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Objective: Medical education is criticized that it does not prepare students to serve in an increasingly 
globalized society. Evidence that global educational experiences can alleviate these concerns have con-
tributed to the rise in international medical education experiences. This study explores surrounding characteristics and institutional 
support for international rotations across medical schools in the US.
Methods: The authors conducted a sequential mixed methods exploratory national survey of international rotation coordinators at 185 
US medical schools and 15 semi-structured interviews in fall 2018. Quantitative data were analyzed with descriptive statistics and 
qualitative data were coded and analyzed using interpretive description to identify themes across data.
Results: There were 57 responses to the survey for an overall response rate of 31%, with 77% percent of respondents (n = 44) 
indicating that their medical school offered international rotations. Fifteen individuals representing 13 medical schools were identified 
as interviewees for the second stage of the study. International rotation coordinators described components of international rotations, 
including partnerships with host communities, use of third-party organizations, and supporting administrative and academic structures.
Conclusion: Although international rotations are common in medical education, they are not positioned as core academic program-
ming within medical schools. This leads to challenges in planning, implementation, and evaluation, and immense variation in rotation 
components across medical programs. Future research should explore best practices for pre-departure preparation, post-travel debrief-
ing, and evaluation of student activity as well as impact on the host site. Additional research should include exploration of unique 
benefits of international versus domestic sites, and aspects of sustainable partnerships between medical schools and host communities.
Keywords: international rotation, global health education, medical education, US medical education, global rotation

Introduction
Undergraduate medical education in the United States is criticized that it does not prepare students to serve diverse 
patient populations, teach civic and advocacy roles of physicians, and raise awareness of social determinants of health.1–3 

Forces of internationalization, globalization, and studies indicating that global experiences can address these deficiencies 
have contributed to the rise in international medical education experiences.4–8 Scholars have argued that international 
undergraduate medical education experiences can integrate professionalism, cultural competency, and an awareness of 
global health systems into training to serve a changing social landscape.9 In addition, international experiences have been 
found to expose students to a broader range of disease pathology and alternative health systems and are associated with 
heightening students’ awareness of cultural and socioeconomic factors of health as well as strengthening clinical and 
language skills.2,5,9

Due to rising student interest and the belief that international experiences can contribute to addressing many of the 
critiques of medical education, medical schools in the United States can experience pressure to provide and even expand 
international rotations without having a comprehensive understanding of how to create and support mutually beneficial 
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relationships with partners in host communities and the sending institutions in the United States. Concerns of potential 
harm to students and host communities have been explored,2,9–12 however, there is little existing research surrounding 
characteristics, ethics, and institutional support for international rotations across medical schools in the United States. 
Studies that do exist often focus on single case studies within one medical school,13–15 and few studies explore the 
institutional perspectives within the sending institution in the United States, including organizational factors and the 
perspectives of stakeholders within medical schools. Scholars have called for studies of community-based and interna-
tional experiences in medical education to include descriptions of program structures, faculty perspectives, and more 
specifics regarding course type, duration, service activity, funding, and characteristics of community partners.7,16,17

This study examines international rotations (IRs) across undergraduate medical education at medical schools in the 
United States and its territories by investigating characteristics of IRs, and structural and programmatic features 
necessary to support such rotations from the perspectives of international rotation coordinators (IRCs), the faculty and 
staff within medical schools who design and implement IRs. The research questions for this study were designed to 
address these calls and investigate questions such as: what do coordinators of international rotations identify as key 
characteristics of international rotations in US medical schools for undergraduate medical students? What are the 
foundational structural and programmatic components that are necessary for international rotations?

Method
Due to the exploratory nature of the research questions, we used a sequential mixed methods approach in a pragmatic 
framework with quantitative data collected in stage one through an online survey, and qualitative data collected in stage 
two through purposeful sampling and follow-up interviews with IRCs. A sequential mixed methods approach helped 
triangulate and explain relevant factors of international rotations in undergraduate medical education. In this study, 
“international rotation” (IR) referred to elective, non-elective, or required experiences in which U.S.-based medical 
students travel to different countries to meet medical education objectives. This study was deemed exempt by the 
University of Minnesota Institutional Review Board as it is not research involving human subjects as defined by DHHS 
and FDA regulations (STUDY00004201) because the questions focus on measuring program details from institutional 
stakeholders’ perspectives and not on the individuals themselves.

In stage one, we sent an online national survey to IRCs at all 185 medical schools in the US (MD- and DO-granting) 
that were fully accredited by the Liaison Committee on Medical Education (LCME) as of July 2018, representing the 
total population of IRCs at US medical schools. The survey contained 35 questions, both closed and open-ended, and 
took about 15 minutes to complete, and was designed to secure generalizable data from the total target population of 
institutional stakeholders within undergraduate medical education. Survey questions were designed after an extensive 
review of literature on IRs in US medical education. The questions were designed to investigate how IRs are designed 
and implemented, with non-identifying demographic information about the survey participant (eg, role of faculty or staff, 
length of time in position, ethnicity) and home institution (eg, size, public/private, faith-affiliated, etc.). The survey was 
reviewed for face and cognitive validity by three medical school stakeholders representing both faculty and staff with 
expertise in international community-based education, and then was pilot-tested for time requirements and usability by 
three additional medical school stakeholders. The survey is included in Appendix A.

IRCs were identified through publicly available information online using a systematic process identifying organiza-
tional roles responsible for IRs, and a school’s participation in IRs was cross-referenced with the AAMC’s Visiting 
Student Learning Opportunities database. The survey was distributed via email through the online platform Qualtrics©18 

and remained open for one month, with two reminders sent to non-respondents after the initial survey email. Survey 
responses were assigned a code in a separate spreadsheet to link to subsequent interview responses without including 
identifying information. We analyzed survey data prior to conducting stage two and used the results to build on the 
qualitative approach and interview question design; codes were simply assigned to ensure that multiple interviews did not 
originate from one single institution. Cases that were outliers or stood apart from the rest of the data were contrasted with 
themes widely represented in the literature, and common themes were identified. The survey also asked participants to 
indicate if they were willing to be contacted for a follow-up interview. There was no incentive offered for completing the 
survey.
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Stage two of the study involved one-hour, semi-structured interviews with 15 participants. These participants 
completed the survey in stage one and indicated their willingness and consented to be contacted for a follow-up 
interview. In total, 19 participants who expressed interest were invited to interview; of those, 15 participants followed 
up to schedule and completed phone interviews. The purposeful sampling allowed us to investigate quantitative results in 
greater depth through an explanatory process. Interview questions followed a semi-structured approach and focused on 
a series of themes that emerged from the initial analysis of survey responses, in addition to asking a series of foundational 
questions related to IR characteristics or steps taken to identify suitable rotation sites. Interviews were recorded with 
consent and were transcribed verbatim by the primary author, and all identifiers were removed. A list of interview 
questions is included in Appendix B. All data from surveys and interviews were stored securely in a password-protected 
online platform (Box Secure Storage) accessible only by the first author.

Analysis
We used SPSS (25)19 to calculate frequencies, percentages, means, and standard deviations for nominal data. The data set 
was not large enough to perform meaningful regression or predictive analyses of statistical significance. Qualitative data 
were uploaded to NVivo (11)20 and coded by the primary author using inductive methods, namely interpretive descrip-
tion, to determine cross-cutting themes, categories, and concepts.21,22 We chose interpretive description as the most 
appropriate method of analysis as it focuses on generating knowledge to inform practice and addresses complex 
experiential questions in health disciplines.23 Data were coded by congruence to themes widely represented in 
a literature review, outlier or extreme cases, and common emergent themes, using a constant comparison approach. 
The coding scheme was created by the primary author with review by the secondary author, and the second author 
reviewed the interviews to assess for data concordance and identify outlying themes. Coded sections of the data were 
compared against the original interview transcripts or survey data, allowing examination of coded sections against each 
other and across the institutional context identified in survey data. During this process, the authors wrote memos to make 
note of patterns and evaluative comments.

Results
There were 57 responses to the survey for an overall response rate of 31%. Seventy-seven percent of respondents (n = 44) 
indicated that their medical school offered IRs and 12% of respondents (n = 7) indicated that their medical school did not, 
while six participants did not answer this question. Interviewees for the second stage were identified, and 15 individuals 
representing 13 medical schools agreed to participate in an interview. Table 1 displays demographic information about 
respondents and medical schools. Although the demographic information about respondents (eg, staff or faculty role, 
ethnicity) was not found to be significant in any analysis, it is included to display the types of roles and individuals who 
fill IR coordinator positions.

Features of IRs
Most respondents (72%, n = 31) indicated that the duration of an IR at their medical school was one to three months. No 
respondents indicated rotations longer than three months; 23% (n = 12) indicated IRs of less than one-month duration. 
Three-quarters of respondents (n = 32) indicated IRs occurred mostly in low-income countries in their program; 16% of 
respondents (n = 7) in middle-income countries; and 2% of respondents (n = 1) in high-income countries, with 7% of 
respondents (n = 3) indicating they were unsure or did not know where most IRs occurred in their medical program. Most 
respondents (54%; n = 23) indicated that students tend to take one IR during medical school, while 40% (n = 17) 
indicated that students tend to take two IRs.

For an overwhelming majority of medical schools in this study, students take IRs as elective components of medical 
training rather than as a requirement (93%, n = 40); 7% of respondents (n = 3) indicated that they offered IRs as both 
required and elective rotations. No respondents indicated that they offered IRs as required rotations only. Electives 
tended to occur in the third and fourth year of medical training (70%, n = 28). The activities included in IRs are 
summarized in Table 2, and Table 3 displays the frequency at which certain program characteristics were represented in 
the curriculum.

Advances in Medical Education and Practice 2022:13                                                                         https://doi.org/10.2147/AMEP.S380891                                                                                                                                                                                                                       

DovePress                                                                                                                       
1477

Dovepress                                                                                                                                                   Sopdie and Prasad

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=380891.docx
https://www.dovepress.com
https://www.dovepress.com


Interview data revealed greater variety in the ways IRs are designed and implemented. IRs differed from being 
completely student-designed, tailored to individual student needs, or standardized within the medical school. 
Relationships between medical institutions and host sites could be formal connections with memorandums of under-
standing (MOU), informal connections based on relationships with faculty members or students from the host country, or 

Table 1 Demographics of Study Participants and Institutions*

Survey Respondents 
(n=44)

Interviewees (n=15; Same 
Pool as Survey 
Respondents) 

Staff role in medical school 23 (52%) (n=44) 5 (33%) (n=15)

Faculty role in medical school 21 (48%) (n=44) 10 (67%) (n=15)

Caucasian/White 36 (75%) (n=48) 9 (60%) (n=15)

African American 3 (6%) (n=48) 2 (13%) (n=15)

Hispanic/Latino 3 (6%) (n=48) 2 (13%) (n=15)

American Indian/Alaska Native 2 (4%) (n=48) 0 (0%) (n=15)

Asian 2 (4%) (n=48) 1 (7%) (n=15)

Multicultural 2 (4%) (n=48) 1 (7%) (n=15)

Public institution 28 (49%) (n=57) 7 (54%) (n=13)

Private institution 22 (39%) (n=57) 6 (46%) (n=13)

MD-granting 36 (63%) (n=57) 10 (77%) (n=13)

DO-granting 11 (19%) (n=57) 3 (23%) (n=13)

Research university** 26 7 

Faith-affiliated university ** 1 0

Free-standing medical school** 5 2

Less than 100 students per year 8 (15%) (n=51) 2 (15%) (n=13)

100–199 students per year 24 (47%) (n=51) 6 (46%) (n=13)

200–299 students per year 8 (15%) (n=51) 2 (15%) (n=13)

300–399 students per year 0 (0%) (n=51) 0 (0%) (n=13)

400–499 students per year 5 (10%) (n=51) 1 (8%) (n=13)

More than 500 students per year 6 (12%) (n=51) 2 (15%) (n=13)

Offered IRs more than 10 years 29 (71%) (n=41) 10 (77%) (n=13)

Offered IRs for 6–10 years 7 (17%) (n=41) 1 (8%) (n=13)

Offered IRs for 1–5 years 5 (12%) (n=41) 2 (15%) (n=13)

Urban campus** 24 9

Suburban campus** 6 2

Rural campus** 10 3

Notes: *shading included to visually display categories of responses. **More than one response possible (eg, an institution with 
multiple campuses).
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almost nonexistent except for connections to a third-party organization (TPO) which organizes and manages the logistics 
for students in place of the medical school.

Third- and fourth-year medical students were more likely to have longer IRs, such as four to six weeks, perform more 
clinical activities, and travel individually. First- or second-year medical students tended to have IRs for two to four 
weeks, sometimes without receiving academic credit, and performed more community service-based, observational, or 
research-related activities and traveled in groups. The timing of IRs during the four-year experience varied and often was 
constrained by testing or scheduling conflicts. Interviewees frequently expressed desire to match the capacity of the host 

Table 3 Frequency at Which Program Characteristics Occur in International Rotations

Characteristics of the International Rotation Total 
Responses

Mean SD

Students are precepted or supervised during international rotations by someone from the host/receiving 
program or site

40 4.43 0.89

International rotations require a pre-departure orientation 40 4.35 1.01

Students receive academic credit for their international rotations 40 4.28 0.83

International rotations require a post-travel debrief 40 4.20 1.23

Students’ international rotation performance is evaluated by members of the host/receiving program or site 40 4.08 1.10

Students’ international rotation performance is evaluated by members of the home/sending program 40 3.38 1.40

Students are precepted or supervised during international rotations by someone from their home/sending 

program

40 2.88 1.35

Responses were selected based on the following scale: 1=never; 2=sometimes; 3=about half of the time; 4=most of the time; 5=always

Table 2 Number of Medical Schools That Include Listed Activities in International 
Rotations

Activity in International Rotation Count (n=43) Percent

Preceptor or mentor from international site 41 95%

Observation of medical procedures 39 91%

Pre-departure orientation 38 88%

Student reflection of the activity upon return to home program 37 86%

Activities tied to course learning objectives 35 81%

Post-travel debrief 33 78%

Clinical service (medical treatment given by student to patient) 32 74%

Preceptor or mentor from home program 31 72%

Student engagement in research 29 67%

Student reflection while at international site 27 62%

Non-clinical service projects 21 49%

Additional course fees 30 70%

Additional course fees - Paid for by student 25 83%

Additional course fees - Paid for through scholarships 5 17%
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site so students could reasonably and appropriately perform activities to match the host site’s needs. IRCs emphasized 
safety and supervision for all students. Table 4 contains information on each of the thematic components of IRs, along 
with illustrative quotations.

Rotation Components
Rotation components across medical schools varied greatly and depended on motivation and capacity of IRCs to develop or 
include certain components. Activities were largely clinical and were almost always supervised by preceptors or mentors 
from the international site (95%, n = 41) or preceptors or mentors from the home program (72%, n = 31); in some cases, both. 
One interviewee stated, “International rotations would be essentially students doing the same clinical work that they would 
do here in the US.” Less than half of the medical schools included non-clinical service projects in IRs. Table 4 illustrates the 
variation in pre- and post-travel activities as well as clinical or non-clinical elements of the rotation.

Partnership with Host Site
There was significant variation in approaches to partnering with host sites, depending on intentions and design decisions 
made by IRCs. Programs varied from having reciprocal, one-to-one exchanges with medical schools in other countries to 
choosing sites based on community need; from having loose, informal relationships to having formal relationships with 
MOUs, or any combination referenced. The only element in common across medical schools was the prioritization of 
student safety when selecting host sites.

Participants described influential elements of a direct partnership, such as reciprocity, alignment of values, and ability 
to meet community needs, as well as formal, structured processes such as MOUs or financial stake in the site. Aspects 
that were described as informal or less structured with lower investment in the site from the medical school could 
jeopardize the sustainability of partnerships, as interviewees noted. One interviewee, represented in Table 4, noted that 
goals of creating a partnership included empowering and building capacity at IR sites.

Third-Party Organizations
Programs often used third-party organizations (TPOs), generally non-governmental organizations (NGOs), to send 
students on rotations where the medical school had no other relationship to the host site. In this study, TPOs tended 
to be used by smaller medical schools, though most programs in this study used TPOs in some capacity. Far fewer 
medical schools indicated working with faith-based organizations, private companies, or for-profit companies than 
NGOs.

IRCs described planning logistics of IRs as time consuming and difficult. Interviewees commented that TPOs can 
offer established programming and, in most cases, room and board, cultural activities, and insurance, although prices for 
TPOs can vary greatly. Some rotation experiences offered through TPOs, as described by interviewees, also included 
public health components or language immersion, which medical schools may not offer, or accommodate larger volumes 
of students.

Many interviewees commented on dangers of the transactional nature when students utilize TPOs, with one 
interviewee commenting, “There’s a million vendors out there who are willing to take your money and put you in 
a foreign country.” TPOs were described to be frequently more expensive for students to use and may not all operate 
within ethical norms of the profession. There may be no vetting process of the student to ensure the student’s preparation 
for the experience, or care taken to establish a mutual relationship with a host site. Interviewees also expressed varying 
opinions of TPOs that organize IRs, from the idea that certain organizations offer a “gold standard” for the field of global 
health to the opinion that organizations are only “in it for the money” (see Table 4).

Supporting Structures and Programmatic Components
Survey respondents were asked to name up to three offices engaged in planning or implementing IRs in collaboration 
with the medical school, and to leave blank if none. Twenty-two respondents (39%) indicated additional offices were 
engaged in planning or implementing IRs; the most common were university international offices such as study abroad, 
global health offices, and academic affairs in the medical school. In general, respondents also indicated that facilitating 
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Table 4 Thematic Components of International Rotations

Thematic 
Component 
of 
International 
Rotation

Common Elements Represented Across 
Medical Schools

Less Common Elements 
Across Medical Schools 
(Individual Cases)

Influential Elements to 
Program Design

Illustrative Quotations

Pre-departure 
activities

Safety 
Risk management 

Travel logistics

Readings 
Videos 

Online modules related to ethics, 

professionalism, use of 
translators 

Simulation 

Reflection on cultural relevance 
of a research project

Time of year 
Student traveling individually or 

with group 

Led by medical school or TPO 
Schedule challenges to gather 

group of students

“....there’s no easy way to bring them [students] together 
for a more formal, pre-departure checklist orientation. It’s 

kind of on my list of things that I feel like I need to make 

a bit more robust.” 
“[Students are] still supervised in the field, but we feel like 

it’s important that it’s not their first rodeo, you know, on 

a patient.” 
“I would like to include information about what is 

appropriate for students to do, what lines and barriers that 

they ethically and morally should not cross.”

Activities 
during rotation

Observation 
Non-clinical service 

Research 

Clinical service – performed at local hospital 
or pop-up clinic; more often supervised by 

local healthcare workers; similar to domestic 

rotation components

Educational outreach 
Community beautification 

Capacity-building 

Language immersion classes

Level of student 
Supervision for clinical activity 

Academic or clinical credit 

received 
Connection to learning objectives

“International rotations would be essentially students doing 
the same clinical work that they would do here in the US. 

So not practicing above their skill level, but they would be 

inserted into the schedule at their host clinical sites and 
work under a supervisor.” 

“It really needs clinical time, and service-learning or 

a service component would not be a warranted credit for 
a clinical rotation…”

Post-travel 
activities

Academic product (eg, paper, report, poster) In-person debrief or reflection 
Follow-up survey 

Presentation

Academic credit received 
Learning objectives 

Requirements for funding 

Schedule challenges to gather 
group of students

“We don’t do a lot and should probably do more.” 
“…On their return they have another reflective piece that’s 

required, looking back at the learning objectives that they 

established at the beginning of their experience and 
reflecting on whether or not and how those objectives 

were met.”

(Continued)
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Table 4 (Continued). 

Thematic 
Component 
of 
International 
Rotation

Common Elements Represented Across 
Medical Schools

Less Common Elements 
Across Medical Schools 
(Individual Cases)

Influential Elements to 
Program Design

Illustrative Quotations

Evaluations Few commonalities 
No evaluation of impact on host community

Evaluation of student 
performance on IR 

Student learning outcomes 

Completed by host healthcare 
workers

Rotations of longer duration 
Academic credit 

Clinical components – lack of 

clinical components meant no 
evaluation 

Similar to evaluations for 

domestic rotations

“Usually the evaluation is.... fulfilling what our expectations 
would be for doing their rotations at home.” 

“It reviews knowledge acquisition skills or how well did the 

student independently seek information, identify resources, 
critically analyze resources, their problem solving skills, 

their communication skills, professionalism, doing patient 

interviews, physical exams, presentations back to the 
supervisor, that kind of thing.”

Direct 
partnerships

Student safety 
Existing relationships

Longitudinal relationships 
More frequent shorter-term trips 

MOUs and other formal 

structures

Relationships between host site 
and program faculty or alumni 

Length of time a school had 

offered IRs

“[We want to] have to have a strong community partner, 
and that can take the form of an academic institution or 

administrative health system on the ground, and that’s 

critical to ask because our goal is to empower and build 
capacity within local systems and that local partner.”

TPOs Student safety 
Ease of use

Used by students when medical 
program did not formally offer 

IRs 

Used by medical program when 
expanded opportunities for 

students

Ease of use 
Ability to expand student 

opportunities 

Connection to medical program 
mission or values 

Often used if medical school 

lacked formal structures for 
planning IRs

“Why reinvent the wheel?” 
“We don’t have to worry about trying to get our faculty 

members a hundred percent of the time or even our 

students there, there’s an element of trust to take care of 
your students, to shepherd them while they’re there.” 

“There’s a million vendors out there who are willing to take 

your money and put you in a foreign country.” 
“It’s kind of like if you’re flipping through a catalog.... these 

companies have found a niche area where they can package 

everything. it’s literally à la carte.” 
“The students pay out of pocket. They choose their sites. 

the students are self-funded so they tend to decide where 

they want to go.”

Facilitating 

structures

Additional offices involved 

Academic tracks 
Established policies and procedures

Professional roles 

Broader campus 
internationalization efforts

Funding 

Internationalization initiatives 
Curricular initiatives

Formal programs and processes were created at the 

medical program that had grown out of “low 
key and permissive” opportunities for students. 

International rotations were “becoming a focus 

within the institution’s eye” and drawing attention and 
participation from other campus entities.
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elements at their medical schools included factors related to leadership or student support (administrative or leadership 
support, high student interest), funding, and infrastructure (dedicated offices, academic tracks, school mission, estab-
lished processes). Other supportive programmatic features were the creation of new curricula requiring or encouraging 
IRs, like medical language programs, global health certificates, or academic concentrations. One interviewee described 
the growth from “low key and permissive” opportunities for students into more formal programs, processes, and policies.

Additional Perspectives of IRs
IRCs interviewed for this study characterized IRs as avenues to introduce students to global health careers. The length of 
time of rotations, included activities, and academic credit requirements were factors that distinguished IRs from other 
international activities such as “mission trips” or “service trips.” Interviewees framed shorter-term IRs as opportunities 
for exposure to elements of global health careers and stated that short-term experiences may be more feasible in student 
schedules, more realistic for student comfort levels, and could occur in the context of longitudinal partnerships with host 
sites.

How a medical school defines and creates IRs might also differ from how students might engage as international 
activities. This was most evident at medical schools at which IRCs indicated had no formal IRs despite a high level of 
student interest in international activities. An IRC from a school that did not offer IRs indicated that students could 
pursue international activities on their own: they independently located host sites, determined the activities they would 
perform, and arranged their own travel and logistics.

Discussion
Our study aimed to characterize IRs in medical schools in the US. Since IRs are not required explicitly by medical 
licensure or accreditation standards,24 and have no standardized, national competencies, it is not surprising to find variety 
between medical schools in how IRs are designed, implemented, and supported, if included in the medical curriculum at 
all. There has also been no consensus formed to date in the literature around optimal length of time spent in a rotation, 
features of programs, impact on community and host partners, and impacts of long-term programs on participants and 
communities. These variations make it difficult to propose any broad generalizations about the key characteristics of IRs 
but demonstrate that there are many interconnected component parts that can influence how IRs are designed and 
implemented, particularly those referenced in Table 4. There is an urgent need to specify pedagogical models, curricular 
elements, and ethical frameworks of IRs lest these perpetuate concerns of colonialist and “savior” mentalities amongst 
learners and medical schools.

Although IRs are common in undergraduate medical education, our study showed that they have yet to be positioned 
as core academic programming within medical schools, leading to greater challenges in planning and implementation. 
Scheduling and financial concerns prevent IRs from being required at most medical schools. Our study shows that 
elective IRs are not standardized across medical schools with immense variations in rotation components. Additionally, 
when students self-fund IRs, medical schools often appeared to have less control over where, when, and how a student 
would implement the rotation.

The use of TPOs was notable in our study, something prior studies have not addressed. Currently, this is an 
unregulated industry. It will be important for medical schools that use TPOs to evaluate them carefully to ensure 
optimum and ethical conduct of IRs.

Medical schools should review tenets of experiential learning when designing and implementing IRs. Experiential 
learning theory states that preparation before an IR is a critical feature to include for student learning; specifically, 
preparatory activities that connect to the educational objectives for the experience, as well as post-experience reflection 
activities.25–29 Our study showed that such activities were few and were included by an IRC’s initiative rather than in 
a standardized curricular framework. Clinical components performed during IRs were often like clinical rotations 
a student would have otherwise experienced at their home institutions. Despite evidence that international experiential 
learning can produce outcomes not as effectively attained in domestic settings,4,5,7 including less reliance on diagnostic 
technology which promotes greater critical thinking,30 our study questions whether students receive greater learning 
benefit in international locations if the activities performed are the same as what students would do at home sites.
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Scholars have cautioned practitioners against applying practices across settings without considering local context.31 

Recent research has also reviewed global health activities through an ethical lens connecting IRs to the social contract, an 
implicit agreement between medical schools and society that grants physicians autonomy, self-regulation, and status in 
return for competent and responsive service to society.32,33 During IRs, the society that assumes the risk and incon-
venience involved in training will not benefit from students’ future service as health professionals.34 Rather than 
including clinical components identical to those performed during a domestic rotation, medical schools can explore 
nonclinical and systems-based learning in international contexts,34 which teaches skills that students can apply in any 
setting and fulfills the social contract without creating undue burden on host communities to supervise clinical education.

Several interviewees referenced goals for engaging students in IRs as improving health equity, reducing disparities, 
and serving vulnerable populations in rural, low-income, or other underserved areas. This mission could drive medical 
schools to seek out opportunities in lower-income countries, although there are arguably many areas of need across the 
United States as well. Medical students are not considered members of the core health-care workforce while completing 
clinical rotations in the US and operate under a supervisory structure carefully vetted by medical schools. IRs in our 
study indicated that they considered host-country “needs” and students who could fit those capacities. This premise is 
concerning as medical students from the US, with varied levels of exposure to clinical sciences, should not be considered 
as fulfilling health worker functions of host communities. Doing so could contribute to concerns of neo-colonialism in 
global health, undermining of local health systems, and perpetuation of inequalities.35

Our study did not reveal formalized evaluation processes of IRs. Regular evaluation of partnerships and outcomes is 
a principle for institutionalizing relationships.36 Such evaluations should include an examination of structural features, 
like MOUs or a financial stake in the site, which are related to creating and maintaining partnerships.25,37–40 Evaluation 
of outcomes related to student learning and the impact on the community provides key information partnership 
maintenance. Evaluating these may also reveal potential power imbalances between medical schools and host sites or 
between personal relationships between learners and teachers and help guide medical schools from transactional 
relationships41 to reciprocal relationships of mutuality.42 Evaluation also provides insight into areas for change within 
medical schools and data regarding effectiveness of particular educational innovations;43,44 however, if evaluation 
components for IRs are the same as for domestic rotations, medical schools may lose the opportunity to evaluate the 
effectiveness of student learning in international settings.

Our study shows that many design elements of IRs depend on individual IRCs who plan and implement IRs, since 
participants indicated they were not aware of standardized options of IRs across medical schools. Although some 
resources exist for planning international experiences, they tend to be specialty-specific or aimed at residents45,46 rather 
than resources for undergraduate medical students. Given the influence of IRCs demonstrated in this study, medical 
schools could utilize IRCs as levers for change by providing training or encouraging the pursuit of professional 
development related to best practices and ethical guidelines for IRs.

IRs present a unique opportunity to evaluate student learning in international contexts, and medical schools can 
redesign evaluations to match this context rather than use existing evaluations generally used for domestic rotations. 
Evaluations should also explore the impact of IRs on host communities, which provides information to contribute to 
sustainability of partnerships.

The COVID-19 pandemic had a significant impact on medical schools and international medical education experi-
ences, interrupting student exchange and training programs.47 Medical schools explored virtual rotation options, which 
disrupted the status quo of traditional didactic learning but still required real-world situations and learning.48 Despite the 
promises of virtual learning, community engagement strategies and skills remained critical for medical schools to 
respond to the novel public health crisis, counter disinformation, and expand health literacy.45,49 Community partnerships 
and the skills necessary for navigating a changing and diverse world remain as important as ever, and international 
rotations have been suggested as a way to expose medical students to these tenets.50

Future Research
Future research on IRs should explore best practices for pre-departure preparation, post-travel debriefing, and evaluation 
of student activity as well as impact on the host site. It should also investigate how particular components in IRs affect 
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student outcomes or impacts on host sites. Our study also implied that in many cases, a student performs activities on the 
IR similar to the types of activities performed at the home institution on a similar rotation. Future studies should explore 
how learning opportunities at international sites differ from domestic settings and examine unique elements about the 
environment of low-income countries as opposed to middle- or high-income countries.

Aspects of partnerships between medical schools and host communities should also be a focus, to determine which 
factors contribute to effective and sustainable partnerships. Examinations of the institution’s stake in a partnership, 
financial or otherwise, also provides information regarding sustainability of partnerships even in the face of challenging 
circumstances, such as safety or funding concerns.

Limitations
With any survey research, frequencies may be overstated or not representative due to non-respondents, or discrepancies may 
be created by various interpretations of study terms. Additionally, the sampling method may exclude participants if IRs are 
not organized under academic or co-curricular units. Although there was an acceptable response rate to the survey, the data 
do not necessarily represent perspectives of all medical schools in the U.S, which may be influenced by contexts not 
represented in this data. Due to time and resource constraints, the focus on organizational and institutional perspectives, and 
the exploratory approach, the key perspective of community host populations could not be included in this study.

Conclusion
Although there is no scholarly consensus regarding the elements of IRs, such as length of time in the rotation or 
curricular features, medical schools are adopting IRs at a rapid pace in response to pressures that have led to the 
expansion of community-based learning opportunities. Our study revealed that there is no standardization of IRs across 
medical schools and immense variation in rotation components. Medical schools should create curricular frameworks that 
include preparatory activities connected to learning objects, post-experience reflection activities, and evaluations of the 
experience. Medical schools can also consider nonclinical and systems-based learning in international contexts to lessen 
the burden on host communities to supervise clinical education. Additionally, the use of TPOs was notable in our study, 
and is an area ripe for future study. Future research should also include exploration of best practices and aspects of 
sustainable partnerships between medical schools and host communities.

Similar pressures that affect medical education, such as globalization and a need to integrate international health 
perspectives into training, also affect other health professions.51,52 Given both the similar contexts affecting the fields and 
the growing inter-professionalization of health fields, our study offers lessons for additional health professions as IRs 
continue to across educational programs.
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