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LEADING ARTICLE

Respect and reflexivity: international education partnerships in primary care
Mohammed Ahmed Rashid a,b and Anwar Ali Khan c,d

aProfessor of Medical Education, UCL Medical School, Faculty of Medical Sciences, University College London, London, UK; bSalaried GP, Lodge 
Surgery, St Albans, UK; cHonorary Professor of Medical Education, Samarkand State Medical University, Samarkand, Uzbekistan; dGP Principal, 
Chingway Medical Practice, London, UK

ABSTRACT
The UK general practice model has been described as the ‘jewel in the crown’ of the National Health Service 
and is widely respected and emulated around the world. In recent years, there has been a particular interest 
in the UK approach to primary care medical education, including at undergraduate and postgraduate levels, 
leading to a number of international education partnerships designed to draw on the best of UK experience 
and expertise in this area. Drawing on the limited academic literature in this area, and the authors’ personal 
experiences of working across many international partnership projects with countries around the world, this 
article reflects on the central importance of respect and reflexivity when engaging in such work. A respectful 
approach relies on a genuine and deep curiosity for the local context, and a desire to empower partners to 
build their own solutions that are contextually authentic. A reflexive approach, meanwhile, relies on those 
engaging in partnerships to understand themselves as ‘invited guests’ and to remain mindful of current and 
historical power differentials and inequities when framing their engagement, looking both inwardly and 
outwardly as they conduct themselves. As primary care education around the world develops and expands, 
there may be a greater role for international partnerships and it is critically important that those engaging in 
such partnerships bring a thoughtful and scholarly lens to this work.

ARTICLE HISTORY 
Received 11 January 2023  
Accepted 6 February 2023 

KEYWORDS 
Globalisation; international; 
partnership

Introduction

It is an obvious truth to many 21st century healthcare work-
ers in high-income countries that primary healthcare (PHC) 
is the central ingredient to achieve universal healthcare 
coverage. It is, therefore, sobering to think that although 
this has been widely accepted in public health since at least 
the Alma-Ata declaration in 1978 [1], many countries are 
still struggling to develop or embed PHC into their health-
care systems [2]. Given that the challenges facing healthcare 
systems around the world following the COVID-19 pan-
demic continue to include multimorbidity, medical com-
plexity, and clinical uncertainty in decision-making, the 
need for holistic, comprehensive, and proactive patient- 
centred care remains as pressing as ever. Fortunately, politi-
cians and policymakers have in recent years renewed their 
focus and efforts on strengthening PHC [3,4]. Those with 
existing PHC systems are seeking to bolster and embed 
them, and many other countries are designing or growing 
PHC structures from scratch.

Developing primary care through education

Because of the shortcomings that those of us working in 
UK general practice see on a daily basis, it is easy to 

forget that it is widely seen as the ‘jewel in the crown’ of 
our National Health Service and is respected, valued and 
emulated worldwide [5]. For those countries and 
regions who are developing their own systems and seek-
ing to draw on this model then, how should they go 
about it? Given that healthcare is shaped fundamentally 
by people and not by buildings or equipment, PHC 
education and training is undoubtedly a key part of 
this [6]. This includes UK models of PHC undergradu-
ate placements and the postgraduate speciality training 
system that has its origins in vocational training 
schemes. Countries seeking to draw on the successful 
clinical model of PHC in the UK typically do so by 
looking to draw inspiration from the education and 
training systems that underpin it.

International education collaborations

Senior healthcare policymakers seeking to develop PHC 
models understandably look to globally reputable insti-
tutions that typically exist in Western high-income 
countries, including the UK, US, and Canada. Given 
the particularly illustrious status of UK general practice 
as a cornerstone of its National Health Service, the UK is 
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a popular country to approach for such collaboration. In 
recent decades many individual GPs and GP educators 
from the UK, and many medical schools, universities, 
national organisations and charities have engaged in 
a raft of advisory support projects that have sought to 
draw on the UK model to help develop systems around 
the world.

As GPs and medical educators, we have had the great 
privilege of being involved in a number of projects that 
have had such a focus, including with partners in coun-
tries right around the world. As such, we seek to outline 
in this paper some of our experiences and reflections 
about the opportunities and challenges that such 
engagement presents. In particular, we highlight the 
potential for unintended harm that can arise from 
uncritical engagement. Although the academic litera-
ture in this space is sparse, we draw on it where avail-
able, and combine it with many years of experience of 
working across a range of international activities in both 
personal and professional capacities for various 
institutions.

An overarching ethos of respect and reflexivity

The dominant model of international partnerships in 
academic medicine for many decades was one of dom-
inance by Western, high-income country partners. The 
flow of knowledge in the last century has been almost 
exclusively unidirectional, with Europe and North 
America as ‘exporters’ of knowledge and the rest of the 
world as ‘importers’ [7]. Perhaps more worryingly still, 
the dominant discourses in this space have been eco-
nomic in nature, leading medical education scholars to 
worry that their field was not in fact getting ‘flatter’ as 
globalisation evangelists had envisaged, but rather 
becoming uneven and ‘spiky’ [8]. As Bleakley et al 
have noted, many medical education practices can be 
problematised through a postcolonial lens [9], and as 
Naidu demonstrates, this coloniality is not new to med-
ical education and practice [10].

In light of these very stark dangers of imposing 
dominant Western ideas and values in a ‘copy and 
paste’ way, how can one operate in an international 
partnership meaningfully and sensitively? There is 
another way. A model of partnership that prioritises 
the local context and acknowledges inevitable power 
differentials. This type of model emphasises the rela-
tional aspects and strives to build connections between 
individuals. Existing literature about this type of part-
nership has focussed on reflexivity and understanding 
one’s own context before advising on the extent to 
which it can be adopted by a partner [11], and on 

capacity building and co-development through 
a respectful ‘invited guest’ mindset [7].

Understanding power relations

Edmund Burke famously said: ‘The greater the power, 
the more dangerous the abuse’ [12]. Medical education 
does not occur in a vacuum and is shaped by the cul-
tural, socioeconomic and political landscapes in which it 
operates. As such, power matters. Whilst this is true in 
all of education, whether in a classroom or clinic or 
exam centre, it is especially true when one extends out 
of the relationship between individual trainer and trai-
nee. Partnerships are a prime example, and interna-
tional partnerships even more so, given that the 
historic and structural factors that invariably make one 
partner dominant from the outset.

In recent years, medical educators have increasingly 
recognised the value of using theoretical approaches 
that are mindful of power relations, including for exam-
ple those that draw on academic philosophers including 
Foucault [13] and Bourdieu [14], and particularly in the 
global space, those that draw on postcolonial theorists 
[15,16]. It is critical, though, that this scholarship does 
not stay on the pages of academic journals but rather 
permeates to the frontline of medical education and 
influences practitioners who are engaged in medical 
education in all different contexts around the world, 
including through international collaborations.

When we have worked in international partnerships 
power differentials have been apparent from the outset 
and have dominated all exchanges, whether virtual or 
in-person, whether written or spoken, and whether 
articulated or unsaid. As we are based in London, 
often representing influential and historic institutions, 
we have come to understand that this power can be used 
both constructively and destructively. When used to 
help give credence to innovative and reformative ideas 
and support change-makers to build momentum it can 
be a force for good. However, if it is used to uncritically 
exercise a ‘lift and shift’ approach that promotes (or 
even forces) Western practices in a context where they 
do not fit, it can also be a force for harm.

Context is everything

It is impossible to imagine that one might simply be 
invited to a new organisation, city or country and auto-
matically or suddenly understand the history, culture 
and values that has shaped it and continues to define it. 
Whilst it is reflexivity that helps one to try and manage 
power relations, it is a deep respect for the local context 
that helps to ameliorate this inevitable ignorance. Those 
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engaged in partnerships need to have a genuine curios-
ity for their partners’ settings and take time to listen and 
understand what the local challenges are.

Listening and understanding, though, are not enough 
if they are not followed up by a suitable intervention. In 
general terms, we suggest that the default position in 
partnerships should always be that the solutions or 
interventions are designed locally. Despite our best lis-
tening skills, we can only catch a glimpse of the local 
challenges and those immersed in it and living it will 
always understand it more deeply. The role of the 
‘invited guest’, then, is to gently and respectfully 
probe, clarify, and reflect on issues together, ultimately 
empowering local partners to follow their judgement 
and build solutions that are contextually authentic. 
After all, PHC is embedded in communities and socie-
ties, and training therefore has to be grounded in these 
local realities.

Evaluation and scholarship

In recent decades medical education has become 
a professional field with a large number of postgraduate 
training programmes, academic journals, research grant 
funds and scientific conferences. With this there has 
come a recognition that research is critically important 
to advancing the field in a healthy and positive way [17]. 
Especially in light of the potential for harm through 
dominance in international partnership working, it is 
vitally important that this is not ignored. Although 
many partnerships are unfunded or funded only to 
cover basic costs, which means that evaluation and 
scholarly activities may not be prioritised, it is crucial 
that they are given sufficient importance across the 
course of a project that they can provide appropriate 
scrutiny and help guide future work. Only in this way 
can all stakeholders involved in these partnerships be 
reassured that they are working effectively and, cru-
cially, that they are not inadvertently causing unin-
tended harms.

A case study

The break-up of the USSR led to rapid economic decline 
in the region, which exacerbated historical under- 
investment in the health sector. Central Asian countries 
lacked the funds to finance large scale healthcare 
reforms and this ‘crisis’ attracted ‘a horde of health 
development specialists from the World Bank, WHO, 
USAID, DFID . . . to propose solutions to reform the 
“sclerotic” Soviet health care system’ [18]. The World 
Bank (WB) agreed a loan in 1993 to support a new 

PHC reform programme through the Project ‘Health’ 
which was composed of three components:

(1) Strengthening of PHC services through the 
restructuring of current primary care facilities 
and creation of new extended primary care ser-
vices (SVPs),

(2) Training of physicians and nurses for PHC,
(3) Strengthening health financing and management 

in the regions.

Agreement was reached with the then UK Department 
for International Development, through the Know How 
Fund, to provide support to assist the Uzbekistan gov-
ernment in developing PHC training capacity through 
training of ‘GP Trainers’. These were chosen by their 
medical institutions, and many had originally trained in 
specialities other than family medicine.

Evaluations of the project highlighted that the 
strengths of the programme were primarily relational 
and related to the opportunity to interact with experi-
enced GP educators from the UK, who drew both on 
their experience and their knowledge of educational the-
ory and evidence. These relationships with those who 
were actively engaged in PHC clinical educational roles 
were greatly valued, and their respectful engagement was 
appreciated by the Uzbeki participants in the training 
events. The key limitations of the programme, mean-
while, linked to a relatively greater focus on theoretical 
rather than practical training and difficulty understand-
ing English for some participants. Despite the pro-
gramme being received largely positively, the exodus of 
doctors from Uzbekistan continued and frustration 
about this ‘brain drain’ was felt by those left behind.

The last two decades have seen major reforms not 
only in the healthcare system in Uzbekistan, with 
a greater focus on primary care particularly in rural 
areas, but also in medical education systems including 
at postgraduate level [19]. While the impacts of a single 
programme cannot be isolated and these improvements 
are linked to a much broader set of issues, this case study 
demonstrates the importance of prioritising relational 
and human elements of partnerships, and on conduct-
ing scholarly evaluations to ensure that programmes are 
improved in subsequent iterations.

Conclusion

As UK primary care medical educators, we work in 
a system that is widely respected and valued around 
the world. As such, our approaches and expertise are 
widely coveted and valued in countries where primary 
care systems are being established and extended. When 
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invited to work with international partners, though, we 
must recognise that such work is not as technical as it 
may appear on the surface. It can be easy to convince 
oneself that advice is simply about curriculum, assess-
ment or clinical supervision. Primary care and medical 
education are shaped by values, culture, politics and 
much more. As such, we must bring our most holistic 
selves to these engagements, perhaps even more so than 
we are with our patients, students and trainees. The dual 
approach of respect, to value our partners’ contexts, and 
reflexivity, to understand our own positions and privi-
leges, are in our experience two of the most important 
ingredients to shape our approaches to these 
relationships.

Disclosure statement

MAR is Vice Dean (International) at UCL Faculty of Medical 
Sciences and leads the UCL Centre for International Medical 
Education Collaborations. He was previously Medical 
Director for International Training for RCGP. AAK has 
been involved as an International Healthcare Consultant 
since 1998 and is currently Medical Director for 
International Accreditation for RCGP.

Funding

The author(s) reported there is no funding associated with the 
work featured in this article.

ORCID

Mohammed Ahmed Rashid http://orcid.org/0000-0002- 
8443-1240
Anwar Ali Khan http://orcid.org/0000-0002-3438-1791

References

[1] Hone T, Macinko J, Revisiting Alma-Ata: MC. what is 
the role of primary health care in achieving the sustain-
able development goals? Lancet. 2018 Oct 20;392 
(10156):1461–1472.

[2] Eurohealth. Challenges to universal coverage in 
Uzbekistan Health Systems in Action – Uzbekistan 2021. 
Uzbekistan: Healthcare Systems in Transition; 2001.

[3] Medina MG, Giovanella L, Bousquat A, et al. Primary 
healthcare in times of COVID-19: what to do? Cad 
Saúde Pública. 2020 Aug 17;36:e00149720.

[4] Atun RA. What are the advantages and the disadvan-
tages of restructuring a health system to be more 

focused on primary care services. Copenhagen: WHO 
Europe; 2004.

[5] Marshall M. A precious jewel–the role of general prac-
tice in the English NHS. N Engl J Med. 2015 Mar 5;372 
(10):893–897.

[6] Prytherch H, Galeazzi RL, Djamalova M, Rakhmatova 
N, Kasymova Z, Ross G, Yarbaeva S, Wyss K, World 
Health Organization. Improving the quality of primary 
health care through the reform of medical education in 
Tajikistan. Public Health Panorama. 2018;4 
(4):599–605.

[7] Whitehead C, Wondimagegn D, Baheretibeb Y, et al. 
The international partner as invited guest: beyond colo-
nial and import–export models of medical education. 
Acad Med. 2018 Dec 1;93(12):1760–1763.

[8] Hodges BD, Maniate JM, Martimianakis MA, et al. 
Cracks and crevices: globalization discourse and 
medical education. Med Teach. 2009 Jan 1;31 
(10):910–917.

[9] Bleakley A, Brice J, Bligh J. Thinking the post-colonial 
in medical education. Med Educ. 2008 Mar;42 
(3):266–270.

[10] Naidu T. Modern medicine is a colonial artifact: intro-
ducing decoloniality to medical education research. 
Acad Med. 2021 Nov 1;96(11S):S9–12.

[11] Haruna-Cooper L, Nicholson JG, Rashid MA. Racial 
equity in medical education: implications for interna-
tional collaboration. The Clinical Teacher. 2021 Jun 
15;18(5):500.

[12] McRoberts B. The greater the power, the more danger-
ous the abuse.” Edmund Burke 1796–1860. Ausmarine. 
2016 Apr 1;38(6):8.

[13] Hodges BD, Martimianakis MA, McNaughton N, et al. 
Medical education . . . meet Michel Foucault. Med 
Educ. 2014 Jun;48(6):563–571.

[14] Brosnan C. Making sense of differences between med-
ical schools through Bourdieu’s concept of ‘field’. Med 
Educ. 2010 Jul;44(7):645–652.

[15] Rashid A, Whitehead C. Applying postcolonial theory 
in academic medicine. J R Soc Med. 2022 May;115 
(5):193–194.

[16] Bleakley A, Bligh J, Browne J. Global medical educa-
tion—a post-colonial dilemma. InMedical Education 
for the Future. Dordrecht: Springer; 2011. p. 
171–184.

[17] Archer J, McManus C, Woolf K, et al. Without proper 
research funding, how can medical education be evi-
dence based? BMJ. 2015 Jun;26;350:h3445.

[18] Borowitz M, Atun R. The unfinished journey from 
Semashko to Bismarck: health reform in Central Asia 
from 1991 to 2006. Central Asian Survey. 2006 Dec 1;25 
(4):419–440.

[19] Ahmedov M, Azimov R, Mutalova Z, et al. Uzbekistan: 
health system review. Health Syst Transit. 2014;16 
(5):1–xiii.

122 M. A. RASHID AND A. A. KHAN


	Abstract
	Introduction
	Developing primary care through education
	International education collaborations
	An overarching ethos of respect and reflexivity
	Understanding power relations
	Context is everything
	Evaluation and scholarship
	A case study
	Conclusion
	Disclosure statement
	Funding
	ORCID
	References

