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ABSTRACT
The American College of Academic International Medicine (ACAIM) represents a group of 
clinicians who seek to promote clinical, educational, and scientific collaboration in the area 
of Academic International Medicine (AIM) to address health care disparities and improve 
patient care and outcomes globally. Significant health care delivery and quality gaps persist 
between high‑income countries  (HICs) and low‑and‑middle‑income countries  (LMICs). 
International Medical Programs  (IMPs) are an important mechanism for addressing 
these inequalities. IMPs are international partnerships that primarily use education and 
training‑based interventions to build sustainable clinical capacity. Within this overall 
context, a comprehensive framework for IMPs (CFIMPs) is needed to assist HICs and LMICs 
navigate the development of IMPs. The aim of this consensus statement is to highlight best 
practices and engage the global community in ACAIM’s mission. Through this work, we 
highlight key aspects of IMPs including: (1) the structure; (2) core principles for successful 
and ethical development; (3) information technology; (4) medical education and training; (5) 
research and scientific investigation; and (6) program durability. The ultimate goal of current 
initiatives is to create a foundation upon which ACAIM and other organizations can begin to 
formalize a truly global network of clinical education/training and care delivery sites, with 
long‑term sustainability as the primary pillar of  international inter-institutional collaborations.

Key Words: Academic International Medicine, comprehensive framework for international 
medical programs, International Medical Programs, The American College of Academic 
International Medicine

FOREWORD

The American College of Academic International Medicine 
represents clinicians from every specialty and from every 
discipline of the health sciences. Our membership includes 
practitioners from around the world. The following consensus 
statement is intended to represent the physician voice to and 
from every field of medicine.

Access this article online
Website: www.ijciis.org
DOI: 10.4103/IJCIIS.IJCIIS_65_17
Quick Response Code:

Cite this article as: Garg M, Peck GL, Arquilla B, Miller AC, 
Soghoian SE, Anderson III HL, et al., On behalf of the ACAIM Consensus 
Group on International Medical Programs. A comprehensive framework 
for international medical programs: A 2017 consensus statement from 
the American College of Academic International Medicine. Int J Crit Illn 
Inj Sci 2017;7:188-200.

This is an open access article distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows others to remix, 
tweak, and build upon the work non‑commercially, as long as the author is credited 
and the new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com



Garg, et al.: A comprehensive framework for international medical programs

International Journal of Critical Illness and Injury Science | Volume 7 | Issue 4 | October-December 2017 189

growing demand for the attainment of enhanced quality 
of patient care, including standardized practices, clinical 
protocols, and technological implementations. There is 
a growing need to invest in access and outcome‑based 
policies to enhance local health care infrastructure, 
workforce, and capacity in resource‑limited settings.[5] 

It is difficult to improve health systems without first 
ensuring that basic infrastructure and resources are 
present. Paul Farmer has referred to these needs as the 
“four S’s” of “staff, stuff, space, and systems.”[6‑8] IMPs 
are instrumental in supplying knowledge, technology, 
and effective care to people living in regions with limited 
health care resources and/or care delivery platforms. 
Moreover, IMPs provide personnel and logistics to 
support sustainable efforts in partner communities 
while facilitating the translation of current concepts and 
medical advances into improved clinical outcomes. For 
clarity, IMPs are not “global health” (GH) programs 
where public health experts focus on the performance 
of research in LMICs. In this context, the objective of 
IMPs is to work in tandem with GH researchers to 
ensure the optimization of structure and function of 
clinical enterprises, supporting the provision of high-
quality, timely and affordable care. At the same time, 
IMPs should strive to ensure safe and well-structured 
environments for medical education and training.[9,10] 
These core concepts serve as the rationale to advance 
IMP bidirectional exchange, where participants of low-
resource countries are able to engage in education and 
training opportunities in high-resource settings.

THE STRUCTURE OF INTERNATIONAL 
MEDICAL PROGRAMS

There are four main personnel roles in IMPs: program 
directors, program managers, team leaders, and 
health specialists.[11] Program directors oversee all 
IMP operations, champion collaborative vision, and 
set administrative, educational/training, and research 
goals. Program managers are responsible for day‑to‑day 
operations, regulatory and compliance documentation, 
and facilitate the interaction between trainees and the 
clinical/academic environment. Team leaders directly 
supervise trainees during patient care. Health specialists 
serve as short‑ or long‑term advisors, program officers, or 
consultants. Together these roles provide complimentary 
personnel for successful IMPs structuring [Figure 2].

Core competencies fall into five general categories: 
(1) basic and public health skills, (2) management skills, 
(3) communication skills, (4) cross‑cultural skills, and 
(5) analytical and research skills Figures 2 and 3.[11,12] 

Basic and public health skills are subdivided into public 
health, disease control, and prevention competencies.[13] 

  INTRODUCTION

Significant disparities in health care delivery 
persist between high‑income countries (HICs) and 
low‑and‑middle‑income countries (LMICs). International 
Medical Programs (IMPs) are an important mechanism of 
American medical outreach to address these inequalities. 
IMPs are international partnerships that use primarily 
education and training‑based interventions, broadly 
defined in this consensus as Academic International 
Medicine (AIM), to build local clinical capacity in 
low-resource settings [Figure 1]. Professional and 
ethical frameworks for research‑based international 
medical partnerships and participation in short‑term 
international training experiences exist;[1‑3] however, 
few guidelines are available to support the design, 
development, and wider adoption of IMPs. In practice, 
IMPs face a variety of challenges including, but not 
limited to, lack of sustainability; inconsistent funding 
and resources; poorly defined structure; and non-specific 
long‑term goals and/or deliverables. When several HICs 
collaborate, poor interinstitutional coordination can 
result in confusion, misallocation, and maldistribution 
of limited resources.[4] 

This consensus statement outlines key issues and core 
principles, identified during the 2017 AIM Congress by the 
leadership of American College of Academic International 
Medicine (ACAIM). Here we introduce the Comprehensive 
Framework for International Medical Programs (CFIMPs) 
with the goal to promote and improve access to quality 
medical care globally. The CFIMPs [Table 1] highlights key 
aspects of IMPs including: (1) structure; (2) core principles 
for ethical development; (3) information technology; (4) 
medical education and training; (5) research and scientific 
investigation; and (6) program durability.

RATIONALE FOR INTERNATIONAL MEDICAL 
PROGRAMS

Institutions across the United States (US) have worked 
diligently to advance medicine worldwide through the 
prism of bidirectional development. In LMICs, there is 

Academic International
Medicine 

International clinical 
education and training-

based interventions that 
place a priority on 

improving health care 
disparities and achieving 

health equity for all people 
worldwide

International Medical
Programs 

International partnerships 
that use primarily 

education and training-
based interventions to build 
local clinical capacity in low 

resource settings

Figure  1: Definitions of Academic International Medicine and International 
Medical Programs
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Intuitively, appropriate technical expertise and sound 
understanding of the epidemiology and pathology of 
diseases can help achieve project outcomes.

Management skills are subdivided into financial, 
human resource, administration, and contact‑related 
competencies. IMP personnel must be adept at 
policy formulation, planning and development, and 
multidisciplinary team building as these are critical 
management skills.[11]

Communication skills are subdivided into negotiations, 
mentoring, conflict resolution, and advocacy competencies. 
Other important communication skills include English 
language fluency, sufficient proficiency in pertinent 
site-specific languages, as well as technical/specialist 
consultation or advisory skills.[11,14]

Cross‑cultural skills are essential to IMP work and 
include the ability to communicate effectively with 
people from different socioeconomic, ethnic, and cultural 
backgrounds.[15,16] In LMICs, clinicians must be able to work 
independently in complex social and cultural settings with 
extremely limited resources and high poverty levels. IMP 
personnel should be able to adapt to diverse educational 
and cultural backgrounds, and interface effectively with 
both public and private sectors while exhibiting culturally 
sensitive professional standards of conduct.

Finally, IMP personnel should possess fundamental 
analytical and research skills (including research 
ethics) in accordance with international standards 
and guidelines.[11] They need to develop necessary 
institutional and legal frameworks and identify key 
infrastructure needs and required resources. For 
each of the above competencies, IMPs should aim to 
achieve mastery of cultural competence and integration 
[Figure 3].[12] The ethnocentrism‑ethnorelativism 
continuum of intercultural sensitivity as it pertains to 
the current discussion is presented in Figure 4.[17] 

CORE PRINCIPLES FOR SUCCESSFUL 
DEVELOPMENT OF INTERNATIONAL 

MEDICAL PROGRAMS

AIM serves an important role in both HIC and LMIC 
health systems.[18] An effective AIM approach is to develop 
or work within partnerships built on shared goals and 
objectives as the platform for international exchange. 
Considerable time and effort is required to build the level 
of trust; mutual understanding and experience needed 
to achieve transparent and productive relationships; and 
the understanding of needs, aims, and mechanisms.[19] 
Reciprocal benefits and liabilities should be thoughtfully 
examined and clearly communicated. This investment of 
faculty time and effort should be quantified using organized 
metrics to ensure successful development of IMPs. Although 
partnerships involved in each IMP will be unique in their 
aims and applications, some general themes apply. The 
following are several commonly encountered perspectives 
presented as a platform for discussion as part of the CFIMPs.

PROMOTING SUSTAINABILITY: AVOIDING 
THE “VOLUNTOURISM” TRAP

IMPs must be thoughtfully designed and implemented 

Table 1: Outline of the American College of Academic 
International Medicine Comprehensive Framework for 
International Medical Programs (CFIMPs)
Structure of IMPs

Define personnel roles
Develop specific competencies
Develop necessary institutional and legal frameworks
Identify key infrastructure needs and required resources

Core principles for successful IMP development
Assurance of reciprocity within partnerships
Established organizational metrics for international faculty efforts
Promoting and ensuring sustainability
Ensuring stakeholder input and reconciliation of goals/priorities
HIC perspective
LMIC perspective
Existing IMP models with measurable outcomes
Investments in capacity to sustain improvements in care
Creating supply chains to support medical and educational capacity
Adherence to established regulatory frameworks and requirements
Learning from United States Military humanitarian assistance 
operations

IT support for the development, evaluation, and benchmarking of IMPs
Addressing basic infrastructure, connectivity, hardware, and

software challenges
Emphasis on data security, privacy, and patient clinical information

protection
Strategies for initiating, operationalizing, maintaining, and securing

an EMR in low-resource settings
Selecting fiscally responsible and adaptable IT platforms

Medical education and training
General considerations common to HIC and LMIC-based IMP curricula
Value of IMPs and AIM to trainees
University hospitals and academic health centers as IMP sponsors

and incubators of AIM faculty champions
Establishing a system of competencies and milestone-based

academic systems
Framework for bidirectional faculty and trainee assessment
International standardization and accreditation systems: 360-degree

perspective
Research and scientific investigation

Using established research guidelines, frameworks, infrastructure,
and networks to create synergies

Collaborating with scientific and civil society organizations with
track records of successful implementation and completion of 
international research projects
Bidirectional participation to enhance research quality

Keys to IMP durability
Ensuring the collaboration and expansion of bidirectional efforts

within IMPs
Regularly conducted peer-review of IMP performance, including the

analysis of SWOTs
Ensuring communication, engagement, cultural acceptability, and

regulatory oversight
Diversification of funding mechanisms to optimize long‑term

sustainability

IMPs: International Medical Programs, HIC: High‑income country, LMICs: 
Low-and-middle-income countries, IT: Information technology, AIM: Academic 
International Medicine, SWOTs: Strengths, weaknesses, opportunities, and 
threats, EMR: Electronic medical record



Garg, et al.: A comprehensive framework for international medical programs

International Journal of Critical Illness and Injury Science | Volume 7 | Issue 4 | October-December 2017 191

to achieve measurable institutional and societal 
benefit. The term “voluntourism” has been used to 
describe the practice, whereby travelers from HICs 
participate in voluntary work within LMICs.[20,21] 
While this form of medical outreach is genuinely 
motivated by a desire to help others, it may easily be 
perceived as a self-serving "vacation", unregulated 
skills acquisition, or pseudo-academic activity to 
enhance one's professional resume. The lack of proper 
organizational framework or supervision also puts into 
question the integrity of such unstructured medical 
trips. Short‑term “volunteer vacations,” “drive‑by 

humanitarianism,” and “parachute medicine” rarely 
have sustainable impact on the host environment and 
raise ethical and moral concerns about international 
medical outreach in general.[10,20,22‑25]

Promoting sustainability involves short-, intermediate-, and 
long‑term commitments (e.g., dedication to consistent 
presence), bidirectional exchange of personnel and 
trainees with reciprocal agreements  (i.e., starting 
student/resident electives with memoranda of 
understanding, consideration of international faculty 
appointments, etc.), operational/logistical support, and 
the development of IMP champions on both sides. Joint 
needs analysis, with dissemination and implementation 
of corresponding plans, are both critical to successful IMP 
outcomes. The benchmarking process should include 
periodic assessments of goals, highlighting achievements 
and addressing failures, anticipating emerging target areas 
of focus, and securing financial and personnel support.[26,27]

HIGH‑INCOME COUNTRY PERSPECTIVE

From an organizational perspective, participation 
in IMPs supports HIC institutional excellence by 
enhancing national and international impact. IMP 
participation also serves to attract high‑quality trainees 
and faculty. It has been suggested that future physicians 
cannot serve impoverished communities effectively 
without first understanding the structural forces that 
contribute to societal inequalities.[6] International 
rotations have grown exponentially over the last decade, 
and well‑structured programs influence trainee choices 
in undergraduate and graduate medical education 
and fellowship.[9] International electives provide rich 
learning opportunities to demonstrate professionalism, 
practice‑based learning, and system‑based practice (SBP), 
competencies challenging to teach in a homogeneous 
learning environment.[28] Despite evidence that 
international clinical electives can be educationally 
and professionally beneficial to both high-resource and 
low-resource country trainees, participation remains 
challenging for American residents.[29] Only 59% of 

Figure 3: The continuum of cultural competence. International Medical Programs 
should strive to embrace bi‑directional mastery within each domain [12]

Figure 4: The continuum of intercultural sensitivity. International Medical Programs 
should embrace bidirectional ethnorelativism [17]

Personnel Competencies

Program 
Directors

Program 
Managers

Team Leaders Health 
Specialists

Basic & Public 
Health Management

Cross-Cultural Analytical & 
Research

CommunicationTrainees

Figure 2: International Medical Program structure organized by personnel needs and competencies. Trainees are integral to the model as they supply an expanded 
work force that can advance to a personnel role. Trainees also shape and are educated via the competencies. Partnerships should designate and create site‑specific 
structure for sustainability and academic validity [11]
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residency programs offer international clinical rotations 
to residents, and as few as 10% of residents participate 
when such opportunities are available.[30] Students 
participating in IMPs develop improved cultural 
sensitivity, clinical and communication skills, resource 
utilization, and are more likely to work in underserved 
areas upon training completion.[31,32] Faculty serving in 
LMICs are better prepared to model and teach important 
skills not otherwise obtainable at home. The institutional 
benefit of LMIC work includes more patient‑centered 
clinical care, improved community relations, and 
potential for “reverse innovation” to improve health‑care 
quality through exposure to new ideas and processes that 
are effective in other systems.[18,33,34]

Although AIM training is not regulated by the Accreditation 
Council for Graduate Medical Education (ACGME) 
certification requirement, the ACGME competency‑based 
assessment requirements may provide an important 
framework for IMP-based education.[35] AIM training 
programs should incorporate common goals for clinical 
care oversight and faculty development.[36,37] Published 
clinical practice models may provide a template for 
collaboration in this domain.[38,39]

LOW‑AND‑MIDDLE‑INCOME COUNTRY 
PERSPECTIVE

IMPs are founded on mutual, bidirectional benefit. 
This may include any combination of personnel, 
physical resources, electronic reference access, didactic 
opportunities, research collaboration, educational 
exchanges, or formal mentorship.[40,41] Care must be 
taken to ensure that HIC learners do not impede LMIC 
learner education by diverting resources, cases, or 
procedures. Conversely, LMIC learners should benefit 
from short‑term rotations in HICs, encouraging the 
exchange and import of skills, ideas, and perspectives 
needed to become the leaders of advancement or change 
in their home countries. When accepting reciprocal LMIC 
learners, IMPs should encourage policies that discourage 
the “brain‑drain” phenomenon. It is counterproductive 
when LMIC students and medical personnel travel to 
HICs to pursue alternative training and upon completion 
settle in the HICs rather than returning home with their 
valuable knowledge and skill set.[42]

Retention programs with financial and sociopolitical 
incentives are key to promoting the development of 
local expertise.[40,43] Programs that expand local capacity 
should be supported by all stakeholders, including 
governments. An example is the human resources in 
health program run by the Rwandan Ministry of Health 
and supported by the Clinton Health Access Initiative. 
Highlights include long‑term (i.e., 1‑year) HIC faculty 
commitment to help develop Rwandan faculty and a 

gradual phasing out of HIC faculty as Rwandan trainees 
gradually move into full-time faculty positions to 
ensure program sustainability.[44,45] Similarly, the Afya 
Bora (Swahili for “Better Health”) Consortium, formed 
in response to the need for qualified health care leaders, 
consists of five Africa‑US partnerships in Botswana, 
Kenya, Uganda, Tanzania, and Cameroon.[46] The 
consortium works to develop a powerful collaboration 
by merging and consolidating education, training, and 
research experiences and resources. A focused mission 
prepares future global leaders for careers in health care 
settings to leverage governmental and nongovernmental 
organizations (NGOs) to transform health care delivery 
systems to better serve the citizens of LMICs.[46]

INVESTMENTS IN CAPACITY TO SUSTAIN 
IMPROVEMENTS IN CARE

Education is most effective as a tool for change if it 
addresses not only “what” to do differently but also 
“how” and “why” to do it. IMPs should consider the 
totality of structural, socioeconomic, and institutional 
resources, along with the barriers that impact clinical 
change processes when designing and implementing 
interventions. Achieving sustainable improvements 
in clinical care require that programs also address 
specific intervention and initiative implementation 
within the existing LMIC service structure and systems. 
Workforce, quality assurance, and research capacity 
must be addressed in addition to clinical skills training. 
Importantly, material resources to sustain or measure 
the impact of desired changes strengthen the ability of 
partners in LMICs to translate education and training into 
improved downstream processes and health outcomes.

CREATING SUPPLY CHAINS TO SUPPORT 
MEDICAL AND EDUCATIONAL CAPACITY

Needs assessments performed before IMP initiation 
ensure that plans and supply chains are appropriate 
and sustainable. Ideally, IMPs can leverage available 
equipment and maintenance contracts from existing 
local organizations. Basic supplies may be locally 
available, but it is critical to ensure that ample resources 
to sustain improvements are in place to support patient 
care and subsequent education and training initiatives. 
When selecting locations, the understanding of the low-
resource site equipment and infrastructure landscape 
is advantageous. Donated supplies that fit the needs 
assessments and are compatible with locally available 
components are crucially important. ACAIM does not 
advocate the use of expired supplies, and any reuse 
of supplies must be made on a case‑by‑case basis as 
determined by the inter‑institutional collaborative 
agreement. Moreover, all stakeholders need to agree on 
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supply quality standards to maximize care safety and 
efficacy. For most IMPs, logistical issues are common and 
usually addressable within the context of local cultural, 
local social, and economic considerations. However, 
advanced planning and care ensures that local custom 
requirements and pathways are well understood before 
shipping so that recipients are able to receive and use 
donated items without undue expense.

ADHERENCE TO ESTABLISHED REGULATORY 
FRAMEWORKS AND REQUIREMENTS

The most pernicious variety of “voluntourism” exists when 
private placement organizations promote and elevate 
HIC volunteers in expert roles while discounting LMIC 
health workers with relevant training, superior skills, 
and contextual knowledge.[47] Even highly experienced 
clinicians need to develop cultural and SBP competencies 
to practice safely and effectively in new environments. 
It is critical that medical students, residents, and other 
unlicensed participants do not engage in unsupervised 
medical activities and/or perform procedures that they 
are not permitted to perform in their home countries.[24] 
Within this broader context, IMPs may help ensure that 
adequately licensed, prepared, and motivated participants 
adhere to regulatory frameworks (local and international), 
medicolegal implications, and clinical practice standards 
relevant to their proposed activities. Particularly, when 
trainees from HICs are (or may become) involved 
in direct patient care decisions in LMICs, the HIC 
institution has a duty to provide adequate predeparture 
training, supervision, and oversight. Rules and 
regulations (including credentialing) are predetermined 
and agreed upon by all participants to prevent health care 
outside professional scope and training. This requires that 
HIC institutions recognize and support the involvement 
of dedicated faculty in the process.

Minimum accreditation standards are urgently needed 
to help facilitate safe and effective IMP development. 
Professional hospital and training program accreditation 
organizations such as the Joint Commission International 
are well placed to lead in this domain.[48] ACAIM 
members may make visits to accrediting partners with 
the expressed purpose of cooperation and bidirectional 
information sharing. Among our near‑term goals, a 
dedicated ACAIM taskforce will develop and maintain 
an edited resource guide to assist institutions from HICs 
and LMICs with milestones, regulatory frameworks, and 
requirements.

LEARNING FROM UNITED STATES MILITARY 
HUMANITARIAN ASSISTANCE OPERATIONS

The US military frequently engages in global humanitarian 

aid and consequently can offer significant knowledge 
and experience in this domain. Historically, it was 
noted that the Department of Defense humanitarian 
assistance program achieved improved outcome‑based 
measures of effectiveness by utilizing medical after‑action 
reports, analyses of lessons learned, and expert-based 
feedback on internationally accepted standards in 
humanitarian assistance.[49,50] Coordinated efforts 
were subsequently made to disseminate emergency 
management experiences in the following content 
areas: (1) planning of regional/global collaboration 
with public–private cooperation; (2) international 
humanitarian action; (3) coordination of leadership; 
(4) ethics in disaster management;  (5) resilience 
management; (6) training programs and exercises; (7) 
human resources; (8) communication; and (9) civil‑military 
cooperation.[51] Global medical humanitarian efforts 
generally lag behind the military, and thus, there are 
many clinical and operational experiences that can help 
shape IMP development.

Military personnel undergo specialized preparation that 
is potentially relevant to IMP leadership. One example 
is diplomacy training that exists for military physicians 
who deploy internationally.[52] Core concepts range from 
understanding governance and international cooperation 
to practical challenges in collaborative research and 
capacity building. Finally, academic institutions can 
draw parallels between IMP and military deployments 
among their faculty members, especially in terms of 
approaches to accounting for clinical productivity and 
deployment‑related logistics.

INFORMATION TECHNOLOGY SUPPORT 
FOR THE DEVELOPMENT, EVALUATION, 

AND BENCHMARKING OF INTERNATIONAL 
MEDICAL PROGRAMS

In LMICs, information technology (IT) challenges are 
pervasive. Opportunities for improvement can be found in 
the following areas: (1) basic infrastructure (e.g., electricity 
availability and reliability); (2) connectivity (e.g., data 
sharing, internet access, wireless, and wide area network); 
(3) hardware (e.g., computers, tablets, servers, printers, 
backup technology, peripherals, and interface devices); 
and (4) software (e.g., EMR systems, patient photographs, 
and disease progression picture archival).[53,54] A critical 
emphasis needs to be placed on ensuring data security, 
privacy, and appropriate mechanisms to protect patient 
clinical information.

Strategic IT investments facilitate effective 
communication, which is critical to effective IMP 
operations. For example, implementing technology 
to support web‑based conferencing may have great 
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value.[55‑57] Partnerships for initiating, operationalizing, 
maintaining, and securing an EMR in LMICs may 
seem daunting, but experience and technological 
advances suggest otherwise.[58] Web‑based platforms 
and open‑source software are available and may help 
defray costs associated with initiating and maintaining 
EMR systems in LMICs.[59] With decreasing costs, 
greater performance and reliability, and a smaller 
device footprint‑storage capacity ratio, the reality of 
providing and supporting some type of inexpensive and 
adaptable IT platform is integral to contemporary IMP 
efforts. Important considerations regarding the design 
and implementation of IT and information management 
solutions are presented in Table 2.

MEDICAL EDUCATION AND TRAINING

Trainee IMP participation has increased steadily over 
the past 3 decades. In 1984, 6% of graduating US 
medical students took part in international health 
electives; this number has increased significantly 
since then, with medical students self-reporting GH 
experiences on the Association of American Medical 
Colleges Graduate Questionnaire in the range of 20-
30%.[60] Despite growing interest, most trainees are 
unable to participate in IMPs.[30] This may represent 
a missed opportunity since the value of educational 
involvement in AIM can be substantial for trainees. 
International learning experiences may be empowering 
and the highlight of one's training.[61,62] Moreover, many 
trainees report a heightened sense of social responsibility, 
improved cultural sensitivity, and improved clinical and 
communication skills following IMP participation. Nearly 
95% say it increased the likelihood they would volunteer 
with low-resource populations in the future.[31,32,63,64] 
Despite evidence that international clinical electives 
can be educationally and professionally beneficial to 
both HIC and LMIC trainees, bidirectionality remains 
challenging to secure. Even when logistically feasible, 
elective rotations can be inconsistently structured.[29] It is 
critical that participating trainees experience first hand 
the health‑care needs of the international community in 
an organized and consistent manner.

AIM provides unique knowledge and competencies 
that are currently underrepresented in medical 
education. For example, it expands trainees’ immigrant 
health knowledge, particularly in socioeconomically 
disadvantaged communities.[33] Trainees must be prepared 
for these knowledge and competency needs prior to an 
AIM experience. Ideally, predeparture preparation for 
trainees participating in international electives includes 
both classroom and immersive experiential components.
[36] Among program directors who reported resident 
participation in international rotations (approximately 
73%), only 15.4% reported predeparture training specific 

to working abroad. In addition, only 47% of responders 
knew if liability insurance covered the residents’ work, 
while 31% were not covered and 22% were unaware of 
coverage. Furthermore, only 45% of the international 
rotation sites had been evaluated for safety by a faculty 
member.[36] Targeted predeparture training, dedicated 
faculty supervision, professional liability insurance 
agreements, and site‑specific safety vetting are essential 
parts of the CFIMPs. Multiple solutions to the issues 
described above have been proposed. Aforementioned 
published practice and curriculum models may be of 
benefit,[38,39] and bidirectional faculty development may 
be optimized using universally available web‑based 
resources.[37]

The global society is becoming increasingly 
interconnected. IMPs provide experiential education 
and opportunities for professional development while 
allowing trainees to contribute as global citizens. 
Participants attain valuable knowledge and skills, 
including cultural competence.[65] Structured exposure to 
technology‑limited practice settings sharpens history and 
physical examination skills, encouraging more efficient 
resource utilization. Trainees may also become more 
familiar with unusual or advanced disease processes 
and gain functional plasticity (i.e., operational SBP skills) 
by learning how to navigate very different health care 
systems [Figure 5].

Clinical care, education, and research are the traditional 
pillars of academic medical practice. Through their 
leadership in these domains, teaching hospitals help 
establish and maintain best practices and standards 
of care. IMPs seek to incorporate these state‑of‑the‑art 
processes and practices across their international 
partnerships through the development of AIM faculty 
champions. Such institutional AIM champions must 
effectively integrate local and global health delivery plans 
with their departmental and college leadership while 

Figure 5: The value of International Medical Programs and Academic International 
Medicine to trainees



Garg, et al.: A comprehensive framework for international medical programs

International Journal of Critical Illness and Injury Science | Volume 7 | Issue 4 | October-December 2017 195

INTERNATIONAL STANDARDIZATION AND 
ACCREDITATION SYSTEMS: 360-DEGREE 

PERSPECTIVE

Physician competency expectations can vary widely 
between countries. Practice prerequisites ensure that 
care of consistent quality is delivered.[18] In 2004, the 
WHO and World Federation for Medical Education 
partnered to develop accreditation standards for basic 
medical education.[68] This partnership contributed 
to better clinical training and improved standardized 
test performance across a broad range of settings. The 
ACGME has also expanded its global presence with the 
ACGME‑International. This new entity has received a 
positive reception from international medical students, 
and many countries have adopted its standardized 
accreditation systems.[69] ACAIM will utilize a 
multidisciplinary consensus group to promote thoughtful 
standardization, accreditation, and harmonization of 
metrics with existing organizations. Strategic IMP-centric 
ACAIM planning initiatives are highlighted in Figure 6.

RESEARCH AND SCIENTIFIC INVESTIGATION

Research and analytical skills are among the core 
competencies of international health workers.[11] Reasons 
to engage in AIM or GH research begin with data needs 
for regional, national, and global population health 
indicators.[73] Currently, the quality and reliability of 
captured data can be highly variable.[37] Some countries 
do not have institutional review boards (IRB), informed 
consent processes, or systems for patient protection 
in research.[37] IMPs may participate in research to: 
(1) improve study quality; (2) teach study design 
methodologies, (3) develop informed consent procedures 
and/or IRBs, (4) enhance population access to clinical 
studies, (5) increase sample size, (6) decrease study 

AIM milestones to 
assist trainees in 
their professional 

development

A collabora�ve 
framework for 

faculty and 
trainee 

assessment 

Standardiza�on 
and accredita�on 
metrics in tandem 

with exis�ng 
organiza�ons

Figure 6: American College of Academic International Medicine International 
Medical Program strategic planning initiatives

being mindful of organizational strategic alignments 
and plans.[70,71,72]

IMP-BASED MEDICAL TRAINING: 
ESTABLISHING COMPETENCIES AND 

MILESTONES

Trainees participating in IMPs can fulfill ACGME 
competencies of patient care, professionalism, 
practice‑based learning and improvement, interpersonal 
and communication skills, medical knowledge, and 
SBP. SBP is perhaps the most gradual of the ACGME 
competencies to master because it requires good 
understanding of different health care systems, knowledge 
of safety and quality principles, and the ability to 
successfully navigate health care economics. By requiring 
the participant to engage in a complex operational 
system intended to continually improve organizational 
performance and resource‑utilization, IMPs uniquely 
augment a trainee’s ACGME specialty‑specific 
achievement of SBP milestones.[66] ACAIM aspires to 
create appropriate AIM milestones to assist trainees 
in their professional development, across various 
specialties, and more importantly with the valuable 
input and participation of both LMIC and HIC faculty 
members.

FRAMEWORK FOR BIDIRECTIONAL FACULTY 
AND TRAINEE ASSESSMENT

Program assessments should occur before, during, and 
after IMP rotations, incorporating bidirectional trainee 
and faculty feedback. Assessment tools developed 
collaboratively with international faculty should take 
into account environment‑specific cultural norms.[67] It is 
important for trainees to perform planned self‑assessment, 
focusing primarily on general ACGME competencies 
and milestones. Trainees may also receive assessments 
specific to their IMP-based educational experience (i.e., 
patient care versus research). ACAIM will create a task 
force to examine a collaborative framework that guides 
bidirectional faculty and trainee assessment.

Table 2: Information technology requirements and 
solutions for successful international medical information 
management programs

1. Basic infrastructure
2. Connec�vity
3. Hardware 
4. So�ware 

1. Web-based conferencing
2. Web-based pla�orms and 

open source so�ware
3. Academic ins�tu�ons
4. Health organiza�ons
5. Medical informa�cs 

professional organiza�ons
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completion times, and (7) improve research proposal 
competitiveness.[37] Collaborations may be based on 
local, virtual, or hybrid presence. Beyond study design, 
IMP personnel may serve as advisors, co‑investigators, 
or assist with statistical analyses, manuscript or grant 
writing, and publishing.[37]

Researchers should utilize appropriate guidelines for 
the reporting of health‑care research as outlined by the 
Enhancing the Quality and Transparency of Health 
Research Network.[74] In addition, the Guidelines for 
Accurate and Transparent Health Estimates Reporting 
were created to define best practices for documenting 
studies that report on global health outcomes.[74] Although 
compliance with these guidelines is not an absolute 
indicator of study quality, it does ensure that key 
information is available so that an informed reader can 
judge the study’s quality and use results appropriately.[73]

RESEARCH AND CIVIL SOCIETY 
ORGANIZATIONS

When conducting international research, investigators 
are encouraged to engage with local civil society 
organizations (CSOs). Common in LMICs, CSOs are 
nonprofit organizations that aim to enhance the well-
being and prosperity across communities. Motivated 
to protect and empower the vulnerable, CSOs work in 
areas such as community development, service provision, 
advocacy, activism, and research.[75] Of note, research 
and advocacy are among the main CSO health sector 
functions, along with service provision, social welfare and 
support activities. They are at the forefront of supporting 
innovations intended to solve challenging issues facing 
local communities. IMP–CSO partnerships are important 
to ensuring that research efforts help improve the well-
being of involved communities.[75] CSOs are able to 

constructively impact research agendas by providing 
appropriate contextual framework for both governments 
and researchers.[75] Conversely, they can disrupt scientific 
endeavors if they deem scientific premises invalid or 
harmful to the local communities, as occurred when ACT 
UP Paris successfully campaigned to halt the anti‑HIV 
Tenofovir trials (Gilead Sciences, Inc.) in Cambodia and 
Cameroon.[76,77] 

CSOs come in five types: (1) NGOs, (2) community‑based 
organizations, (3) faith‑based organizations, (4) voluntary 
health organizations, and  (5) networks.[75] NGOs 
work outside direct government control and can be 
local, national, or international.[78] Community‑based 
organizations draw membership from the communities 
they serve.[75] Faith‑based organizations draw the purpose 
of their work from a particular religious belief and 
may work through local centers of faith.[75] Volunteer 
health organizations often focus on a specific disease or 
syndrome (e.g., diabetes or hypertension) and promote 
research and trial participation, treatment access, and aid 
for the afflicted. Finally, networks are groups comprised 
of various organizations and individuals that converge 
around common issues.[75]

CSOs may assist research through advocacy with 
policy‑makers and various funding sources. They 
may function as a community interface and may 
be an access point to vulnerable or stigmatized 
communities (e.g. refugees).[75] Furthermore, many CSOs 
are research‑focused and contain experienced biomedical 
and social scientists, representing an often underutilized 
resource for collaboration on areas such as epidemiology, 
social sciences, product development, knowledge 
translation, health services, and policy research.[75] Finally, 
CSOs are critical when determining if proposed research 
is in the best interests of the local communities, ensuring 
respect toward their views and rights.[75]

Figure 7: Key factors critical to International Medical Program viability. Each of the color-coded phases may take between 1-2 years to complete
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Table 3: Key concepts important to developing successful IMPs 
and ensuring program durability (adapted from John et al.[25])

1. Mutual respect and benefit
2. Trust
3. Good communication
4. Clear roles and expectations
5. Community engagement
6. Public engagement
7. Cultural acceptability
8. Post-trial obligations/benefit
 sharing
9. Collaboration

10. Civil society organizations
11. Affordability
12. Accessibility
13. Regulatory navigation
14. Collection, management and
 storage of biological materials
15. Addressing corruption and poor
 governance
16. Management of unintended
 consequences

KEYS TO IMP DURABILITY

We highlight 16 keys to navigating successful international 
partnerships to ensure durability [Table 3].[25]

The inclusion of international collaborators as colleagues 
will promote reciprocal long‑term relationships.[25] 
Conversely, paternalistic attitudes (e.g., “I know what’s 
good for you”) will impede progress.[25] Transparency, 
frequent communication, sharing a common vision, 
early definition of clear roles and expectations, 
and planning for future studies with site primary 
investigators can facilitate mutual trust.[25] Moreover, 
maintaining humility, power differential awareness, 
collaborative action, and accountability is critical for 
durable efforts.[79]

The authors of this ACAIM consensus thus present a 
model for IMP viability [Figure 7]. Collaborators will 
navigate viability phases from conception to durability in 
a time frame dependent on the experience/commitment of 
the participants and the resources available. During the 
conception phase, collaborators will identify stakeholders 
and determine needs assessments and funding sources. 
This will be critical to ensure bidirectional accountability, 
supervision, and financial resource allocation. During 
the second phase of development, collaborators will 
design, execute and reflect on pilot experiences. This 
will lead to the creation and refinement of IMP-specific 
competencies and sustainability. During the third phase 
of investment, policy and governance, collaborators 
will secure long-term institutional support; create 
investments in capacity, supply chains and information 
technology; and adhere to regulatory requirements 
to ensure continued promulgation with institutional 
leaders in the proper framework. During the final phase 
of durability and centers of excellence, collaborators 
will ensure bidirectional flow of learners and leaders 
and add scholarship opportunities (i.e., peer-reviewed 
publications, scientific presentations), economic growth 
(i.e. grant funding, donations), and social reputation/
impact (i.e. positive community outcomes, global 
community public relations). The authors encourage 
thoughtful establishment of site-specific IMP viability 
with the above model.

Community engagement is essential for high quality, 
effective, and ethical IMP conduct.[80,81] It serves to facilitate 
better understanding, permission, mutual ownership, 
and organizational legitimacy. Public engagement is 
a bidirectional process that provides individuals with 
trustworthy information (e.g., radio, newspapers, 
television, social media, schools, churches, etc.) on key 
policy issues. It then elicits input, and integrates it into 
decision‑making and social action.[80] The prioritization 
of IMP efforts toward ensuring cultural acceptability 
of a proposed project and its seamless integration in a 
culturally inclusive manner is critical to successfully 
managing any potential unintended consequences.

Two-way processes that strengthen the capacity and 
collaboration between public and private sectors in 
low resource settings create sustainable science and 
technology infrastructure.[80] Furthermore, access to 
knowledge and technology must be affordable and 
accessible, both being ethical concepts rooted in the 
notion of equity.[80]

CONCLUSIONS

Global connectivity is growing at an exponential rate. 
This manuscript outlines the CFIMP as well as key steps 
for fostering successful international collaboration within 
the proposed framework. As an US representation for the 
AIM community, ACAIM’s goal is to help create a platform 
that will foster the creation and durability of high quality, 
viable IMPs. It is our hope that such IMPs will help facilitate 
closer inter‑institutional, interdisciplinary, cross‑cultural, 
and bidirectional collaborations. We also believe that it is 
the model of shared governance and shared responsibility 
that will produce the most optimal long‑term results 
for both US‑based participants and their international 
counterparts around the globe. We invite all health‑care 
providers to share their knowledge and commitment 
with us. This, in turn, will allow the AIM community 
to create, disseminate, and implement the necessary 
knowledge, experience, innovation, understanding, and 
reproducibility across existing and new IMPs.
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