
faculty and local healthcare workers. Many of these students are engag-
ing in international work for the first time, and such experiences have 
a lasting impact with multiple benefits, as will be discussed later. The 
community gains a short-term benefit from the provision of services, 
and SIGHT’s annual return maintains its sustainability. Trips of longer 
duration are typically undertaken by fourth year GHC students return-
ing to a previous international site to conduct studies or provide clini-
cal services. However, the GHC recognizes that individually organized 
trips can vary significantly in quality and hence continues to forge new 
partnerships under best practice guidelines in global health training in 
Guatemala, China, Ghana, India, and Kenya.20 More distant sites are 
better suited for more in-depth immersion experiences from a practical 
point of view. Each site is unique in both the population served and 
the subject areas addressed, emphasizing the multi-disciplinary nature 
of global health [Table 3]. With its unique, bottom-up approach and 
structure, the GHC is able to adapt quickly to students’ desires and 
trends at UTH. 

Current Challenges
The GHC faces challenges that may limit its capacity to expand 

educational programming. Despite the benefits of student control in 
managing the concentration operations, it is an inefficient process. 
There are time and resource constraints upon the student leadership 
given their concurrent academic duties and finite stay at the institution. 
The administrative demands on the leadership team are extensive and 
can only be accomplished with extracurricular time. Cross-coverage of 
responsibilities must be arranged for situations, such as examinations 
and time-intensive rotations, to prevent lapse of operations. In addition, 
faculty interested in global health can become mentors for students, but 
there is currently no compensation for faculty time. All mentors are 
volunteering their time, thus limiting the GHC’s ability to coordinate 
faculty-led trips with longer durations. Furthermore, the shortage of 
dedicated funding or administrative support has required the GHC to 
pursue creative solutions to bring high quality education to medical stu-
dents. The curriculum is made possible through multidisciplinary and 
cross-institutional collaborations at every level of the health science cen-
ter. The GHC partners with many student organizations for events. The 
leadership team works closely with faculty from various departments to 
leverage their resources into opportunities for students, such as research 
projects or faculty/department-sponsored abroad trips. The GHC also 
collaborates with the University of Texas School of Public Health to 
bring an established global health course to second year medical stu-
dents. Many of the challenges encountered in program implementa-
tion and development stem from the lack of a centralizing locale (e.g., 
department, center, or institute) within which the concentration, and 
all global health activities in general, can exist. Ultimately, a higher level 
institutional investment in the program would be required to fully ad-
dress these barriers.

The major drawback of the grassroots approach is that program de-
velopment operates on a much slower time frame, given the multitude 
of constraints in time, manpower and resources. The GHC took nearly 
two years to fully implement all aspects of the original curriculum, and 
changes are still ongoing. 

Impact of Global Health Education on Students
According to a comprehensive literature review, there are multiple 

positive outcomes of global health education.20 Three main areas of im-
pact included students’ professional development, medical schools and 
the host populations. Students commonly report a broadened perspec-
tive about the world that will enable medical students to apply global 
thinking, skills acquired in low-resource settings and cross-cultural com-
petency to medical practices at clinics within the U.S. Such experiences 
encourage students to pursue careers in primary care, which is a benefi-
cial result as a shortage of roughly 20,000 physicians  is predicted in the 
areas of primary care by the year 2020.21, 22 Moreover, by including a 
global health curriculum, medical schools make themselves more attrac-
tive to high-quality student applicants.21 The inclusion of global health 
education affords institutions the opportunity to provide a wider range 
of clinical experiences to its students. Challenges students encounter 
while abroad, including different disease prevalence and scarce resources 
for diagnosis and treatment, introduce new elements to medical educa-
tion and instill in students a deeper understanding of diseases. Accord-

ing to Novotny et al., “prior experiences and training also likely have 
effects on ultimate outcomes, suggesting that a longer-term integrated 
learning program” may be imperative to optimize outcomes of short-
er-term experiential learning.1 This finding supports a fully integrated 
global health curriculum that the GHC strives to become and aligns 
with the educational priorities of UTH medical students. Finally, cross-
cultural trips can positively impact host populations when the partner-
ship is sustained and the local community’s needs are addressed. 

Concluding Remarks: An Argument for the Expansion of Global 
Health Education

Student-initiated development of a global health program is rare, 
but one other recent example of a successful student-led effort was at 
Weill Cornell Medical College.14 Similar to UTH’s GHC, the program 
was preceded by multiple established partnerships and lecture series; 
however, their program drew support and resources from pre-estab-
lished global health programs and faculty from other departments, as 
well as a full time global health fellow. In contrast, the UTH’s GHC 
student leadership oversaw all educational programming, established 
its own inter-institutional faculty base, assumed all administrative and 
operational duties, and engaged in capacity-building across institutions 
and countries. In addition, all operations were budget neutral.. Hence, 
the GHC remains truly unique in the extent of its grassroots efforts on 
which other student-led initiatives could be based.

Taken together, there are several arguments for the expansion of 
global health education in medical schools, as well as the continued de-
velopment of the GHC. 

1. an Integrated Learning Experience – A curriculum in global
health can better prepare U.S. medical students to care for the 
growing international population in their communities. GHC 
students can now draw upon the knowledge gained from their 
lecture series, journal clubs, and abroad experiences to serve 
local residents at the front lines of global health. 

2. a Platform for Sustainability – Providing a portal for stu-
dents to learn at established international sites fosters sustain-
able global health care. The GHC continues to develop part-
nerships with hospitals and non-profit organizations, while 
maintaining strong collaboration with our current partners 
abroad. These relationships will create a network of opportu-
nities upon which UTH students can capitalize. 

3. Institutional Oversight – Given the demand for global
health experiences, the risk of sending unprepared medical 
students abroad is great. This lack of training not only pres-
ents a personal risk to students, but may also result in substan-
dard clinical performance of traveling students.18,20 Because of 
GHC’s mentoring system and utilization of resources from 
multiple disciplines, the GHC can ensure that UTH students 
are properly prepared. 

The GHC can be a vehicle to global health education success at 
UTH. As Panosian and Coates ask, “If there is new fervor for global 
health on the part of medical professionals and international policymak-
ers, shouldn’t the ‘sending’ process be more organized — and the vision 
bigger and bolder?”5 With a vision and dedicated group of students and 
faculty, a grassroots approach to building a successful global health con-
centration is possible. This approach demands patience, creativity, and 
the understanding that real change takes time. Implementation will be 
step-wise, often requiring multiple revisions in response to specific or 
new challenges and resources available. Outcomes need to focus on add-
ing value to the students’ education. In conclusion, the authors believe 
that the GHC can fulfill this role in fostering students’ thirst for quality 
global health education and hope to offer a blueprint for how a program 
can be developed through a bottom-up grassroots strategy. 
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The Collective Goals of Global Health Programs 
The global health literature contains many definitions for 

the term “global health.” Some consider it the most recent ver-
sion of similar terms: international health and tropical medicine.2 
This view sees the renaming with a new term “global health” as 
a way to mask a lack of change. Renaming international health 
or tropical medicine programs to “global health programs” masks 
the fact that developed countries continue to apply wasteful, West-
ern methods in addressing the public health problems of devel-
oping nations. Others find the new term represents true change 
by emphasizing collaboration between the Global North and the 
Global South As explained by Ouma and Dimaras in their debate 
article on global health program partnerships, the terms/concepts 
of “Global North” and “Global South” do not refer to a geographi-
cal dichotomy, but a broader “socio-economic divide” that exists 
both between and within countries.25 As Dr. Peter Piot, Director 
of the London School of Hygiene and Tropical Medicine, said dur-
ing his presentation at the 2014 Consortium of Universities for 
Global Health (CUGH) conference, this reframing of global health 
provides an opportunity for novel approaches to public health is-
sues.26 The explanation by Ilona Kickbusch, Director of the Global 
Health Programme at the Geneva Graduate Institute, emphasizes 
that within global health all contributors to the field need to share 
the risk and feel the consequences when programs perform poorly:

The term Global Health stands for a new con-
text, a new awareness and a new strategic ap-

proach in matters of international health. Its fo-
cus is the impact of global interdependence on 
the determinants of health, the transfer of health 
risks and the policy response of countries, inter-
national organizations, and the many other actors 
in the global health arena. Its goal is the equi-
table access to health in all regions of the globe.27 

This global health consists of many disciplines relying on one 
another to collectively improve population health and individu-
al clinical care. The next generation of physicians, public health 
workers, engineers, nurses, anthropologists, mental health profes-
sionals and others must be trained to a defined level of competency 
in order to cooperate effectively. While many competency-based 
skills are discipline-specific, knowledge and attitudes can more eas-
ily be instilled with a cross-disciplinary approach. To address many 
of the global health goals, multiple disciplines will need to speak 
the same global health language (knowledge) and understand their 
own personal and discipline-specific limitations (attitudes). 

CUGH’s mission is to “[build] interdisciplinary collaborations 
and [facilitate] the sharing of knowledge to address global health 
challenges.” In keeping with this mission, it has an Educational 
Programs Committee and a Global Health Competencies Subcom-
mittee. As a member of both, I offer a trainee’s perspective on how 
to improve global health competency-based education. We recent-
ly outlined sets of cross-disciplinary core competencies for global 
health curricula. The members of the Global Health Competencies 
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Global health is an interprofessional collaboration to improve population health and individual clini-
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with the knowledge, skills and attitudes needed to enter the global health arena. Goals of global health pro-
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petencies for two trainee levels of global health involvement. From this experience of competency development 
comes the inspiration for a trainee-led movement for the successful implementation of these competency sets. 
Trainee-driven global health curricula will encourage programs to shift their standards from hours invested to 
skills, knowledge and attitudes acquired. If done across all global health disciplines, this will ensure that all 
professions have the competencies needed to work together on achieving the collective goals of global health.
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Subcommittee chose the global health definition proposed by Dr. 
Jeffrey Koplan, Vice President for Global Health at Emory Univer-
sity and former Director of the CDC. According to Koplan et al., 
global health refers to: 

[A]n area for study, research, and practice that 
places a priority on improving health and achieving 
equity in health for all people worldwide. Global 
health emphasizes transnational health issues, deter-
minants, and solutions; involves many disciplines 
within and beyond the health sciences and promotes 
interdisciplinary collaboration; and is a synthesis of 
population-based prevention with individual-level 
clinical care.8

Koplan et al. emphasize the importance of improved public 
health and increased access to individualized medical care as broad, 
collective goals of global health programs worldwide and again 
highlight the importance of collaboration. While many broad defi-
nitions of global health exist, the few that emphasize a cross-disci-
plinary, collaborative approach to health offer the most success for 
achieving the overarching goal of improved health globally. These 
definitions encourage both teachers and trainees, the Global North 
and the Global South, to work together for improved global health 
education and, in turn, improved health worldwide. 

Competency-Based Education
To work together effectively to improve health globally, train-

ees first need to achieve competency within this growing field. 
Competency is defined as “the ability to do something well,”1and 
thus, competency-based education focuses on the instruction nec-
essary to acquire select abilities. Competency-based education is 
the teaching and assessment of knowledge, attitudes and skills 
trainees need to succeed within 
their fields.7,8 The Association 
of Schools and Programs of 
Public Health (ASPPH) has 
pioneered the majority of the 
work thus far in competency-
based education. As ASPPH 
highlights, the competency-
based model differs from pre-
vious training programs in its 
outcome-based orientation as 
opposed to an emphasis on 
training hours and content.1 
Competencies are the foundation upon which all curricula and 
training programs should be built. They give trainees obtainable 
stepwise goals to strive for and provide long-term career-develop-
ment benefits worldwide. For instance, a recent study from Chang 
Gung University of Science and Technology in Taiwan demonstrat-
ed that nursing students who completed competency-based train-
ing during nursing school not only performed better academically 
on written standardized exams and structured clinical exams, but 
also had higher rates of employment following completion of their 
training programs compared to students who completed the former 
standard curriculum.1

Bok et al. recently surveyed 1,137 veterinarians across ten 
countries regarding the importance of competency-based veterinar-
ian training. The majority of the veterinarians surveyed agreed that 
competency training is very important: the specific competencies 
associated with “veterinary expertise” in the survey scored a com-
bined 8.33 on the 9-point Likert scale. The idea that competency-
based education is effective for training programs is not a novel 
one within medicine, as competency-based education has been the 
foundation of graduate medical education curriculum redesign for 
over a decade. The Accreditation Council for Graduate Medical 
Education (ACGME) began its third phase of the national cur-
riculum redesign in 2011, mandating medical residency programs 
to improve and change their curricula based on the residents’ per-
formance upon reaching the six core competencies physicians need 
to be effective upon graduation.

How Trainees can Improve Current Global Health Programs

The interest in global health careers and training programs 
and the response to said interest is booming. Approximately 65% 
of matriculating U.S. medical students were interested in “Global 
Health education or service” in 2011.9 Academic institutions and 
professional societies continue to develop stand-alone global health 
degree programs and incorporate global health topics into profes-
sional school curricula. 

There are various reasons why students are interested in global 
health careers. Some indicate that they would like to participate in 
cross-cultural experiences and learn how to care for diverse popu-
lations prior to entering their professional practice. Many train-
ees find value in the field experiences provided by global health 
programs and draw motivation from seeing health disparities in 
person. Field experiences motivated many to hypothesize solutions 
for how to improve health equity. Yet, trainees interested in careers 
in global health have shared training concerns with me. Reading 
global health-related books, writing research papers and taking the 
current global health courses are not enough. Many of us have re-
alized that it is very easy to make mistakes during field projects 
and are concerned that we will continue to make such mistakes 
in our full-time global health careers without the proper skill sets. 
This can lead to an ongoing fear that we may do more harm than 
good in the pursuit of a global health career. Many students at 
Geisel SOM and within CUGH are continuing to look for more 
skill-based training opportunities within global health programs 
for these reasons.

Recently, the CUGH Competency Subcommittee members 
did a web search for global health training programs syllabi and 
existing global health competencies and found that no two global 
health degrees, concentrations, certificates etc. appear to require 
the same competencies to be achieved. This presents a problem 

when trainees explore careers 
within global health. How 
can a group of individuals 
with vastly different compe-
tency sets be expected to begin 
working towards the collective 
global health goals and all be 
successful in their approach? 
As Holmes, Zayas and Koyf-
man from University of Buf-
falo SOM explain via their 
medical student pre and post 
global health experience sur-

veys, there is a need for trainee, self-identified learning objectives 
to drive improvement of global health field experiences. 

My fellow trainees at Geisel SOM at Dartmouth and I hope 
for competency-based training that is consistent across training in-
stitutions and oriented towards real world applications. For future 
improvement, if the training programs are built on foundations of 
attainable competencies, they can offer discipline-specific goals for 
trainees. For example, for the medical resident: be able to assess 
and manage the obstetrical emergencies of eclampsia, post-partum 
hemorrhage, perinatal infection and endometritis in a resource-
limited setting. For the law student or health policy graduate stu-
dent: be able to advocate for implementation of policies that pro-
tect the Universal Declaration of Human Rights; be able to defend 
populations’ right to affordable and safe health care via individual 
patient defense cases and population-based healthcare resource dis-
tribution policies. For the engineer: be able to develop water puri-
fication systems or composting latrines using limited resources and 
then reverse engineer this energy-efficient method for implementa-
tion in a resource-wasteful culture. 

While competencies are generally useful for helping trainees 
understand what is required of them, some faculty in academia 
have noted that competency-based education does not equate to 
standardized education. Whitehead, Austin and Hodges, faculty 
in the Department of Family and Community Medicine in To-
ronto, argue that “No matter how elegant, no matter how useful, 
no matter how widely-adopted, any competency framework will 
be infused with assumptions and embedded in power relations.”18 
These “power relations” can affect the dialogue around current pro-

PERSPECTIVES

To work together effectively to 
improve health globally, trainees 

first need to achieve competency 
within this growing field.
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fessional competency development as they did for the Canadian 
competency framework, developed as the authors argue to “pro-
tect [the] professional turf ” of attending physicians. However, as a 
trainee, I feel trainees can initiate change to this system of compe-
tency framework implementation for “economic and socio-politi-
cal use.” Such power relations often exist within academic institu-
tions and within global health program collaborations between the 
Global North and Global South with professors, program direc-
tors and teachers from the Global North setting the agenda. These 
power relations can be dissolved and competency frameworks can 
set training standards when trainees are invited to sit in the forums 
where the competency frameworks are being developed. Trainee 
input promotes implementation of competencies that are relevant 
and attainable, preventing the potential problems that arise when 
academic administrations, far removed from the classroom, are left 
to develop core curricula.   

Proposed Cross-Disciplinary Core Competencies
Many disciplines besides medicine are involved in global 

health work including engineering, anthropology, nursing, psy-
chology and pharmacy. Thus, to improve global health competen-
cy, we must adopt cross-disciplinary competencies acceptable to 
both trainees and instructors from a range of professions. 

In response to this need for cross-disciplinary, competency-
based learning within global health curricula, the CUGH Educa-
tion Committee appointed a Global Health Competency Subcom-
mittee. Our cross-disciplinary Subcommittee members were to 
“[determine] if there exists a need for broad global health core com-
petencies applicable across disciplines, and if so, what those com-
petencies should be.” Based on this directive, our Subcommittee 
set out to develop core competencies applicable across disciplines. 
The final list of competency sets, stratified for multiple trainee level 
needs, will be available in 2015 in The Global Health Competency 
Subcommittee’s manuscript Identifying Interprofessional Global 

Health Competencies for 21st Century Health Professionals.
As the trainee voice on the CUGH Educational Commit-

tee and Global Health Education Competencies Subcommittee, 
I worked alongside members from diverse disciplines to develop 
the proposed core competencies. We did an extensive review of 
the literature and searched professional societies and webpages to 
see what global health-related competencies already existed. We 
compiled and distilled an initial list of 82 competencies across 12 
domains.

We then defined four levels of global health training: Global 
Citizen Level; Exploratory Level; Basic Operational Level, sub-
divided into Practitioner-Oriented and Program-Oriented; and 
Advanced Level. Global Citizen Level includes all trainees pursu-
ing post-secondary education. Exploratory Level includes trainees 
interested in either in-person field exploration or classroom-based 
exploration of how culture, socioeconomic stratification, resource 
availability and historical factors impact health globally. The Basic 
Operational Level is competency required of trainees wishing to 
spend a moderate amount of time, but not necessarily a career, 
in global health. The Practitioner-Oriented subset requires com-
petence in applying discipline-specific skills to offer solutions for 
global health problems. The Program-Oriented subset requires 
competency in the ability to coordinate, plan, implement and 
evaluate global health programs. The Advanced Level is aimed at 
students whose involvement in global health will be significant and 
sustained, and thus will benefit from more discipline-specific com-
petencies than the Subcommittee’s cross-disciplinary ones. 

After further distillation of the competencies, the final list in-
cluded 13 competencies across eight domains assigned to the Glob-
al Citizen Level and 39 competencies across 11 domains assigned 
to the Basic Operational Program-Oriented Level. These compe-
tency sets will be important for building strong cross-disciplinary 
global health education programs necessary to improve trainee pre-
paredness. For instance, the competencies will help prepare all dis-
ciplines contributing to global health solutions by making sure all 
trainees know how to contribute to Capacity Strengthening (Do-
main 4). The competencies will ensure trainees from all disciplines 
are instructed to “look for methods to assure program sustainabil-
ity.” If implemented, the competency sets will require trainees to 
be evaluated on their ability to “demonstrate diplomacy and build 
trust with community partners,” which falls under the overarching 
category of Collaboration, Partnering, and Communication (Do-
main 5) More importantly, trainees will increase collaboration and 
look to other disciplines to help develop solutions because of the 
emphasis on the competency of “acknowledging one’s limitations 
in skills, knowledge, and abilities.”21

While these and the rest of the 39 competencies are very im-
portant for improving trainee preparedness, this project has shown 
that we have a long way to go within competency-based global 
health curricular redesign. If evaluation protocols are not put into 
place and further investment from developing country institutions 
is not considered, these competencies will exist merely on paper 
and perhaps be partially implemented by some global health pro-
grams, but there will not be the broad adoption of the proposed 
competencies by programs worldwide, nor the assurance that train-
ees are acquiring the skills, knowledge and attitudes proposed, to 
come closer to reaching the goals of global health. 

Future Directions
There is a need to implement the proposed core global health 

competencies. More importantly, there is a need for improved 
methods of assessment of these competencies. Throughout the de-
velopment of these competencies sets, the Subcommittee benefited 
from various professionals providing input. However, for global 
health to truly become collaborative there is a need for more in-
put. This input should come from institutions and global health 
programs in the Global South. Not actively involving developing 
countries, where many of the effects of global health programs are 
felt, is negatively impacting the global health education conver-
sations on competency set development. As Ouma and Dimaras 
explain, much of the current global health education efforts fo-
cus on the improvement of student gain from experiential learning 
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Subcommittee chose the global health definition proposed by Dr. 
Jeffrey Koplan, Vice President for Global Health at Emory Univer-
sity and former Director of the CDC. According to Koplan et al., 
global health refers to: 

[A]n area for study, research, and practice that 
places a priority on improving health and achieving 
equity in health for all people worldwide. Global 
health emphasizes transnational health issues, deter-
minants, and solutions; involves many disciplines 
within and beyond the health sciences and promotes 
interdisciplinary collaboration; and is a synthesis of 
population-based prevention with individual-level 
clinical care.8

Koplan et al. emphasize the importance of improved public 
health and increased access to individualized medical care as broad, 
collective goals of global health programs worldwide and again 
highlight the importance of collaboration. While many broad defi-
nitions of global health exist, the few that emphasize a cross-disci-
plinary, collaborative approach to health offer the most success for 
achieving the overarching goal of improved health globally. These 
definitions encourage both teachers and trainees, the Global North 
and the Global South, to work together for improved global health 
education and, in turn, improved health worldwide. 

Competency-Based Education
To work together effectively to improve health globally, train-

ees first need to achieve competency within this growing field. 
Competency is defined as “the ability to do something well,”1and 
thus, competency-based education focuses on the instruction nec-
essary to acquire select abilities. Competency-based education is 
the teaching and assessment of knowledge, attitudes and skills 
trainees need to succeed within 
their fields.7,8 The Association 
of Schools and Programs of 
Public Health (ASPPH) has 
pioneered the majority of the 
work thus far in competency-
based education. As ASPPH 
highlights, the competency-
based model differs from pre-
vious training programs in its 
outcome-based orientation as 
opposed to an emphasis on 
training hours and content.1 
Competencies are the foundation upon which all curricula and 
training programs should be built. They give trainees obtainable 
stepwise goals to strive for and provide long-term career-develop-
ment benefits worldwide. For instance, a recent study from Chang 
Gung University of Science and Technology in Taiwan demonstrat-
ed that nursing students who completed competency-based train-
ing during nursing school not only performed better academically 
on written standardized exams and structured clinical exams, but 
also had higher rates of employment following completion of their 
training programs compared to students who completed the former 
standard curriculum.1

Bok et al. recently surveyed 1,137 veterinarians across ten 
countries regarding the importance of competency-based veterinar-
ian training. The majority of the veterinarians surveyed agreed that 
competency training is very important: the specific competencies 
associated with “veterinary expertise” in the survey scored a com-
bined 8.33 on the 9-point Likert scale. The idea that competency-
based education is effective for training programs is not a novel 
one within medicine, as competency-based education has been the 
foundation of graduate medical education curriculum redesign for 
over a decade. The Accreditation Council for Graduate Medical 
Education (ACGME) began its third phase of the national cur-
riculum redesign in 2011, mandating medical residency programs 
to improve and change their curricula based on the residents’ per-
formance upon reaching the six core competencies physicians need 
to be effective upon graduation.

How Trainees can Improve Current Global Health Programs

The interest in global health careers and training programs 
and the response to said interest is booming. Approximately 65% 
of matriculating U.S. medical students were interested in “Global 
Health education or service” in 2011.9 Academic institutions and 
professional societies continue to develop stand-alone global health 
degree programs and incorporate global health topics into profes-
sional school curricula. 

There are various reasons why students are interested in global 
health careers. Some indicate that they would like to participate in 
cross-cultural experiences and learn how to care for diverse popu-
lations prior to entering their professional practice. Many train-
ees find value in the field experiences provided by global health 
programs and draw motivation from seeing health disparities in 
person. Field experiences motivated many to hypothesize solutions 
for how to improve health equity. Yet, trainees interested in careers 
in global health have shared training concerns with me. Reading 
global health-related books, writing research papers and taking the 
current global health courses are not enough. Many of us have re-
alized that it is very easy to make mistakes during field projects 
and are concerned that we will continue to make such mistakes 
in our full-time global health careers without the proper skill sets. 
This can lead to an ongoing fear that we may do more harm than 
good in the pursuit of a global health career. Many students at 
Geisel SOM and within CUGH are continuing to look for more 
skill-based training opportunities within global health programs 
for these reasons.

Recently, the CUGH Competency Subcommittee members 
did a web search for global health training programs syllabi and 
existing global health competencies and found that no two global 
health degrees, concentrations, certificates etc. appear to require 
the same competencies to be achieved. This presents a problem 

when trainees explore careers 
within global health. How 
can a group of individuals 
with vastly different compe-
tency sets be expected to begin 
working towards the collective 
global health goals and all be 
successful in their approach? 
As Holmes, Zayas and Koyf-
man from University of Buf-
falo SOM explain via their 
medical student pre and post 
global health experience sur-

veys, there is a need for trainee, self-identified learning objectives 
to drive improvement of global health field experiences. 

My fellow trainees at Geisel SOM at Dartmouth and I hope 
for competency-based training that is consistent across training in-
stitutions and oriented towards real world applications. For future 
improvement, if the training programs are built on foundations of 
attainable competencies, they can offer discipline-specific goals for 
trainees. For example, for the medical resident: be able to assess 
and manage the obstetrical emergencies of eclampsia, post-partum 
hemorrhage, perinatal infection and endometritis in a resource-
limited setting. For the law student or health policy graduate stu-
dent: be able to advocate for implementation of policies that pro-
tect the Universal Declaration of Human Rights; be able to defend 
populations’ right to affordable and safe health care via individual 
patient defense cases and population-based healthcare resource dis-
tribution policies. For the engineer: be able to develop water puri-
fication systems or composting latrines using limited resources and 
then reverse engineer this energy-efficient method for implementa-
tion in a resource-wasteful culture. 

While competencies are generally useful for helping trainees 
understand what is required of them, some faculty in academia 
have noted that competency-based education does not equate to 
standardized education. Whitehead, Austin and Hodges, faculty 
in the Department of Family and Community Medicine in To-
ronto, argue that “No matter how elegant, no matter how useful, 
no matter how widely-adopted, any competency framework will 
be infused with assumptions and embedded in power relations.”18 
These “power relations” can affect the dialogue around current pro-
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improve health globally, trainees 
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within this growing field.
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fessional competency development as they did for the Canadian 
competency framework, developed as the authors argue to “pro-
tect [the] professional turf ” of attending physicians. However, as a 
trainee, I feel trainees can initiate change to this system of compe-
tency framework implementation for “economic and socio-politi-
cal use.” Such power relations often exist within academic institu-
tions and within global health program collaborations between the 
Global North and Global South with professors, program direc-
tors and teachers from the Global North setting the agenda. These 
power relations can be dissolved and competency frameworks can 
set training standards when trainees are invited to sit in the forums 
where the competency frameworks are being developed. Trainee 
input promotes implementation of competencies that are relevant 
and attainable, preventing the potential problems that arise when 
academic administrations, far removed from the classroom, are left 
to develop core curricula.   

Proposed Cross-Disciplinary Core Competencies
Many disciplines besides medicine are involved in global 

health work including engineering, anthropology, nursing, psy-
chology and pharmacy. Thus, to improve global health competen-
cy, we must adopt cross-disciplinary competencies acceptable to 
both trainees and instructors from a range of professions. 

In response to this need for cross-disciplinary, competency-
based learning within global health curricula, the CUGH Educa-
tion Committee appointed a Global Health Competency Subcom-
mittee. Our cross-disciplinary Subcommittee members were to 
“[determine] if there exists a need for broad global health core com-
petencies applicable across disciplines, and if so, what those com-
petencies should be.” Based on this directive, our Subcommittee 
set out to develop core competencies applicable across disciplines. 
The final list of competency sets, stratified for multiple trainee level 
needs, will be available in 2015 in The Global Health Competency 
Subcommittee’s manuscript Identifying Interprofessional Global 

Health Competencies for 21st Century Health Professionals.
As the trainee voice on the CUGH Educational Commit-

tee and Global Health Education Competencies Subcommittee, 
I worked alongside members from diverse disciplines to develop 
the proposed core competencies. We did an extensive review of 
the literature and searched professional societies and webpages to 
see what global health-related competencies already existed. We 
compiled and distilled an initial list of 82 competencies across 12 
domains.

We then defined four levels of global health training: Global 
Citizen Level; Exploratory Level; Basic Operational Level, sub-
divided into Practitioner-Oriented and Program-Oriented; and 
Advanced Level. Global Citizen Level includes all trainees pursu-
ing post-secondary education. Exploratory Level includes trainees 
interested in either in-person field exploration or classroom-based 
exploration of how culture, socioeconomic stratification, resource 
availability and historical factors impact health globally. The Basic 
Operational Level is competency required of trainees wishing to 
spend a moderate amount of time, but not necessarily a career, 
in global health. The Practitioner-Oriented subset requires com-
petence in applying discipline-specific skills to offer solutions for 
global health problems. The Program-Oriented subset requires 
competency in the ability to coordinate, plan, implement and 
evaluate global health programs. The Advanced Level is aimed at 
students whose involvement in global health will be significant and 
sustained, and thus will benefit from more discipline-specific com-
petencies than the Subcommittee’s cross-disciplinary ones. 

After further distillation of the competencies, the final list in-
cluded 13 competencies across eight domains assigned to the Glob-
al Citizen Level and 39 competencies across 11 domains assigned 
to the Basic Operational Program-Oriented Level. These compe-
tency sets will be important for building strong cross-disciplinary 
global health education programs necessary to improve trainee pre-
paredness. For instance, the competencies will help prepare all dis-
ciplines contributing to global health solutions by making sure all 
trainees know how to contribute to Capacity Strengthening (Do-
main 4). The competencies will ensure trainees from all disciplines 
are instructed to “look for methods to assure program sustainabil-
ity.” If implemented, the competency sets will require trainees to 
be evaluated on their ability to “demonstrate diplomacy and build 
trust with community partners,” which falls under the overarching 
category of Collaboration, Partnering, and Communication (Do-
main 5) More importantly, trainees will increase collaboration and 
look to other disciplines to help develop solutions because of the 
emphasis on the competency of “acknowledging one’s limitations 
in skills, knowledge, and abilities.”21

While these and the rest of the 39 competencies are very im-
portant for improving trainee preparedness, this project has shown 
that we have a long way to go within competency-based global 
health curricular redesign. If evaluation protocols are not put into 
place and further investment from developing country institutions 
is not considered, these competencies will exist merely on paper 
and perhaps be partially implemented by some global health pro-
grams, but there will not be the broad adoption of the proposed 
competencies by programs worldwide, nor the assurance that train-
ees are acquiring the skills, knowledge and attitudes proposed, to 
come closer to reaching the goals of global health. 

Future Directions
There is a need to implement the proposed core global health 

competencies. More importantly, there is a need for improved 
methods of assessment of these competencies. Throughout the de-
velopment of these competencies sets, the Subcommittee benefited 
from various professionals providing input. However, for global 
health to truly become collaborative there is a need for more in-
put. This input should come from institutions and global health 
programs in the Global South. Not actively involving developing 
countries, where many of the effects of global health programs are 
felt, is negatively impacting the global health education conver-
sations on competency set development. As Ouma and Dimaras 
explain, much of the current global health education efforts fo-
cus on the improvement of student gain from experiential learning 
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with little focus on the benefit of the host 
partner institution and its students. This is 
highlighted by the Global North perspec-
tive article by Holmes, Zayas and Koyfman, 
which encourages the implementation of 
learning objectives by faculty and medical 
students to improve the students’ “learning 

experiences in global health elective[s],” but 
does not mention how to improve the ex-
perience of the partner institutions or com-
munities.

 If global health training programs were 
more similar to medicine, nursing, engi-
neering or business, where there is a stan-
dardized exam at the end of the training, 
there would be more accountability for the 
instruction trainees receive. Training pro-
grams would also be strengthened if institu-
tions in both the Global North and Global 
South were invited to write the exam ques-
tions and set up the global health hypothet-
ical simulations for the standardized exams. 
If instructors from both the Global South 
and the Global North had to assess the 
results of these exams and simulations for 
the global health degree-conferring process, 
global health training would change drasti-
cally for the better. Global health training 
would finally become a true collaboration 
between instructors and trainees and the 
Global North and South to produce a gen-
eration of competent professionals ready to 
address the health needs around the world. 
It would no longer consist of unilateral 
training programs created by administra-
tors at institutions within the Global North 
directed at training students to work in the 
Global South.

While the implementation of compe-
tency-based global health education would 
require many hours worth of meetings on 
curricular and program reform, the poten-
tial hiring of new faculty at academic global 
health programs to shift from lecture-based 
to smaller group skill-based learning and a 
need for current global health programs to 
pause field projects, the benefits outweigh 
the risks. In the 2013 fiscal year, the United 
States government alone spent $8.4 billion 
on global health programs and The Bill 
and Melinda Gates Foundation spent over 
$890 million on their global health pro-
gram. This does not include the countless 
dollars spent collectively by other NGOs 

and academic institutions on global health 
field projects and collaborations. While 
this would require a large investment from 
many academic faculty and administrators 
and non-academic global health NGO pro-
grams worldwide, continuing to invest con-
siderable dollars in global health programs 
each year without the assurance that we are 
training future global health investors ef-
fectively is not sustainable. This collabora-
tive global health education reform would 
require the same international team leader-
ship model for rollout as the Gates Foun-
dation committees or PEPFAR or CUGH,  
and thus is doable if many global health 
players are willing to take up the cause. 

With increased student interest in 
global health and a push towards interpro-
fessional collaborations, the need for spe-
cific cross-disciplinary core competencies 
to guide global health training is evident. 
Trainees need to encourage the implemen-
tation of competency-based global health 
education throughout our various disci-
plines. Since the effectiveness of global 
health programs and interventions relies 
on the preparedness of many health and 
non-health professionals, identification 
and implementation of a cross-disciplinary 
framework is essential. Cross-disciplinary 
sets of competencies should be developed 
with input from both the Global North and 
Global South. This new global health edu-
cational framework can give trainees con-
crete goals to achieve and a sense of equal-
preparedness worldwide before we start our 
careers in global health
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Introduction
The rehabilitation program at the Kachere Rehabilitation Cen-

tre (Kachere) is the only one of its kind in Malawi, a southeastern 
African country of 16 million people. Kachere, a 40-bed public 
hospital, mainly admits adults needing intense rehabilitation ser-
vices for neurological disorders. Prevailing patient diagnoses in-
clude stroke (due mostly to uncontrolled hypertension) and spinal 
cord insults (due to trauma, infection and tumors). Kachere’s ser-
vices are comprised primarily of physiotherapy, but also include 
occupational therapy, medical treatment and nursing care.

The focus of Kachere’s physiotherapists and rehabilitation 
technicians is restoring bodily movements and functions -after dis-
ease or injury.7  Based on patient diagnosis, functional recovery is 
variable. Treatment sessions  helping patients to relearn old skills 
and learn new ones are intense and lengthy. This is similar to reha-
bilitation programs in well-resourced countries. In Malawi, family 
members (known as guardians), take up residence at the bedside at 
Kachere and actively participate in their loved ones’ care.8  Guard-
ians provide ongoing emotional support and physical assistance 

when needed during physiotherapy.
Following discharge from Kachere, patients return to their 

prior home environments with variable, (frequently limited,) sets 
of abilities. At times, they suffer from physical limitations that 
interfere with participation in the workplace, the home and the 
community. Hilly and uneven terrain, narrow passageways within 
ofand outside their homes and outdoor sources of water and toilets 
become major challenges for patients needing wheelchairs, canes, 
crutches, or walkers. Public transportation is difficult to use be-
cause of distance and inconsistent availability. The challenges faced 
by these patients are aggravated when they also suffer from addi-
tional cognitive and/or emotional difficulties.  Depression is rela-
tively common in individuals who have undergone a significant 
change in neurological status.  Studies show that an estimated 33% 
of individuals post stroke experience depression.9

Rehabilitation providers give suggestions to patients for meet-
ing home and community needs during various therapy sessions 
that focus on mitigating physical impairments.6  Specifically, they 
promote daily self-care as well as household and mobility activities, 

Field Notes

This study investigated the community reintegration status of patients with neurological disorders dis-
charged from the Kachere Rehabilitation Centre (Kachere) in Malawi. The purpose of this study was to de-
termine patient-perceived disability based on specific tasks in the activity and participation dimensions of 
the International Classification of Function (ICF). The limited studies that focused on patients in countries 
with few resources have indicated that a number of problems interfered with their return to prior functional 
status, particularly problems of reintegrating into their home and community environments.1, 2, 3, 4, 5  With a 
mixed-method design, the researchers conducted interviews with patients poststroke (CVA) and various other 
neurological disorders (N-CVA). They quantified patient self-reports of disability using the World Health 
Organization’s Disability Assessment Schedule 2.0 (DAS). A researcher-designed Home Observation Data 
Form (HOD) provided descriptive environmental information. Analysis of DAS data supported the research 
hypothesis that patients perceived moderate to severe levels of disability. These findings did not correlate 
with diagnosis or gender. Environmental barriers such as narrow passageways within, surrounding, and lead-
ing to the homes; rough and hilly terrain; water sources outside the home; lack of cars; and long distances 
to markets and places of worship appeared to play a significant role in limiting home and community par-
ticipation activities. This study’s results documented patient status, verified literature for similar patients in 
countries with few resources, provided programming considerations for Kachere staff with future patients 
and supported potential use of the DAS for similar research. Potential implications reach beyond immediate 
patient needs based on the WHO World Report on Disability.6
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