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Introduction

The term short-term medical engagements (STMEs)
encompasses medical missions, volunteer internships,
medical and nursing student rotations, global health
education, and medical brigades. STMEs represent a
way for faith-based, non-profit, and grassroots organi-
zations, as well as academic institutions and corpora-
tions in high-income countries (HICs), to contribute to
the health and well-being of people in low-to-middle-
income countries (LMICs) through direct provision of
health services, donations of equipment and supplies,
capacity building, and research findings [13]. STMEs
also represent a way for participants to develop cross-
cultural awareness and field experience in different
country settings.

In 2018, Lasker and colleagues performed a scoping
review of the literature on STMEs to determine “core
principles for effective and ethical” STMEs [13]. Lasker
and colleagues identified the following six core prin-
ciples:

1. appropriate recruitment, preparation, and su-
pervision of volunteers;

2. ahost partner that defines the program, includ-
ing the needs to be addressed and the role of
the host community in directing and teaching
the volunteers;

3. sustainability and continuity of programs;

4, respect for governance and legal and ethical
standards;

5. regular evaluation of programs for impact; and

6. mutuality of learning and respect for local health
professionals. [13]

These principles provide the framework for this pa-
per. We believe that ethics underpins and is imbedded
within and across all of the core principles. Adherence
to these core principles is required for the ethical con-
duct of STMEs.

Over the past decades, some STMEs have developed
and maintained effective recurring short-term engage-
ments, based on long-term committed partnerships.
For example, the organization ReSurge has worked
for decades to bring doctors to LMICs to perform re-
constructive surgeries; importantly, it began with the
request of a local Nepalese doctor to train local doc-
tors in Nepal. The organization has since trained 858
regional medical professionals around the world in
surgeries to repair deformed hands; cleft palates; burn
scars; and deformed eyelids, ears, and hands. ReSurge
reported that local health professionals trained in Af-
rica, Asia, and Latin America performed 91% of the
4,101 procedures sponsored by the organization [21].
STMEs that focus on building capacity while working
with and responding to the needs of their host com-
munities, with a long-term commitment, represent the
potential for such engagements to positively change
the quality and value of STMEs in LMICs. Still, too many
STMEs are not guided by the principles and values that
lead to ethical partnerships or successful outcomes
and, rather than benefit the communities they engage
with, have either had no impact at all or have caused
harm to either their intended beneficiaries or to their
own volunteers [2]. The most egregious examples have
resulted in the unnecessary death, injury, or illness of
both the so-called “beneficiaries” and volunteers [2].
The sections listed below describe some of the issues
found in the literature, through our own observations
working in STME coordination, and through insights
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gleaned from qualitative surveys collected from indi-
viduals from the following organizations and academic
institutions: Medical and Surgical Skills Institute (MSSI);
Merck & Co., Inc.; the Center for Global Health and So-
cial Responsibility at the University of Minnesota; the
Department of Sociology and Anthropology at Lehigh
University; and the Global Medical Program at Massa-
chusetts General Hospital. Some of the issues within
poorly directed STMEs include a lack of coordination
with existing medical services and national and local
public health officials; language and cultural under-
standing; medical skill sets (appropriate experience,
training, and licensing) to perform procedures; famil-
iarity with national and local laws; knowledge of unique
challenges that may affect medication intake (e.g., the
availability of food and water); and understanding of
individual medical histories and continuity of care.

More broadly, the sections below also illuminate
the point that without necessary research and com-
munication with the partner community, some inter-
ventions may not necessarily cause extensive harm
to individuals, but rather, may be misaligned with the
needs of the communities they seek to assist and so
are either less effective or unwanted. These engage-
ments represent a lost opportunity in terms of wast-
ing resources that could have been applied to a quality
STME or to meet other needs of the partner community
and sometimes also waste preciously limited resourc-
es of the host community. These failed STMEs rarely
become public knowledge. Moreover, the failure may
not be recognized or acknowledged by the leaders and
participants. Generally, there is little to no oversight,
nor is there a requirement for a public record regard-
ing STME activities. Without oversight, STMEs may not
be self-correcting.

At the same time, global health promotion and part-
nerships have been encouraged by the Sustainable
Development Goals (SDGs)—specifically SDG-3, which
seeks to “ensure healthy lives and promote well-being
forall at all ages,” and SDG-17, which seeks to “strength-
en the means of implementation and revitalize the
global partnership for sustainable development” [25].
As in the example of ReSurge, some effective STMEs
have successfully contributed to these goals, especially
those that focus on SDG-17's advocacy for targeted
“capacity-building in developing countries to support
national plans” [25].

This paper also seeks to define both challenges and
opportunities that exist for STMEs and suggests co-

ordinated actions to establish best practices for high-
quality STMEs.

Recruitment, Preparation, and Supervision of
Volunteers

Challenges

STME teams may include care providers, who are li-
censed in their own countries, and students or lay vol-
unteers, who are essentially untrained and not quali-
fied to provide clinical care. Rowthorn and colleagues
noted that it is not unusual to see high school students
with an interest in medical studies take part in surgi-
cal procedures, deliver babies, and diagnose patients,
while participating in an STME [19]. Recruitment of vol-
unteers with skill sets that are aligned with the needs
and goals of the engagement is critical to ensuring the
efficacy and safety of the engagement. It is also imper-
ative that such individuals are vetted for maturity and
personal shortcomings or other challenges that may
cause harm to the volunteer, to the host community,
or to the STME team dynamics.

One issue in volunteer preparedness revolves
around cultural understanding. A 2019 survey analysis
of 87 STME participants composed of health care pro-
viders and coordinators recruited from organizations
in the southeastern region of the United States, which
included nurses, pharmacists, physicians, and others,
revealed that 45% of the respondents had little to no
knowledge of the host country's culture before depart-
ing on their missions [3]. Cultural differences between
host countries and medical volunteers can affect how
treatment is welcomed and received and influence the
way care is delivered. Such differences may influence
the patients’ view of their disease and determine the
type of care that they will accept [26]. For example,
Wall notes that patients in developing countries may
have culturally influenced ideas on the “etiology of dis-
ease” [26]. Practitioners need to maintain cognizance
of these differences in the way they develop, commu-
nicate, and negotiate their treatment plans with their
clients [11,26].

Another barrier to volunteer preparedness is that
those (e.g., health care providers, students) participat-
ing in STMEs in LMICs often travel to countries where a
different language is spoken. For those participants de-
livering STMEs, lack of familiarity with local languages
can impede both medical diagnosis and management,
specifically causing issues with obtaining medical histo-
ries and educating patients about their medical condi-
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tions and medication side effects [18]. In addition, while
a good medical interpreter can facilitate the diagnosis
process, a poor interpreter without medical knowledge
may contribute to inaccurate diagnosis with possible
harmful interventions that may not be followed up on,
since the medical volunteers may only serve for a lim-
ited time [26]. Language and cultural differences may
also lead to medical and STME evaluation surveys that
have “insufficiently useful or valid” conclusions [12].

Opportunities

The following suggestions may help to remediate some
of the barriers to appropriate recruitment, prepara-
tion, and supervision of volunteers discussed above:

+  Empower and recognize host country supervi-
sion of STME volunteers that conforms to the
ethical and legal standards defined by host
country norms and law.

«  Build regionally specific cultural competency
materials into pre-departure trainings [10].

* Respect and, where feasible, actualize host
country ideas and innovations regarding the
STME. This would include during the formation
of pre-departure trainings [10].

*  Recruit volunteers whose skill sets, personali-
ties, dispositions, and experience align with the
needs and goals of the project and its team [20].
If less experienced volunteers are chosen be-
cause the STME calls for simpler tasks to be per-
formed, ensure they receive proper oversight
from those who have experience specific to the
STME.

+ Determine (e.g., through interviews, referenc-
es) whether the volunteer's primary focus is to
contribute to the objectives of the engagement,
rather than self-interest (e.g., improving resume,
ego, degree requirements).

*  Give volunteers a thorough orientation inclu-
sive of developing cultural awareness; broader
knowledge of host country politics and econom-
ics; and an understanding of regional resource
limitations and possible barriers to interven-
tions, including “biological and nonbiological fac-
tors that influence the epidemiology of disease”
(8.

+  Ensurethat appropriate compensation for locals
working with the STME has been considered,
since the time and energy of these locals may
be diverted toward supporting the engagement.

* Gauge what the limits should be on the total
number of volunteers based on feedback from
the host community.

«  Ensure volunteer training is inclusive of nonver-
bal communication and cues that may be unique
to the culture of the host community [9].

*  Maintain ongoing communication with the host
community to determine how they perceive the
engagement to ensure appropriate actions are
taken to improve the STME.

* Incorporate accountability training that instructs
STME participants not to work beyond the limits
of their skill sets, certifications, and competence
[9] and to distribute the same standard of care
considered acceptable in HICs.

+ Invest in quality medical interpreters that not
only speak the language but also understand
and can communicate medical information be-
tween STME participants and the host commu-
nity.

*  Ensure the safety of the STME participants
through communicating pre-trip vaccination
and medical protocols specific to the region,
securing safe housing and transportation, and
assessing barriers (e.g., communicable diseases,
fragile states) that may compromise the secu-
rity of the volunteers. Determine the inherent
health and safety risks of the engagement and
communicate those honestly with volunteers.

+  Select, prepare, and supervise participants to
ensure that the entire team shares the values of
the STME.

Partnership with the Host Community

Challenges

The importance of host community engagement in de-
fining STME programs has been noted by the health
community at large. According to the World Health
Organization (WHO), “Twinning partnerships between
health institutions are an innovative approach that can
be utilized for improving different aspects of health
service delivery” [28]. The WHO Twinning Partnerships
for Improvements (TPI) Tools and Resources lay out a
six-step process that provide a framework for develop-
ing institutional partnerships that include short-term
engagements. WHO goes on to say, “The key aim of
TPl is to support institutions in the improvement of the
quality of their service delivery while aligning with the
overall national strategic direction on improving qual-
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ity of health services.” WHO identifies three objectives
to assist in reaching this goal: (1) partnership—foster-
ing strong bidirectional partnerships between health
institutions, (2) improvement—bringing changes to
improve health care services, and (3) spread—allowing
knowledge and learning to flow [29].

Unfortunately, this emphasis and tools on twinning
partnerships do not always reach those devising or
leading STMEs.

A 2015 survey, orchestrated under the direction of
the Catholic Health Association (CHA) of the United
States, found that one in four host community repre-
sentatives had minimal or no involvement in planning
the STME [20]. Local providers and community leaders
play a critical role in communicating the medical needs
of their community, and their lack of involvement in the
STME can affect all aspects of the engagement, includ-
ing priority setting, planning, oversight, patient care,
clinical follow-up, evaluation, mutuality, and respect
[27]. Those participating in STMEs need to understand
the priorities of the host community, and the goals and
objectives of the engagements need to be communi-
cated to ensure alignment, success, and safety for all
involved. Communication of resource limitations and
unique expectations between STME participants and
the host community are critical to ensure that such ex-
pectations are appropriately managed and aligned.

We have observed that some STMEs may supplant
an existing workforce capacity (while directing the local
community away from their work to support the STME)
and include activities for which the host community
has the expertise, but perhaps lacks the financial re-
sources, to execute themselves. If the only roadblock
for the community is financial (e.g., for training, medi-
cal equipment, and medical supplies), then those on
both sides of the STME partnership (host and sending
communities) should establish whether their presence
is actually essential or whether making a financial con-
tribution to meet that challenge is a more ethical, legal,
and economical solution.

Opportunities
The following suggestions may improve the coordina-
tion between STME and host community goals:

*  Ensure the host community identifies the need
and the STME is at the invitation of the host com-
munity.

+  Commit to and establish a partnership that is
equitable and ethical, and continually check
back that the guiding principles and values are

adhered to.

+  Establish alignment between collaborators from
host and sending communities with agreed-up-
on goals and objectives, at the inception of and
throughout the duration of the project.

+ Engage and involve host community and local
health care providers in the planning and imple-
mentation of the STME.

*  Manage host community and STME participant
expectations by communicating resource limi-
tations and setting realistic objectives based on
the realities of the STME budgets, timeframes,
and human resources.

+ Seek advice from representatives of the host
community on which health professionals and
trainees should be recruited for the STME [15].

*  Ensure the needs of the partner require STME
physical presence.

+  Communicate plans to and seek approval from
country and/or local health ministries, either di-
rectly or through the host community partner.

Sustainability and Continuity of Programs

Challenges

STMEs have limits on the amount of time engagements
are intended to take place, which may have substantial
impact on the volunteers’ ability to provide continuity
of care or to monitor the outcomes of their interven-
tions. For example, laboratory results (if available) may
take longer to obtain than the length of an STME as-
signment [4]. This lack of continuity can make it chal-
lenging to identify potentially harmful practices and
more difficult to mitigate complications [4].

In addition, capacity building that may help the host
community develop the skills to address their needs is
not always seen as a priority for those initiating STMEs.
For example, a Lehigh University survey demonstrated
that only 22% of those in the sending community per-
ceived host community medical facility capacity build-
ing as an important goal [20]. A CHA survey of host
community staff revealed that 70% of its respondents
indicated that they desired more focus on training lo-
cal staff [20]. In light of the fact that host community
representatives may not want to jeopardize the STME
by communicating grievances, this number may be
higher.

Opportunities
The following suggestions may improve the sustain-
ability and continuity of programs:
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Existing Activities: Merck Selecting and Preparing Volunteers for STMEs While
Assuring Their Safety and Security

The Merck Fellowship for Global Health is a three-month, immersive volunteer and develop-
ment program designed to leverage the skills and talents of Merck employees to meet some of
the health needs in different populations worldwide. The selected employees support the ef-
forts of nongovernmental organizations (NGOs) by helping to build organizational capacity and
increase access to health services and education to underserved communities. Between 2012
and 2019, 220 Fellows from 37 countries have worked with 35 NGO partners in sub-Saharan
Africa, Latin America, and Asia. When selecting employee Fellows, Merck looks for high-per-
forming individuals with the right skills, mindset, and willingness to learn and grow. Through
information packs, virtual briefings, and an in-person onboarding session, Merck trains Fellows
on how to be effective consultants, be mindful of the local culture, define their expectations,
and work effectively together, while building a network with the larger group of Fellows. Fel-
lows work on a statement of work (SOW) with their NGO partner prior to assignment to ensure
alignment on deliverables and to begin working and communicating as a team. The NGOs

also participate in several sessions including a roundtable discussion of best practices that is
facilitated by alumni Fellows. Because the Fellows' assignments are global in nature and many
are located in under-resourced communities, Merck works closely with the company’s Global
Security and Global Employee Health teams to review all projects to ensure the safety of their
Fellows. Political unrest, natural disasters, and health concerns are all taken into consideration
when selecting projects and throughout the duration of the Fellows’ assignments.

Source: Christine Funk, Merck & Co., Inc.

+  Establish the STME as part of a long-term com- Legal Standards
mitment to partnership to ensure sustainability.
*  Plan STMEs based on what can be accomplished  Challenges
in the period of engagement. Laws that require licensing of visiting health profes-
* Build capacity through the STME by working with  sionals or oversight of drug importation are not always
local communities and providers to design and inquired about or adhered to by STME participants
implement health-focused education and prac-  [19]. However, just as in HICs, most LMIC countries car-

tices. ry strict and punishable laws around practicing medi-
+ Develop sustainability goals in collaboration cine without a license [19]. In addition, Rowthorn and
with host country participants [17]. colleagues noted that these countries have medical
*  Ensure that teaching between STME participants  licensure frameworks that require medical practitio-
and local providers is bidirectional [17]. ners to be either licensed by a professional association

*  Use locally available resources to ensure the or government entity, and while such standards are
continuity of the interventions after the STME  known to the host country,
has terminated [15].

+ Align donations of pharmaceuticals, medical “licensed US health care providers often as-
supplies, and medical equipment with both the sume, or are told by the US-sponsoring orga-
needs of the community and their capacity to nization, that their US licensure is sufficient.
use and store drugs and supplies and to main- When inquiries are made, many are told that
tain and operate the equipment [6,27]. It may the sponsoring organization or local clinical
be important to review the country’s national site is ‘taking care of it' or that it is too adminis-
formulary to ascertain whether patients would tratively burdensome to get a license, and that
have access to the same pharmaceuticals of- engaging in that process will take medical care
fered during the STME [17]. away from those who need it.” [19]
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Source: [7].

Existing Activities: Building Capacity through the European Esther Alliance (EEA)

EEA is comprised of European governments and allied organizations that, through partner-
ships, focus on strengthening LMIC capacity through health systems strengthening, workforce
development, and institutional strengthening. Specific areas of capacity building include “policy
development, service delivery, institutional strengthening, under/postgraduate education,
continuing professional development, mentoring, e-learning, and operational research.” Their
guiding principles focus on “country ownership; alignment to national policies, strategies, and
systems; partnership with national authorities and institutions; sustainable institutional capac-
ity strengthening; harmonized external support towards a coherent response; managing for
results; mutual accountability and transparency in the use of available resources.”

As noted in guidelines provided by the Association of
American Medical Colleges for premedical and medi-
cal students, it is critical for the STME volunteers and
managers to gain an understanding of local host coun-
try laws, regardless of what local health care provid-
ers may be communicating about the acceptability of
the medical procedures performed during an STME,
as violation of these laws may be a punishable offense
[1]. Moreover, STME participants (e.g., university-level
trainees and high school students) should not under-
take activities for which they are not licensed in their
own country.

STME participants may not understand the types of
visas available to visitors and what they are allowed
to do legally under the authority of the visas on which
they are volunteering. For example, work on STMEs is
not permitted under tourist visas in certain host coun-
tries. Other related concerns are that malpractice and
liability insurance may be required by the host country
to perform health services during an STME, and ignor-
ing these requirements may endanger both the patient
and the STME participant. Participants may also arrive
with medicine donations (e.g., pharmaceuticals) that
have violated the laws of the host country, and these
donations include the following:

“medicines that did not comply with locally
agreed policies and standard treatment guide-
lines; donated medicines using trade names
that were not registered for use in the recipi-
ent country and without an International Non-
proprietary Name (INN) or generic name on
the label; and medicines donated without the
required host country documentation.” [19]

The WHO's 2003 report, Medical Device Regulations
Global Overview and Guiding Principles and its Guidelines
For Medicine Donations (revised in 2010) may offer im-
portant guidance on such donations. STMEs that in-
clude human subjects research may not have properly
submitted their research plans for approval by their
own institutional review boards (IRBs) or their host
countries’ IRBs. Many countries also require that the
researchers themselves have permits to perform this
research. The landscape for IRB approval, justifiably,
has become increasingly time-consuming, rigorous,
and expensive in many LMICs.

Opportunities
The following suggestions may encourage respect for
legal standards:

* Improve the balance of power between STME
participants and their host communities, with
more authority and resources directed by local
governments and communities.

+  Obtain knowledge of host country laws, deter-
mine which laws are relevant to the STME, and
transmit this information to the STME volun-
teers, including who can legally practice medi-
cine in the country, medical licenses approval,
importation of pharmaceuticals and other medi-
cal supplies, work permits, visas, and human
subjects research approvals [19].

*  Encourage enforcement and development by
the host communities and authorities of laws
and policies as they relate to the activities of
STME participants.

+ Uphold the standards of medicine as they are
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practiced in HICs, inclusive of respect for pa-
tient confidentiality and the use of professionals
whose training, certification, and skill sets align
with the demands.

+ Understand the nature and limits of visas and
other forms of travel authorization offered by
countries hosting STMEs and adhere to all rel-
evant laws and regulations.

Evaluation of Program
Community

Impact on Host

Challenges

STME program evaluation is critical to assessing its
impact and ensuring quality control and patient safe-
ty [14] with the ultimate goal of improving the STME.
Quiality evaluations require resources and time. While
many STME partners (host and the sending communi-
ties) do not plan for or implement any evaluation [12],
those that do may find responses to be skewed or in-
valid due to cultural differences and language barriers.
A survey by the CHA also found some host community
leaders feared providing honest feedback to the STME
evaluators because they did not want to jeopardize
the partnership [20]. These leaders also noted that
they rarely saw their feedback incorporated into STME
planning efforts, and so it is important that evaluation
results are translatable to better practices with the ST-
MEs [20].

Another issue is the often asymmetrical nature of
who receives the evaluations. For example, results
from one survey suggested that only roughly one in
four (27%) from the STME sending community had
“ever attempted to evaluate the impact of their activi-
ties on host communities,” yet nearly three-quarters of
these individuals had evaluated the experience of the
volunteers. The lack of incorporation of the host com-
munity’'s perspective represents an issue that can lead
to greater lack of alignment [20]. A CHA survey of the
STME sending community found that the “most com-
monly cited evidence of success was an invitation to
return to the same community. Less than 20% of in-
dividuals used evidence related to health outcomes”
[20]. Another issue is that organizations are measur-
ing impact by counting patient visits or number of
people who attend health education classes, rather
than health outcomes and knowledge retention. In ad-
dition, there is a dearth of published evaluations to as-
sess the effectiveness of STME participant preparatory
programs [10]. Such evaluations could enhance under-
standing how volunteers can best equip themselves

for participating in the STME.

Another issue is ensuring that the health outcomes
reported align with the needs of the host community.
For example, a review of STME literature conducted
by Sykes [23] found that the improvements in speech
from cleft palette surgeries were of more importance
than aesthetic changes in those receiving the STME in-
tervention; however, “speech assessments after cleft
lip and palate surgeries were seldom completed and,
when they are completed, many reveal[ed] unsatisfac-
tory results” [23]. Furthermore, there is a generalized
lack of oversight of STMEs and a parallel lack of report-
ing of the outcomes, even when they are known. The
result is that STME partners (host and sending commu-
nities) are not learning, evolving, or improving.

Opportunities
The following suggestions may encourage the regular
evaluation of program impact on host communities:

*  From the outset, incorporate a plan into STME
budgets and management frameworks for eval-
uation that determines both impact and ways to
improve the program.

+  Consider cultural differences and language bar-
riers when creating the evaluation and defining
outcomes of STME success.

+  Consider a cost-effectiveness analysis of STME
interventions, which represents a “promising
and emerging trend in the development of the
evidence base” [23].

+  Conduct host community evaluations with the
proper assurances that their responses will not
negatively affect the partnership.

+ Determine what in the STME program repre-
sents true impact (e.g., health outcomes).

* Evaluate STME participant preparatory pro-
grams to improve participant training and to de-
termine how program impact may be affected
by it.

* Respond to evaluations to improve STME quality
and effectiveness.

*  Share learning and best practices widely to posi-
tively influence the larger STME landscape.

* Incorporate host community perspectives
through codesigning evaluations or allowing
the host community to design the evaluations.
Ensure sustainability of the STME interventions
are considered when developing impact evalu-
ations.

NAM.edu/Perspectives
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Existing Activities: Defining Metrics for STMES at MSSI

MSSI is the leading training center in West Africa and was founded by Johnson & Johnson in
2005 in conjunction with the West African College of Surgeons. The mission of the MSSl is to
provide the best hands-on medical and health care training using modern medical equipment,
facilities, and technology to support capacity building and advance health care across Africa. In
2019, the MSSI trained 9,847 local medical professionals (surgeons, doctors, anesthesiologists,
nurses, midwives, primary care providers, hospital administrators, etc.), which impacted over
18 million patients. While the MSSI is focused on long-term sustainable health improvement,
it has been loosely involved with short-term global health efforts through its work with local
governments, corporations, universities, and health care systems to help coordinate clinical
medical services, knowledge transfer, and products and equipment to support the Ministry of
Health (MoH) plans and initiatives. The MSSI has also recently been asked to provide training
to the programs of sending organizations to better integrate these efforts with the local needs.
The most important impact involved in these missions has been providing the measurement
of training to local health care providers and the value of appropriate medical equipment and
products. The MSSI conducts a number of measurements regarding training—including the
number of patients impacted (direct and indirect). However, for the MSSI, the most important
measurement is health impact. Given the many variables involved with health and wellness,
identifying health impact is not a simple process. The MSSI metrics are based on the individual
health facilities and their catchment areas. The MSSI incorporates training and patient data
with broader health information from organizations like the Ghana Health Service and the
West African College of Surgeons in addition to other medical associations. The MSSl is also
involved in the MoH regarding in-county measurement pertaining to the SDGs.

Source: Myron J. Aldrink, MSSI

+ Develop impact evaluations that consider the
possible negative outcomes of the STME inter-
vention.

even power dynamics and assumptions that may fuel
harmful behaviors by the STME volunteers:

(a) offering something always is better than
nothing, (b) they or their group are truly going
to change a community or be saviors, (c) what
they have to offer is better than what local
health care professionals or health promot-
ers can provide, (d) volunteering in a different
place is a great way to get health care experi-
ence, or (e) volunteering is a way to experience
a new part of the world. [16]

Mutuality and Respect

Challenges

The assumed lack of capacity in LMICs can lead to the
mistaken belief that the host country will want and ap-
preciate whatever the STME provides. Sullivan, for ex-
ample, identified two postcolonial racialized tropes in
Tanzania that were capitalized on by private volunteer
placement organization marketing schemes [22]. The
first trope discounts the expertise of local providers,
while the second trope envisions “Tanzanian patients

Finally, STMEs may cause strain on the host community
as local health care providers and local resources are

as so impoverished that insufficiently trained volunteer
help is ‘better than nothing at all” [22].

In a similar vein, a lack of humility and sensitivity to
the needs of the host country's patients, communities,
and local health care professionals is a challenge. In ad-
dition, short-term efforts may not build the required
rapport with partners and, therefore, while having
technical merit, may not be responsive to the LMIC
needs. McCall and Iltis pointed to the following five un-

used to support the intervention [5]. This diversion of
focus and resources may also infringe upon local stu-
dents' learning opportunities [5].

Opportunities

The following suggestions may encourage increased
respect of volunteers for the country and their part-
ners:
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+ Establish a relationship that prioritizes equality,
respect, and shared decision-making.

+ Do notdisplace in-country providers and admin-
istrators.

* Learn from in-country providers and administra-
tors.

*  Ensure patients have an understanding of who
their care providers are, as well as what their
medical qualifications are, and are also informed
of, and fully comprehend, their medical diagno-
sis and treatment options.

*  Ensure there is cognizance of the expenditure of
resources and time provided by the host com-
munity.

Overarching Suggestions for Future STME
Development

The concept of “short term” should only refer to the
time period of a specific engagement. The STME should

not, however, be short on collaboration, quality, plan-
ning, supervision, preparation, respect, evaluation, or
commitment. Ideally, an STME should be supported
by a long-term commitment to a sustainable partner-
ship. While this paper identifies six guiding principles,
as well as challenges and opportunities that could be
implemented by individuals and organizations partici-
pating in STMEs, the authors of this paper believe that
systemic progress could come from additional thought
and collaboration amongst and between the multi-
tudes of stakeholders. To that end, more input from
in-country partners is critical. As STME partnerships are
developed or continued, the needs of the host commu-
nity must be the primary driver, and the activities must
align with national health plans and strategies.

As one considers the future of STMEs, there is also
an overarching need to evaluate their current activities
and ensure that they are ethically executed. Leaders in
global health, governments, corporations, nongovern-

learning, a shared vision, and respect:

and direction.

ment, and learn together.

Source: [24]

Existing Activities: Mutual Learning at Tropical Health and Education Trust (THET)

THET is an NGO based in the United Kingdom that works to remediate the health worker gap
through supporting partnerships between overseas institutions, such as hospitals, research
centers, and universities. THET oversees the Health Partnership Scheme, a £30 million pro-
gram funded by the Department for International Development, which embraces a health
partnership model that is “based on a commitment to equal partnership and co-development
between actors and institutions from different countries” to strengthen health systems and
health services. The health partnerships are guided by eight principles that focus on mutual

1. Be strategic: Health partnerships have a shared vision, have long-term aims and measur-
able plans for achieving them, and work within a jointly agreed framework of priorities

2. Beharmonized and aligned: Health partnerships’ work is consistent with local and na-
tional plans and complements the activities of other development partners.

3. Be effective and sustainable: Health partnerships operate in a way that delivers high-
quality projects that meet targets and achieve long-term results.

4. Be respectful and reciprocal: Health partnerships listen to one another and plan, imple-

5. Beorganized and accountable: Health partnerships should be well-structured, well-man-
aged, and efficient and have clear and transparent decision-making processes.

6. Beresponsible: Health partnerships conduct their activities with integrity and cultivate
trust in their interactions with stakeholders.

7. Beflexible, resourceful, and innovative: Health partnerships proactively adapt and re-
spond to altered circumstances and embrace change.

8. Be committed to joint learning: Health partnerships monitor, evaluate, and reflect on
their activities and results, articulate lessons learned, and share knowledge with others.
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mental organizations, academia, and faith-based orga-
nizations should collaborate with in-country partners
to identify best practices and develop a set of global
guidelines and standards that deliver long-term sus-
tainable, impactful, and efficient STMEs that build ca-
pacity and strengthen health systems. Once a set of
standards is developed, sectors then need to collabo-
rate to develop tools and resources that will ensure
that these standards are followed within and among
sectors. All stakeholders should work individually and
collectively to create laws, policy, and appropriate
shared responsibility to ensure that ethical and legal
requirements are met.

As we look towards the future, these actions can
contribute to the achievement of the SDGs related to
health and partnership.
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