways to bridge the divide between the world of academia and development.    
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ANNEX 1: METHODOLOGY FOR LITERATURE REVIEW ON 
PARTNERSHIP MODELS  

 

STAR aims to promote mutually beneficial and equitable partnerships that showcase new and 
innovative ways for academic institutions and partners to strategically and effectively learn and share 
knowledge. In order to accomplish this task, a Literature Review will be conducted, utilizing the 
expertise of CUGH’s STAR Committee, to create a baseline for this work and to understand what 
information currently exists about formalized bi-directional partnerships with academic institutions, 
i.e., ones where there are either Memorandums of Understanding (MOUs) or formal contracts, which 
sustain the pairing. Collaborations or more informal or voluntary partnerships will not be included. In 
addition, at this time, only pairings are being explored and not partnerships involving more than two 
parties.   

This will not be a systematic literature review given the short turnaround timeframe, but elements of 
inclusion are listed below to provide consistency among working groups. The methodology outlined 
below will be clearly detailed in STAR’s final product to USAID. The only flexibility in deviating from 
this plan is for each working group to decide for themselves how the sources of literature will be 
allocated among members for review. 

WHAT TYPES OF FORMALIZED PARTERNSHIPS ARE BEING EXPLORED? 
 
The CUGH STAR Committee will be split into four different working groups to explore what literature, 
both peer-reviewed and grey literature, exists about four different types of partnerships: 

1) U.S.-based academic institution partnered with a LMIC academic institution 
2) LMIC academic institution partnered with another LMIC academic institution 
3) Academic institution (can be anywhere in the world) partnered with a professional 
association or a non-governmental organization (the NGO can be local or international)  
4) Academic institution (can be anywhere in the world) partnered with the private or public 
sectors  

 
WHAT ARE THE RESEARCH QUESTIONS GUIDING THE LITERATURE REVIEW?  
 

1. What was the catalyst for the partnership? What partnership strategies are best suited for 
creating, maintaining, and developing knowledge sharing systems in capacity building, 
education, and research across the global health landscape? 

2. What has worked (key ingredients) or suggestions? What does it mean to support successful 
academic partnerships (nuts and bolts)? 

3. What are three to five measurable criteria that can be used to score/rate a partnership’s 
impact and strength? 

4. What hasn’t worked/reveal gaps? 
 
Are there programmatic or systemic inhibitors or challenges to developing strong partnerships with 
LMICs? And if so, are there ways to reduce those? 
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SEARCH TERMS: 
Each working group will conduct a specific search based on one of four partnership types. The search 
terms are listed below for each partnership type. The first two search terms are the same, given the 
similarities of the partnership types, but the working group members will conduct the searches and 
then differentiate, accordingly: 
 
Partnership type: U.S.-based academic institution partnered with a LMIC academic 
institution 

“academic institution” or “academia” or “academic” or “higher education” or “university” AND 
“partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or “MOA” 
or “contract” AND “LMIC” OR “international” or “global” or “MENA” or “Africa” or “developing 
country” AND “research” or “capacity building” or “program” or “teaching” or “education” or 
“faculty exchange” or “fellowships” or “placements” 

 
Partnership type: LMIC academic institution partnered with another LMIC academic 
institution 

“academic institution” or “academia” or “academic” or “higher education” or “university” AND 
“partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or “MOA” 
or “contract” AND “LMIC” OR “international or “global” or “MENA” or “Africa” or “developing 
country” AND “research” or “capacity building” or “program” or “teaching” or “education” or 
“faculty exchange” or “fellowships” or “placements” 

 
Partnership type: Academic institution (can be anywhere in the world) partnered with a 
professional association or a non-governmental organization (NGO) 

“academic institution” or “academia” or “academic” or “higher education” or “university” AND 
“partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or “MOA” 
or “contract” AND “association”  
 
 “academic institution” or “academia” or “academic” or “higher education” or “university” AND 
“partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or “MOA” 
or “contract” AND “NGO”  

 
Partnership type: Academic institution (can be anywhere in the world) partnered with the 
private or public sectors 

“academic institution” or “academia” or “academic” or “higher education” or “university”  
AND “partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or 
“MOA” or “contract” AND “private sector” or “private” or “corporate” or “foundation” or “corporate 
social responsibility (CSR)”  

        
“academic institution” or “academia” or “academic” or “higher education” or “university”  
AND “partnership” or “partner” or “collaborator” or “collaborations” or “agreement” or “MOU” or 
“MOA” or “contract” AND “public sector” or “public” or “public private partnership” or “Government” 
or “state” or “parastatal” 

 
LITERATURE CRITERIA INCLUSION: 

• Written in English. 
• Publications (either peer-reviewed or grey literature) from organizations and/or individuals 

that cite a formal partnership with an academic institution and another organization will be 
included. (The actual MOU or formalized contract does not need  
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to be cited in the literature, but the formal nature of the partnership needs to be inferred.)  
• If there is no literature on the partnership, even if a committee member has first-hand 

experience working on it, that partnership will not be included in the Literature Review. 
However, this experience can be used in part to answer research question #2.    

• A partnership needs to have been in existence for at least 12 months. 
• Only partnerships that plan to meet a common goal through the exchange and that expand 

both organizations’ knowledge base are being explored. For example, the Literature Review 
will not include a program where there is only a faculty exchange of  
one individual being sent to a different institution. However, the partnerships that will be 
included can be varied and focus solely on research, clinical experiences, curriculum 
development, joint training programs, and/or a combination, if there is a clear collective 
strategy.    

• Publications no more than 10 years old. 
 
SOURCES OF INFORMATION: 

• Electronic databases: PubMed, Web of Science, POPLINE (www.popline.org), Google Scholar, 
and Google search engine 

• Grey Literature: Conference Papers Index (CSA), WHO, government reports, NGO 
publications, think tanks  

 
REVIEWING SEARCH RESULTS: 

• Each member of a working group will conduct a search based on a different source. For 
example, if there are six working group members, one can review PubMed results, one Web of 
Science, one Google Scholar, one Google search engine, and then two will split grey literature 
results.  

• Once the search has been conducted, to ensure an even balance among working groups, the 
Academic Partnerships Coordinator can limit the number of publications to be included in 
the review, if necessary.  

 
POPULATING STANDARD DATA EXTRACTION SHEET: 

• Each member will fill out a working group data extraction sheet (see Annex 3) to record the 
number of search results from each source. For our data purposes, each member will need to 
list all search results for each source, even those not meeting our inclusion criteria. (These 
findings can be cited later in the final report.) If there are duplications in the search results by 
source, the templates will pick up on them. (This way members can conduct their own search 
results, and the work can be expedited.) Each working group will have its own Google data 
extraction sheet. 

• For literature that matches our criteria, each member will summarize basic characteristics of 
all the included studies (based initially solely on the abstracts; for grey literature, executive 
summaries can be utilized), which allow for consistency and comparisons across working 
group types. (This will also help keep track of the gaps in the literature findings.) However, 
those publications that are worth a closer review will be noted in the data extraction sheet, so 
they can be read in their entirety later.   

• In addition, for referencing purposes and to share their libraries, the working group members 
will use EndNote. 

 
 
  

https://ghstar.sharepoint.com/sites/STARFILES/Shared%20Documents/Academic%20Partnerships/CUGH/Literature%20Review/Methodology/www.popline.org
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DELIVERABLE AND DUE DATE:  
1) BY JANUARY 4, 2019, 5:00 P.M. (EST), AT THE LATEST (EARLIER SUBMISSIONS 

ENCOURAGED) 
• Each committee member will have populated a data extraction sheet based on one source of 

information search results. 
 

2) BY JANUARY 15, 2019, 5:00 P.M. (EST) 
• Each working group will have had a chance to review each of the member’s template inputs 

and will have had a call or email exchange to agree on the “best” model that represents the 
selected partnership type. If there is not one “best” model, elements from different ones can 
be pulled together.  

• In this same discussion, the working group will come to a consensus for an answer to 
question #2. 

 
3) BY JANUARY 31, 2019, 5:00 P.M. (EST) 

• The lead for each working group will submit a summary document highlighting the results of 
the “best” model. 

o In no more than 500 words, answer question #1 about the selected “best” model. In 
addition, it will also include a brief summary of the findings from the working group 
based on other partnerships, highlighting similarities, differences about the impetus 
for partnerships. (Please include referenced literature.) 

o In no more than 500 words, answer question #2. This should be informed by the 
literature but can also be based off personal experience if the partnership is 
unpublished. (Please include referenced literature.) 

o In no more than 500 words, answer question #3, summarizing key ingredients for 
successful partnerships. This can be put in the form of a table, pulling from the 
information collected in the data extraction sheet about this question. (Please include 
referenced literature.) 

o In no more than 500 words, summarize the findings of the working group to answer 
question #4, highlighting similarities, differences about what has not worked for 
partnerships. The challenges noted can be translated into lessons learned and 
recommendation for future partnerships. This can also be put in the form of a table, 
pulling from the information collected in the data extraction sheet about this 
question. (Please include referenced literature.) 

 
CONSOLIDATED REPORT: 

• The Academic Partnerships Coordinator will review and track each monthly deliverable and will 
coordinate necessary working group calls. 

• The Academic Partnerships Coordinator will synthesize the January 31 deliverables from the four 
working group members into a final document to answer the four research questions about the 
four partnership types. 

• One selected member from each working group will review the first draft of the document, which 
will be completed by February 20, 2019.  

• Final document due to PHI by March 29, 2019.  
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ANNEX 2: LIST OF COMMITTEE MEMBERS 
 

1. Jill Allison, MD, Memorial University of Newfoundland 
2. Mireille Aramati, MPH, Tufts University 
3. Uttam Bajwa, PhD, MA, University of Toronto School of Public Health 
4. Rachel Bensman, MD, University of Cincinnati College of Medicine/Cincinnati Children’s 

Hospital Medical Center 
5. Suraj Bhattarai, MD, DTM&H, MSc, London School of Hygiene & Tropical Medicine 
6. Sohaila Cheema, MBBS, MPH, CPH, Weill Cornell Medicine-Qatar 
7. Grace Chen, MD, MHS, Johns Hopkins University 
8. William Cherniak, MD, MPH, University of Toronto & Bridge to Health 
9. Denishia Clark, MPH, Stanford University 
10. Matthew Dacso, MSc, MD, University of Texas Medical Branch 
11. Andrew Dykens, MD, University of Illinois at Chicago 
12. Javier Escobar, MD, Rutgers University 
13. Erica Frank, MD, MPH, FACPM, NextGenU.org & University of British Columbia 
14. Caleb Joel, MD, Kilimanjaro Christian Medical University College 
15. Carol Susan Lang, DScN, MSc, RN, George Washington University School of Nursing 
16. Nanyombi Lubimbi, MSN, RN, University of Illinois at Chicago 
17. Teresa Eduarda Machai, Eng, MBA, Manhica Health Research Center, Mozambique  
18. Jennifer Makin, MD, MPH, Magee Women’s Hospital of University of Pittsburgh Medical 

Center  
19. Marilyne Menassa, MSc, AUB Global Health Institute  
20. Shahla Namak, MD, Wake Forest School of Medicine  
21. Tracy Rabin, MD, MS, Yale University School of Medicine 
22. Sudhir Kumar Satpathy, MBBS, MD, MSc, School of Public Health, KIIT University, 

Bhubaneswar, India 
23. Kiran Thapa, MPH, University of Georgia  
24. Robin Young, MBA, Child Family Health International  
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ANNEX 3: STANDARD DATA EXTRACTION SHEET 
 
Below is the list of elements that will be included in the standard data extraction sheet for each working 
group:  

• Title of publication 
• Author(s) of publication 
• Year of Publication 
• Web link to publication, if available 
• Search source (If grey lit, note) 
• Partnership type, e.g., research, curriculum, etc.  
• Location of Partners and specify institution type 
• Meets all inclusion criteria for Literature Review (yes/no) 
• Existence of MOU or formal contract is referenced in abstract/executive summary (yes/no) 
• In abstract, reason for partnership catalyst mentioned (enter brief one-line description) 
• In abstract, mentions rating criteria for partnerships (enter brief one-line description) 
• In abstract, mentions key ingredients for successful partnerships (enter brief description) 
• In abstract, mentions what hasn't worked or gaps for successful partnerships (enter brief 

description) 
• Based on abstract, other key findings or partnership outcomes worth noting 
• Do you believe this partnership is worth a closer review, i.e. to read entire document? 

(yes/no)  
• Inputted by working group member (insert name) 
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