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Introduction

Participation and interest in global health electives has in-
creased dramatically over the last decade across the spectrum
of graduate health education, including trainees in medicine,
public health, dentistry, and nursing [1–3]. This change re-
flects the increasingly global nature of healthcare delivery that
is a consequence of the ease with which people and diseases
may traverse borders. Global health training and participation
in international electives have been recognized as a valuable
addition to health education. Students participating in global
health electives gain important insight into alternative models
of healthcare delivery, develop an understanding of the chal-
lenges of health care delivery in resource constrained settings,
have exposure to the ways in which culture may affect health
care delivery, learn to trust clinical assessment skills in the
absence of sophisticated imaging and monitoring systems,
and see a spectrum of new and atypical disease presentations
[4, 5]. This may be coupled with the opportunity to learn
important skills in carrying out research projects under the
supervision of faculty. These experiences help to shape a more
well-rounded healthcare professional and guide careers in

health toward a framework that appreciates the truly global-
ized nature of healthcare today [6].

Despite the clear advantages conferred by a global health
elective and the growth of this aspect of health education,
there remain numerous structural limitations for these pro-
grams, largely related to the passive approach of former
models in which students are sent to observe the healthcare
system of a developing country with little preparation and
with no capacity to enhance or support that system. These
limitations include a lack of bidirectional exchange between
student country and host country, the tendency toward cultural
isolation by global health elective students, and a shortage of
psychosocial support for participating students [7, 8].
Additionally, the ad-hoc approach to global health education
in which medical students participate in a global health elec-
tive at the end of their fourth year without substantial back-
ground training is unlikely to promote a lasting commitment
toward future global health involvement, thereby suggesting
the need for earlier exposure. These problems, which pervade
previously practicedmodels of the global health elective, form
barriers to the development of globally minded healthcare
professionals, highlighting the need for new models that di-
rectly address the limitations while still encouraging the
growth of global health electives and cross-cultural exchange.

Numerous models have been proposed to address the prob-
lems with former approaches to the global health elective,
including the Homestay model presented by Chia et al [9].
This model, implemented in Kampala, Uganda, places a
strong emphasis on cultural integration, emotional support
and mentorship, and the development of cultural competency
by placing visiting students in the household of a local faculty
member to share meals and experiences with the host family.
This is a powerful and effective model that requires a host
family with the capacity to lodge multiple visiting students
while instilling cultural competency, giving emotional support
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and providing mentorship, all in the language of the visiting
students. This represents a significant logistical threshold and
thus may not be widely generalizable.

This paper is meant as a follow-up to the Homestay model
to describe another model that still addresses the challenges of
the global health elective while having the added advantage of
being applicable more broadly when the requirements of the
Homestay model may not be achievable. We believe that there
is tremendous value in the Homestay model which specifical-
ly addresses the problems of poor psychosocial support and
cultural isolation that may be seen with previous models.
However, identifying other suitable models for the global
health elective is critical as the difficulties associated with
establishing lasting and positive homestay relationships for
students may be logistically prohibitive. The Peer
Mentorship/Early Exposure model of the global health elec-
tive attempts to address the same issues addressed by the
Homestay model, replacing the support and cultural integra-
tion provided by the host family with a team of host country
medical students, residents, and attending physicians.
Furthermore, the PeerMentorship/Early Exposure model goes
beyond these issues to address other challenges in global
health electives.

Challenges of International Health Electives

The following issues, often encountered with former models
of the global health elective, serve to impede the fulfillment of
the potential of such experiences, thereby diminishing the val-
ue of the global health elective as a training tool:

1) Lack of bidirectional exchange: As described in the
Homestay model paper, the present paradigm of the glob-
al health elective is to design electives in the global South
to serve students of the global North. Students come to
gain cultural experiences, see exotic diseases, and learn
new skills. They rarely come with the experience to trans-
fer knowledge or build capacity [10]. This one-way
knowledge transfer is at the core of previously practiced
models of global health education. While the gold stan-
dard of bidirectional exchange remains an exchange of
personnel between countries, this approach may be aug-
mented by a more complete exchange of ideas in the host
country by the use of a team approach with more senior
members who can play a role in knowledge exchange and
capacity building.

2) Insufficient cultural integration: The experience of living
and learning in a foreign country can be stressful and
disorienting. This stress, combined with the novelty of
the experience, can lead to culture shock which may, in
turn, diminish the value students are able to gain from
participating in an international elective.11 The strain of

participating in a global health elective can lead to stu-
dents failing to explore the cultural underpinnings of
healthcare through cultural integration, ultimately limit-
ing the value of their experience overall. This problem is
exacerbated by placement of students in locations lacking
in support of more experienced peers or faculty.

3) Deficient psychosocial support: Students may be emo-
tionally paralyzed by witnessing what seems to be unnec-
essary suffering and death due to resource limitations
without an outlet to explore and reconcile their own feel-
ings of emotional distress [12].

4) Delayed exposure: The current paradigm of the global
health elective remains for students to participate in glob-
al health electives late in the course of their training.
While this approach selects for a more mature, well-
trained cohort of students who should be more capable
of participating in a meaningful way during their elective,
it often fails to engender a lasting commitment to global
health by limiting opportunities for exposure to global
health during medical school and post graduate training
when it would be most effective.

Philosophy

The dramatic rise in global health elective participation is
reflected in the concurrent increase in demand for medical
school programs that can accommodate this interest. Indeed,
applicants to medical school and residency programs increas-
ingly factor the capacity of medical school programs to pro-
vide the resources to participate in international electives into
their matriculation decisions [13]. Moreover, many students
entering medical school maintain their belief in medicine as a
vehicle for social change and the alleviation of suffering found
in refugee, immigrant, and other marginalized populations.
Thus, it is apparent that students, spurred by a genuine interest
in issues of social justice, aspire to contribute to the
burgeoning field of global health earlier than can typically
be accommodated [14]. Moreover, students who do not enter
medical school with a firm interest in global health are com-
monly swayed by the enthusiasm of their classmates [15]. By
striving to bridge the gap between interest and capacity, we
invest in future leaders and help guide the next generation of
citizens of the world: individuals who will become instru-
ments of social change, capable of addressing the increasing
healthcare disparities around the world.

The Peer Mentorship/Early Exposure Model

The partnership between Western Connecticut Health
Network (WCHN) and the University of Vermont College of
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Medicine (UVCOM) has led to a variety of global health
opportunities for students at UVCOM with programs in
Zimbabwe, Uganda, Vietnam, Russia and the Dominican
Republic. This collaboration includes relationships with the
University of Zimbabwe College of Health Sciences
(UZCHS) and Makerere University College of Health
Sciences (MUCHS). The MUCHS collaboration led to the
development of the Homestay model of the international
health elective which relies on relationships with physicians
in Kampala, Uganda, willing to provide a host family experi-
ence for participating students. This model could not be easily
generalized to other settings and we have developed an alter-
native model which we have applied at UZCHS. We believe
that this alternative model accomplishes the same goals of
cultural understanding, social support, and mutual exchange
laid out in the Homestay model paper. The Peer Mentorship/
Early Exposure model begins with education of students dur-
ing their first year in medical school and involves students
participating in two international attachments, once in the
summer after their first year and once during their fourth year.
Students are first selected based on their interest in global
health, their demonstrated ability to work in a demanding
group context, and on their anticipated contribution to the
field. Following selection, students prepare for their first in-
ternational elective placement via pre-departure training (e.g.
tropical diseases, ethics in global health, etc.). The model
combines direct exposure to global health with a curriculum
that spans the entirety of their education as medical students,
including ongoing lecture material and the option to partici-
pate in globally minded clerkship electives (e.g., travel clinic,
refugee population) throughout the remaining 3 years in med-
ical school. This longitudinal education in global health cul-
minates in students returning to the host-country they worked
in after their first year during their fourth year. The aim of this
paper is a description of the experience of the first group of
elective students operating under the auspices of the Peer
Mentorship/Early Exposure model.

General Structure

Our team was composed of two rising second year medical
students, one senior internal medicine resident, and rotating
attending physicians from the home country. The medical stu-
dents and resident were on attachment in Harare for 6 weeks
with attending physicians rotating every 2 weeks. The key
element of this model is the close interaction between medical
students and their resident, who serves as a peer mentor with
close oversight by an experienced attending physician.
Students participating in a global health elective at the
University of Zimbabwe College of Health Sciences live in
a flat within the medical student dormitories. The flat can
accommodate up to four students. It is equippedwith a kitchen
to allow students to reduce the costs of living by cooking their

own meals and has a living room with kitchen table to pro-
mote a community atmosphere among elective students and
their resident physician mentor. In the first year of the pro-
gram, two second year medical students lived with a resident
physician in the flat while the attending physician lived off-
site. The global health team—composed of two medical stu-
dents, a resident, and an attending physician—attended morn-
ing rounds led by a Zimbabwean faculty member and the
visiting attending and senior resident were included in the
rounding teaching and patient management decision-making
by providing input based upon their own specialty training
and the perspectives and approach of western health care.

Elective student excerpt:
We spend the majority of our day alongside our resident,
from enjoying oatmeal together in the morning to toiling
over the endlessly frustrating library wifi in the late eve-
ning. The intimacy of this relationship, where medical
student and resident mentor live and work together,
forms the foundation that drives the success of this pro-
gram. As the core of the global health team, we collab-
orate closely to design our day according to the prefer-
ences of each member of the group. When we need to
take a step back and have a tutorial, we can. Similarly, if
we need to take an afternoon off to catch our breath, the
closeness of our relationship with our peer mentor al-
lows us to feel comfortable doing so. Thus, the global
health experience can be tailored to the dynamic educa-
tional and emotional needs of each participant.

Bidirectional Exchange

The team is explicitly designed to promote exchange of
knowledge and ideas with the host physicians at every level.
The entire team is linked to a ward team at Parirenyatwa
Hospital, the primary teaching hospital for the medical school
and post graduate training programs in the Department of
Medicine at the University of Zimbabwe. This real time ex-
change of experience between the senior faculty and resident
from our team and our host physicians breaks down cultural
barriers and affects a capacity building role.

Host-country physician excerpt:
One of the visiting attending physicians requested to
teach a procedure (i.e. lumbar puncture).We appreciated
this because it allowed our own students to see an infec-
tious disease specialist with extensive experience per-
form the procedure. This helped our own ward teams
where the Junior Resident Medical Officer (JRMO) is
left to do most of these procedures without real-time
supervision. These junior practitioners are expected to
know what to do once they have graduated but they
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often need additional assistance. Other members of the
team contributed elsewhere as they had expertise in
varying disciplines, including one attending physician
who helped our bronchoscopy trainees. From my own
point of view, having the resident and faculty members
actually was a relief since we knew the visiting medical
team would be self-sufficient, thereby reducing the bur-
den that would have otherwise been placed on our own
attending physicians to manage the educational needs of
visiting students. I was amazed at how complimentary
the visiting team was in our ward rounds.

This is augmented by a similar process after ward rounds
and on admitting nights in the emergency department where
our senior resident, along with the students, would provide a
similar and complementary exchange of ideas at the bedside
with their resident level peers in training. The attending phy-
sician was also expected to provide formal didactic lectures
and workshops each afternoon for the Zimbabwean trainees.
Thus, a nearly continuous process of exchange and capacity
building was fully integrated at both a peer and faculty level.
Another advantage of the team approach to the global health
elective is how this model can serve as an example of cross-
national collaboration, thereby empowering host-country
students.

Host-country physician excerpt:
Due to the differences in medical practice between
Zimbabwe and more developed countries, it remains
difficult for many of our medical students and residents
to fully appreciate that they can share clinical experience
and evidence-based medical practices with their first
world counterparts. Hosting a Critical Care specialist
from the US was a blessing that meant that the host
consultant and the attending faculty member interacted
during clinical rounds in the ICU, both using bedside
teaching methods in which an emphasis on basic sci-
ences was demonstrated and our residents appreciated
it as a common denominator in Critical Care. This also
allowed the host consultant and the visiting attending
faculty member to interact and provide an example of
cross-cultural cooperation for Zimbabwean students.
Afternoon interactive tutorials were conducted daily
and among the most exciting was the question and an-
swer session where both the host and attending faculty
were there to respond to the residents’ questions which
ranged from ethics to more discrete clinical scenarios
related to Critical Care and End of life issues. This mod-
el of global health education conferred invaluable con-
fidence on host-country residents as they realized that
differences in resources among countries need not be an
impediment to sharing evidence based medical knowl-
edge/practices. The thrust therefore should be aimed at

spreading the initiative of cross-country collaboration
and exchange across all medical specialties so that more
aspects of global health education can benefit from the
advantages it brings.

Cultural Integration

Elective students are made privy to the cultural nuances of the
host country in several ways. First, students live within the
host-country student dormitories. This intimate living experi-
ence with host-country peers combined with the fact that elec-
tive students round and attend clinic with Zimbabwean med-
ical students provides the elective students with extensive op-
portunities for close interaction with local students, thus facil-
itating meaningful exchange. Second, an important compo-
nent of cultural understanding in a medical setting is recog-
nizing the differences between origin country and host country
practices. These differences may not be clear to students in
their pre-clinical years. Thus, the team structure adds this im-
portant insight to the understanding of cultural differences that
is ultimately valuable for both elective students and their host-
country counterparts.

Resident physician excerpt:
The family approach to death was also a unique teaching
point when it came to contrasting cultural nuances.
Having worked as a resident for two years in the US
health care system I have been accustomed to the con-
cept of family being present for the end of life and typ-
ically playing an active role in end of life decision mak-
ing. In contrast, the vast majority of patients dying in
this hospital are alone in the hospital bed. Visiting hours
are strict, so even if death is imminent, families will
typically not even hear of the death of a loved one until
the next hour allotment. As a team we discussed the
contrast to the dying process at home: in the US, family
members are encouraged to stay at the bedside and are
typically present at the time of dying. As a doctor we are
also expected to guide patients and family through the
process at every turn. The same level of attention at the
end of life is not the standard here, and discussing this
difference emerged as an important point of education
for the elective students.

Host-country resident physician excerpt:
Despite the differences related to resource limitations,
the contribution of the visiting team highlighted the par-
allels that could be drawn in our conduct and practice in
medicine. In the ICU, end of life care emerged as a topic
of particular interest. We shared our beliefs and cultural
values pertaining to end of life care and how these
values informmedical practice. It was interesting to hear
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from the visiting team and compare how their values
intersected and diverged from our own. Interestingly,
although there were clear contrasts between the value
structures underpinning end of life care decisions in
Zimbabwe and the US, parallels could be drawn in cer-
tain aspects of how we approached this most delicate
issue. Equipped with insight into these two practices, I
approached terminally-ill patients and their family with
a new perspective.

Therefore, the presence of a peer mentor resident in addi-
tion to the close support provided by the attending physician
confers a more concrete understanding of these cultural and
medical system differences, allowing for a more nuanced ap-
preciation of the host-country’s healthcare system.

Psychosocial Support

The close relationship between resident, attending facul-
ty, and medical students—which is the aim of the Peer
Mentorship/Early Exposure model—overtly establishes a
framework that promotes a sense of community and a
group dynamic where participants can freely voice their
frustrations. Most patients presenting to Parirenyatwa
Hospital come with advanced disease and mortality rates
are high, presenting a degree of human suffering that
may be new for resident and attending physicians as
well as their students. The team makeup, including an
experienced senior resident and an attending with prior
experience in global health provided an outlet for emo-
tional support at a peer level at the bedside of sick
patients, during late afternoon tutorials and discussion
sessions with the attending, and on many nights over
shared dinners.

Elective student excerpt:
In a resource limited setting, one quickly becomes
acquainted with watching patients succumb to their ill-
nesses. Combine this singularly visceral experiencewith
a new and often disorienting environment and you wind
up with a recipe for a potentially negative introduction
to global health. In traveling and working with a familiar
medical team, we are afforded an outlet to deal with the
frequently challenging reality of healthcare delivery in
Zimbabwe. The inability to help as you stand at the
bedside of patients in respiratory arrest is frustrating,
and the medical team relationships proved to be an es-
sential component of coping with these difficult daily
experiences. Rather than wearing me down to the point
of exhausted despondence, the frustrations of working
in this trying environment instead forged a strong bond
amongst members of the medical team.

Participants navigate the challenges of working in a global
health setting together and, through this shared experience, are
able to serve as a support-network for one another.

Early Exposure

While it is well established that students who participate in
international electives during medical school or residency are
more likely to tailor their careers to work with underserved
and immigrant patient populations at home, it is not clear that
global health electives effectively engender a sustained com-
mitment to working in an international setting [16–18].
Though some evidence exists to suggest that students who
participate in international electives are more likely to plan
on working oversees in the future, this evidence is limited to
resident physician populations [19]. Earlier experiences have
the potential to more profoundly influence decisions that
shape careers in medicine [20]. Indeed, a lack of commitment
to working internationally may be a consequence of not inte-
grating students into the discussion surrounding the
expanding field of global health early enough [21]. In order
to breed lasting commitment and interest in the issues of glob-
al health, elective students should be made to feel as active
participants in the field, rather than passive bystanders, a char-
acteristic of previously practiced models of global health. To
address this problem, our model offers the solution of early
exposure with follow-up. By introducing students to a global
health setting early in their education, supplementing this ex-
perience with ongoing education in subjects pertaining to
global health throughout all 4 years of medical school and
culminating in students returning to the same host country at
the end of medical school, elective participants are more deep-
ly integrated into the global health conversation. Highlighted
by two international attachments—one after the first year of
medical school and again during the fourth year—medical
students participating in the Peer Mentorship/Early Exposure
model engage in global health education throughout the
course of medical school, including electives working with
refugee populations and working in a travel clinic.

The value added by early exposure is bolstered by the ad-
vantages of the global health team and Peer Mentorship/Early
Exposure model, a model that further addresses the problem
of commitment to issues in global health in elective students.
Gaining a nuanced comparative perspective of two disparate
healthcare delivery systems allows students to become partic-
ipants in the dialog regarding the evolving model of global
health. This is made possible by the Peer Mentorship/Early
Exposure model insofar as students are privy to conversations
with host country physicians regarding the state of medicine in
their country. These conversations are facilitated by having
home country resident and attending physicians who can offer
engaging discussion on matters that would typically be be-
yond the scope of learning for first year medical students.
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The depth of this interaction provides for a more culturally
enriching experience for students.

Elective student excerpt:
We were recently invited by one of the senior consul-
tants at the hospital to a traditional Zimbabwean meal of
sadza, beef stew, collard greens, and peanut-butter rice
(my personal favorite). The ensuing conversation repre-
sents what I think was one of the most significant en-
counters of our time in Zimbabwe. We were given a
glimpse into the grim history of how the healthcare in-
dustry has changed in Zimbabwe over the course of the
last decade. Indeed, learning how the debilitating infla-
tion in Zimbabwe changed the face of medicine, and
particularly medical education, helped to place in con-
text some of the incongruous behavior we witnessed
working on the wards. The delicious meal and impas-
sioned account of the history of medicine in Zimbabwe
we received that night seemed to be a gesture of grati-
tude toward our attending physicians for their teaching. I
was simply the fortunate tagalong.

The benefits of the mentorship between elective partici-
pants and their resident and attending physicians extend be-
yond the international setting, with students encouraged to
engage in scholarly pursuits upon their return to the USA,
including attending global health conferences and seeking
publication. This early exposure to a comparison between
two medical systems along with their respective cultural and
historical underpinnings, combined with the continuing edu-
cation in global health throughout medical school engenders a
more lasting appreciation of the value added by working in a
global health setting. Moreover, with direct access to resident
and attending physicians who are deeply invested in global
health, students are afforded the opportunity to develop a clear
path toward future involvement under the mentorship of se-
nior faculty.

Limitations of the Model

1. The Peer Mentorship/Early Exposure model does not in-
clude a built-in and assured link to the local community as the
Homestay model does. Our model relies on the maturity of
elective students and their peer mentors to recognize and seek
out the cultural integration that will serve to enrich their expe-
rience. Therefore, it is important that the chosen participants
be suitably able to explore outside their realm of comfort. An
international elective curriculum that includes training in cul-
tural sensitivity, language, and host-country sociopolitical
context could also serve to ameliorate this limitation.

2. The support network that forms in the Peer Mentorship/
Early Exposure model is dependent on selecting a group who

are adaptable and mutually supporting. This is made possible
by giving global health elective students sufficient time to
identify counterparts who they can work and live with.
Attempting to form groups whowill develop positive relation-
ships among themselves and with their resident peer mentor is
crucial to the success of this model, and—as with the
Homestay model—requires a careful selection process and
orientation of all involved [22].

3. The demand for attending resources in this model is
high. We have chosen to provide faculty mentorship and su-
pervision for the entire 6-week rotation in three 2-week rota-
tions. In our other global health elective settings, we have
included senior subspecialty fellows as faculty to supplement
more senior faculty with excellent results. We have also con-
sidered limiting faculty level involvement to only the first 2–
3 weeks of the elective for future groups to address this prob-
lem. Though full faculty coverage of the elective should be
sought after as the gold standard, we believe that an approach
with limited faculty coverage could achieve similar results to
coverage of the full rotation by establishing an early founda-
tion of partnership between the visiting and local teams.

4) Many locations for training in developing countries do
not have the capacity or adaptability to easily incorporate a
foreign team. We were fortunate to be at a hospital and med-
ical school that was accustomed to foreign medical teams. The
Department of Medicine’s guidance allowed us to quickly
assimilate and understand our role in the day to day workings
of the ward. The ease of this transition was facilitated by the
efforts of the attending physicians who served as the primary
advocates of the team.

Conclusion

The increasingly globalized nature of healthcare underlies the
importance of education of health professionals in a global
context. With the recent explosion of participation in global
health electives across health disciplines, it is imperative that
we consider how to maximize the value added for elective
students but also for the healthcare community at large. The
enduring problems of bidirectional exchange, cultural immer-
sion, psychosocial support, and durable commitment intro-
duce challenges that may diminish the value of an internation-
al elective for students and potentially hinder the broader de-
velopment of international relationships in the healthcare
sector.

While the Homestay model represents one approach to
promoting cultural immersion and understanding, the devel-
opment of such unique relationships with host families can
introduce additional challenges. The Peer Mentorship/Early
Exposure model presented above is an alternative model that
may serve to limit these additional challenges while still
accomplishing the goals of cultural understanding and
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psychosocial support. Through the shared experience of work-
ing and living together in an international setting, the core
medical team is emboldened to seek culturally enriching ex-
periences while retaining the safety-net and emotional foun-
dation of the group. Explicitly designed to support the educa-
tional and emotional needs of the elective students, the team
approach intrinsic to our model similarly provides capacity
building support to the host-country medical system via for-
mal instruction while simultaneously limiting the burden
placed on host-country physicians to oversee the instruction
of visiting students. Via this team approach, resident and at-
tending physicians serve as mentors to elective students, de-
veloping a pedagogical relationship that persists well after the
international elective concludes. This structure, coupled with
the model of ongoing education in global health throughout
elective students’ education, engenders a culture of mutual
appreciation between host country practitioners and the visit-
ing medical team and imparts a degree of appreciation for the
value of working in an international setting that may be lost on
students engaging in isolated electives near the end of their
education. The Peer Mentorship/Early Exposure model thus
allows participating students to cultivate a deeper commitment
to working internationally.
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