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Abstract

Rationale: Clinical and research training opportunities in global
health are of increasing interest to medical trainees, but little is
known about such opportunities in U.S.-based pulmonary and
pulmonary/critical care medicine (PCCM) fellowship programs.

Objectives: Summarize currently available global health–related
training opportunities and identify potential barriers to implementing
global health curricula among U.S.-based PCCM fellowship programs.

Methods: We sent a confidential, online, targeted needs
assessment to PCCM fellowship program directors and associate
program directors. Data collected included program demographics,
currently available global health–related clinical and research
training opportunities, potential barriers to the implementation of
global health–related programmatic content, and perceived interest
in global health–related training opportunities by current and/or
prospective trainees. To evaluate for nonresponse bias, we
performed an online search to identify global health–related training
opportunities offered by nonresponding programs.

Results: Out of 171 surveyed programs, 63 PCCM fellowship
programs (37%) provided survey responses. Most responses (n=56,
89%) were from combined PCCM training programs; 66% (n=40) of

programs offered at least one component of global health–related clinical
or research training. Overall, 27% (n=17) had a Ruth L. Kirschstein
National Research Service Award Institutional Research Training Grant
(National Institutes of Health T32), 73% (n=46) had fewer than 35
faculty members, and 51% (n=32) had at least one faculty member
conducting global health–focused research. Most responding programs
(66%, n=40) offered at least one global health–related educational
component. Among programs that would like to offer global health–
related training components, the most common barriers included
competing priorities for lecture content and a lack of in-divisionmentors
with global health experience, a champion for global health–related
activities, and established partnerships outside the United States.

Conclusions: PCCM program leaders are interested in offering
global health–related training opportunities, but important barriers
include lack of mentorship, dedicated fellowship time, and
established global partnerships. Future research is needed to better
understand global health–related interests and training needs of
incoming fellows and to design creative solutions for providing
global health–related training across academic institutions with
variable global health–related training capacities.
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Global health–related training opportunities
are of increasing interest to medical trainees
(1–10). Although inconsistently defined,
global health has been described as “an area
for study, research, and practice that places a
priority on improving health and achieving
health equity for all people worldwide” (11),
and this definition has driven various
models of global health training across the
spectrum of undergraduate and graduate
medical education.

With increasing globalization, and as
mass migration is occurring on an
unprecedented scale (12), future leaders in
pulmonary and pulmonary/critical care
medicine (PCCM) require broad training
and practical, hands-on experience that
incorporates an in-depth understanding of
health and disease around the world.
Respiratory-related conditions including
chronic obstructive pulmonary disease,
pneumonia, lung cancer, and tuberculosis
(TB) are among the top 10 causes of death
globally (13–15), and most respiratory-
related mortality occurs in low- and middle-
income countries (16). Likewise, of the 15
million people worldwide who die annually
as a result of severe illness or serious
infection, the vast majority live in low- and
middle-income countries (17, 18). Several
recent infectious disease epidemics,
including severe acute respiratory distress
syndrome (2002), H1N1 influenza (2009),
Middle East respiratory syndrome–related
coronavirus (2012), and Ebola (2014), have
demonstrated how in a progressively
interconnected world, diseases can quickly
cross geographic borders with profound
social, political, and economic consequences.
Expertise from pulmonologists and
intensivists in clinical management,
education, and research has been
instrumental in mitigating the impact
of these diseases among vulnerable
populations (19–23). Consequently, these
specialists are uniquely positioned to lead
efforts in global health training.

Global health training can provide
tangible benefits that include and extend
beyond the commonly cited ability to care
for patients in underresourced areas.
Although global health is commonly
conceptualized as occurring in international
locations, the medical conditions and
structural challenges experienced by the
world’s poor often transcend international
boundaries because of similarities in lack of
access to reliable health care and diseases of
poverty experienced in many U.S. rural

locations (24, 25). Simultaneously, trainees
exhibit a more cost-conscious approach to
medical care and a greater focus on
technology-independent diagnoses and gain
experience managing diseases that may be
more advanced at presentation or are less
common in high-income countries, such as
TB or severe acute respiratory distress
syndrome (26, 27). Furthermore, these
trainees increase public awareness of such
health conditions and exhibit greater
cross-cultural competence as medical
practitioners (28). Despite the merits of
global health training and growing interest
among trainees (1–11, 29–33), little is
known about the current global health–
related clinical and research training
opportunities among PCCM programs. To
address this critical knowledge gap, we
conducted a targeted needs assessment of
U.S.-based PCCM fellowship programs to
summarize current global health–related
educational opportunities and identify
potential barriers to implementing global
health–related educational curricula in
PCCM fellowship training.

Methods

We conducted a targeted needs assessment
via an online survey of program directors
(PDs) and associate program directors
(APDs) at U.S.-based Accreditation Council
for Graduate Medical Education (ACGME)-
accredited adult PCCM fellowship
programs from August through December
2017. We used purposive sampling to
identify PDs and APDs in collaboration
with the Association for Pulmonary and
Critical Care Medicine Program Directors.
PDs and APDs were eligible for
participation in the survey if they were
employed in an ACGME-accredited
fellowship program and their contact
information was available through the
Association for Pulmonary and Critical Care
Medicine Program Directors; they were
contacted by e-mail up to four times to
invite them to complete the survey. The
e-mail invitation included a brief introduction
to the purpose of the survey, offer of entry
into a drawing for one of two $250 Amazon
gift cards on survey completion, and
information regarding confidentiality,
privacy, and informed consent. Interested
participants accessed the online survey
through a hyperlink provided in the email.
We collected respondent names and e-mail

addresses to prevent duplicate program
representation but did not link survey
responses with individual names or
programs. Survey methods were deemed
exempt from review by the Partners
Healthcare Institutional Review Board,
and all survey respondents provided
informed consent.

Online Survey
We designed the survey to assess current
and ideal components of global health–
focused training as well as barriers to and
perceptions of the need for such training
opportunities in PCCM fellowship
programs. Survey components were
developed by the study authors and refined
through multiple rounds of review and
discussion. Once consensus was achieved
among study authors, the survey was
pretested with select PCCM faculty from
different institutions to assess content
validity, clarity of concepts, minimization of
bias, completeness of response options, and
applicability to research goals. After further
revision, the survey was then pilot tested to
assess for logistical and psychometric
performance. Finally, we administered the
survey (online supplement) to PDs and
APDs using Qualtrics online survey
software.

We defined global health–related
educational components as any of the
following: didactic sessions on global
health–related research or clinical care/
teaching; global health–related local clinical
experiences such as TB, public health, or
refugee clinics; clinical experiences based in
another country; research in a global health
setting; global health–related coursework; or
a dedicated track or pathway within the
PCCM fellowship. We also examined
barriers among programs that would like to
but do not currently offer global health–
related education curricula and fellowship
leaders’ perceptions of trainees’ interests and
career plans related to global health.
Covariates were selected a priori and
included faculty size; presence of faculty
involved in global health research, clinical
work, or educational activities within
the division; and the presence of a
National Institutes of Health (NIH) Ruth
L. Kirschstein National Research Service
Award Institutional Research Training
Grant (NIH T32).

To evaluate for nonresponse bias, we
identified programs that did not provide
survey responses on the basis of the list of
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PCCM fellowship programs published on
the Electronic Residency Application
Service website. For nonresponding
programs, we examined fellowship program
websites to identify global health–related
training opportunities by searching for any
mention of the phrase “global health” or
faculty members who participate in
international work. We also searched
websites of corresponding hospital- or
university-based global health centers for
presence of pulmonary or critical care–
focused projects or PCCM faculty in a
leadership role. We explored whether
affiliated Schools of Public Health (SPH)
offered global health–related coursework or
degree-granting opportunities by querying
the Association of Schools and Programs of
Public Health SPH list for “global health”
(34). Finally, we queried the NIH Research
Portfolio Online Reporting Tools website to
identify programs funded by an NIH T32.

Statistical Analysis
We summarized program demographics
using descriptive statistics. If we received
more than one survey response from a
program, we included only the PD’s
response in our analysis. In instances in
which an individual submitted more than
one response, we included the first response
if responses were concordant overall and
excluded that individual’s responses if the
first and second response were discordant.
Among responding programs, we compared
characteristics of programs with global
health–related training opportunities to
those without global health–related training
opportunities using chi-square or Fisher
exact testing, as appropriate. We also
compared the proportion of programs
offering global health–related training
opportunities and the presence of NIH T32
support between nonresponding and
responding programs using chi-square tests.
Analyses were conducted using Stata 13
(StataCorp).

Results

Program Demographics
Of a total of 171 surveyed programs, we
received 71 survey responses from 68
individuals, representing 63 unique PCCM
fellowship programs and 37% of the
programs surveyed (Table 1, Figure 1). PDs
completed the survey for 53 (84%) of the
responding programs, and 56 responses

(89%) were from combined pulmonary/
critical care training programs. Most
divisions (n= 46, 73%) had fewer than 35
facultymembers (M.D. and/or Ph.D.), and 32
programs (51%) reported that at least one
faculty member was involved in global
health–related research. A minority of
responding programs (n=17, 27%) were
supported by an NIH T32. Of the 63 unique
survey responses, two were from individuals
who submitted a discordant set of responses
and were excluded from subsequent analyses.

Global Health–related Training
Opportunities
Of the 61 responding programs analyzed
further, 66% (n= 40) offered at least
one global health–related educational
component. The most common components
offered were global health–related local
clinical experiences (e.g., TB, public health, or
refugee clinics) (n=23, 38%) and global
clinical experiences (e.g., patient care–based
rotation at clinic or hospital in another
country) (n=18, 30%) (Figure 2; see Table E1
in the online supplement). Only four
programs (7%) offered a dedicated global
health track or pathway. Although not
included in the definition of a global health–
related educational component, 30 programs
(49%) offered one lecture per year on a global
health–related research, clinical, or
educational topic, and 24 programs (40%)
offered enrollment in a degree-granting
program at an SPH. By comparison, among
the 108 nonresponding PCCM programs, 24
programs (22%) had websites that indicated
global health–related training opportunities
(P, 0.001) and 24 (22%) had an NIH T32
(P=0.48).

Responding programs with an NIH
T32 were more likely to offer global health–
related coursework at an SPH than those
without an NIH T32 (75% vs. 13%,
P, 0.001) (Table E2). Compared with
programs with fewer faculty (,35 faculty
members), those with more faculty (.60
faculty members) were more likely to offer
research in a global setting (74% vs. 16%,
P= 0.002), as well as global health–related
coursework at an SPH (100% vs. 14%,
P, 0.001) (Table E3). Programs with at
least one faculty member involved in global
health–related research were more likely to
offer one lecture per year on a global health–
related topic (77% vs. 20%, P, 0.001), a
series of sessions on global health–related
research (32% vs. 3%, P= 0.006), research in
a global setting (42% vs. 7%, P= 0.002), or

global health–related coursework at an SPH
(45% vs. 13%, P= 0.01) (Table E4).

Most common among the educational
components that were not currently offered,
but desired by program leaders, were a
lecture series on global health–related
clinical or teaching experience (n= 33, 54%)
or research (n= 32, 52%) and local global
health–related clinical experiences such as
TB, public health, or refugee clinics (n= 31,
51%). The only educational component that
the majority of respondents (56%, n= 34)
expressed no interest in offering was a
dedicated global health track/pathway
within fellowship training.

Barriers to Offering Global
Health–related Training Opportunities
Fifty-five responding programs that would
like to offer but do not currently offer
certain global health training components
provided information on perceived barriers
(Figure 3A). Barriers that were considered
somewhat or very important by a majority
of respondents included competing
priorities for lecture content (n= 42, 79%)
and the absence of: mentors with global
health experience within the division
(n= 49, 91%); a faculty champion for global
health–related training opportunities within
the division (n= 46, 84%); dedicated
institutional funding to support global
health–related opportunities (n= 46, 84%);
established partnerships outside of the
United States where fellows can participate

Table 1. Demographic characteristics of
responding programs

Characteristic n (%)

Program director provided response 53 (84)
Type of training program
Pulmonary and critical care 56 (89)
Pulmonary only 7 (11)

NIH T32 institutional training grant 17 (27)
Approximate number of division

faculty (M.D. and/or Ph.D.)
,35 46 (73)
35–60 9 (14)
.60 8 (13)

Approximate number of division
faculty members who
conduct research focused on
global health

None 31 (49)
1–3 24 (38)
.3 8 (13)

Definition of abbreviation: NIH=National
Institutes of Health.
n=63 out of a total of 171 programs.
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in clinical, research, or teaching
opportunities (n= 39, 71%); and protected
time for fellows to pursue global health–
related training opportunities (n= 38, 69%).
Although 95% (n= 39) of programs without
an NIH T32 cited lack of funding as a very or
somewhat important barrier, 50% (n= 7) of
programs with an NIH T32 also believed
that lack of dedicated funding was a barrier

to offering global health–related training
opportunities (P= 0.001).

Program Leadership Impressions
of Fellows’ Interest in Global
Health–related Training
Most responding programs (n= 60, 95%)
provided impressions of current and
prospective fellows’ opinions about global

health as it pertains to their selection of
training programs and/or future career
plans (Figure 3B). Many program leaders
(n= 25, 42%) believed that the presence of
global health–related training opportunities
positively impacted their ability to recruit
fellowship applicants, although a similar
proportion (n= 23, 38%) believed that this
neither helped nor hindered recruitment.
Overall, 40% of respondents (n= 24)
believed that currently offered global
health–related training opportunities
matched the needs and interests of their
fellows. Although 40% of programs (n= 24)
believed that their current fellows were
interested in engaging in global health–
related clinical or teaching opportunities
during fellowship, a similar proportion took
a neutral stance on whether global health–
related opportunities matched the needs/
interests of their trainees (n= 23, 38%).
Approximately half of program leadership
was under the impression that their current
fellows did not plan to incorporate global
health–related clinical work/teaching
(n= 28, 46%) or research (n= 32, 54%) into
future careers.

Program leaders of fellowships with at
least one faculty member involved in global
health–related research were more likely to
report that lack of global health–related
training opportunities negatively impacted
recruitment (31% vs. 3%, P= 0.006), that
their current fellows planned to engage in
global health–related research during
fellowship (43% vs. 10%, P= 0.007), and that
current fellows planned to incorporate

Pulmonary and Critical Care Pulmonary only

Figure 1. National map of responding pulmonary or pulmonary and critical care fellowship programs.

Clinical
55.7 %
n = 34

Didactic
72.1 %
n = 44 50.8 %

n = 31

n = 61

32.8 %
n = 20

47.5 %
n = 29

32.8 %
n = 20

Research
49.2 %
n = 30

Figure 2. Venn diagram for currently offered global health training opportunities at responding
programs. The currently offered training opportunities are grouped into clinical, didactic, and research-
focused content areas, and the number of programs that offer aspects of a given content area is
reflected by the size of the corresponding circle. Areas where the circles overlap indicate programs that
indicated that they offer aspects of several content areas.

ORIGINAL RESEARCH

1174 AnnalsATS Volume 16 Number 9| September 2019



global health–related clinical work/teaching
(37% vs. 10%, P= 0.03) or research (33% vs.
3%, P= 0.006) in their future careers.
However, whether program leaders believed
that global health–related training
opportunities positively impacted
recruitment abilities did not differ by
presence of at least one faculty member
working in global health (53% vs. 30%,
P= 0.07) (Table E5).

Discussion

This survey—the first to characterize
available global health–related training
opportunities in U.S.-based PCCM
fellowship programs—highlights important
challenges that have limited the expansion
of PCCM global health–related training,
provides a framework around which a
standardized training curriculum and
metrics of success can be developed,
and characterizes several existing gaps
that require formal evaluation before
consideration of widespread implementation
of global health–related training opportunities

nationally. The majority of responding
programs offered at least one component
of global health–related training
opportunities, most commonly global
health–related local clinical experiences
(e.g., TB, public health, or refugee clinics).
The major barriers to offering global
health–related training opportunities
identified by program leaders were
absence of faculty mentors, lack of
dedicated institutional funding, lack of
partnerships outside of the United States,
insufficient protected time for fellows, and
competing priorities for lecture content.
Although program leaders reported
perceived interest in global health–related
training among their current fellows, most
were under the impression that their fellows
would not pursue careers inclusive of global
health. Program leadership conveyed
limited interest in creating dedicated global
health tracks within PCCM fellowship
training, but a majority did express interest
in exposing fellows to lecture series on global
health–related clinical, teaching, or research
topics and local global health–related
clinical experiences.

Academic institutions that have
incorporated global health–related training
into their PCCM fellowship curricula have
done so through a variety of methods.
Although the confidential nature of our
survey precludes describing the specific
models implemented by responding
programs, we have previously summarized
the global health–related training models
implemented by several PCCM fellowships,
which include: global health electives at
established domestic or international sites,
additional research years contingent on
securing mentorship and independent
funding, and integrated global health tracks
that aim to teach core competencies over the
course of fellowship in a curriculum-based
manner with domestic and international
components (1). Each of these approaches
requires varying degrees of human and
financial resources that may be prohibitive
to some institutions. Programs that provide
global health–related training opportunities
outside of a dedicated track or pathway are
the most common, which is reflective of the
ways in which other subspecialty expertise is
generally offered to interested trainees. For

0

20

40

60

80

GH training
helps

recruitment

Absence of GH
training hurts
recruitment

Fellows want GH
clinical/teaching

training

Fellows want
GH research

training

Fellows will
work in GH

clinical/teaching

Fellows will
work in GH
research

GH training
opportunities match

needs/interests

%
 R

es
po

nd
en

ts

0

20

40

60

80

100

Competing
lecture needs

No faculty
mentor in
division

No faculty
champion in

division

Lack of
funding

Lack of
partnerships

Lack of
fellowship

protected time

No interest
among fellows

%
 o

f R
es

po
nd

en
ts

Agree or Strongly Agree

Neutral

Disagree or Strongly Disagree

Very or Somewhat Important

Neutral or Low/No Importance
A

B
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instance, most programs do not have
formalized educational tracks or pathways
in pulmonary vascular disease or lung
transplant, yet specialized training is
possible for interested trainees through a
combination of didactic, clinical, and
research experiences.

Program leadership expressed interest
in providing global health–related training
opportunities but not specifically in offering
dedicated tracks or pathways within
fellowship training. In line with these
findings, expansion of global health–related
training opportunities to all PCCM
fellowship programs through the creation of
dedicated tracks or pathways would be an
unrealistic use of finite resources. One
possible solution to this resource scarcity is
to reconsider the structure of global health–
related training by creatively leveraging the
expertise of centers with existing resources
and mentorship across the country. For
example, faculty mentors and available
clinical and/or research collaborative sites
might be organized as a unified network
across academic institutions rather than

isolated academic silos, any one of which
could include a combination of tenets of
global health training, akin to what has
been accomplished by the NIH Fogarty
International Center (35). Accordingly,
global health expertise could be regionalized
into academic centers of excellence. This
approach could feasibly provide interested
fellows with access to a broad network of
clinical and research curricula and
mentorship to support pursuit of their career
goals while completing clinical requirements
at their home institutions. This approach
would also mitigate the anticipated strain of
global health training on interested smaller
programs, many of which lack funding
and/or faculty to support these activities.
Resulting academic products, whether
clinical or research-focused, would arguably
advance the goals of both the fellowship
program, through providing the fellow with
the training necessary to achieve specified
career goals, as well as the center of
excellence, through advancing the goals of
center-driven global health–focused clinical
and/or research initiatives.

A standardized approach to global
health training within PCCM fellowship
may have additional long-term benefits
beyond skills acquisition. A review of online
job postings from 48 global health
employers found that most postings relevant
to physicians required either substantial
experience in global health activities that
extended beyond clinical practice, masters-
or doctoral-level training, or foreign
language skills (36). Global health
employers identified “understanding public
health in an international development
context and characteristics like flexibility,
creativity, and cultural sensitivity” as highly
desired but often lacking among individuals
without practical global health experience
(37). Furthermore, recent graduates of a
global health–focused residency program
believed that their training had prepared
them to overcome typical barriers to pursing
global health–related careers, such as lower
salaries, lack of mentorship, and opaque
career trajectories (38). Graduates of
training programs with carefully considered
global health training content would

Table 2. Proposed core competency areas for global health education in pulmonary and critical care medicine fellowship training
programs

Core Competency Areas Objectives

Clinical knowledge Develop a comprehensive understanding of the global burden of respiratory and critical illness,
including:

Knowledge of the global epidemiologic distribution of major infectious and
noncommunicable diseases imparting morbidity and mortality.

Social, environmental, and economic determinants of health, including how host-,
environmental-, and health systems–based factors govern health worldwide.

Identification of the clinical presentation and management of complex diseases in resource-
limited settings through completing didactic coursework concerning major pathological
processes (e.g., malaria, tuberculosis, viral hemorrhagic syndromes, human
immunodeficiency virus), their biological alterations, and how they affect specific organ
systems.

International research training Complete didactic coursework and receive mentorship from domestic and international
investigators, focused on developing an understanding of the unique cultural, legal, and
societal considerations required of research conducted in low- andmiddle-income countries,
including:

International research ethics and human subject protection.
Needs assessment, including community-based involvement, to generate locally relevant
research.

Study design and implementation.
Cultural competency Cultivate and develop awareness of the attitudes, beliefs, and processes that facilitate the

doctor–patient relationship and allow effective partnership across international clinical
and research collaborations by:

Actively participating in seminars regarding cultural beliefs and practices of international
training sites.

Establishing mechanisms to address conflict resolution in international clinical and research
settings.

Clinical and research capacity building Actively participate in clinical and/or research capacity building with a focus on sustainable,
longitudinal partnerships by developing:

“Train the trainer” educational models to develop local subspecialty expertise, ultimately
aimed at local clinical and research independence.

Multilevel participatory needs assessments with international stakeholders.

Reprinted by permission from Reference 1.
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potentially be more prepared to enter the
global health work force and to successfully
navigate these career challenges.

Importantly, there remains a gap in
defining what constitutes necessary global
health training in graduate and post-
graduate medical programs, including
which content areas to define as core
competencies. Increasing global health
clinical and research activities among
PCCM faculty in the last decade has
established a rich resource of expertise and
leadership. These experts can guide
consensus statements on global health–
related education (16, 39, 40) that
standardize global health–related training
among U.S.-based PCCM fellowship
programs through a structured approach to
developing a shared curriculum that
includes a trainee-based needs assessment,
identification of goals and objectives,
development of educational strategies,
implementation, and objective assessment
and evaluation. As formalized PCCM
fellowship global health training is in its
infancy, this is the optimal time to create a
structured approach to PCCM global health
education. A formalized set of core
competencies could also be adapted to
training programs in other specialties, such
as emergency medicine, infectious diseases,
surgery, and obstetrics and gynecology,
among others. To accomplish this goal, we
can build on the work of the Association of
Schools and Programs of Public Health,
which is developing a global health
competency model (24), and from work to
define the goals of global health education
within medical school curricula (41). We
have previously proposed four core
competencies around which to formalize
PCCM global health training (1). These four
competency areas include: 1) clinical
knowledge, 2) research training, 3) cultural
competency, and 4) clinical and/or research
capacity building (Table 2). We posit that
using competencies to design a framework
for global health education will produce
foundational knowledge for PCCM trainees

that can be expanded by specific educational
experiences driven by trainee interests.
Proposed competencies should align with
existing ACGME-mandated programmatic
requirements (42), such that their
completion simultaneously fulfills both
global health and ACGME-related
requirements.

The main strength of this survey is that
it is a nationally representative sample of
PCCM program leadership, which allows
for the first-ever characterization of global
health–related training opportunities in
U.S.-based PCCM fellowship programs.
Nonetheless, this survey has several
limitations. First, although we have
attempted to characterize global health
training opportunities in PCCM fellowship
from a programmatic perspective, notably
absent from this discussion is the
perspective of current and prospective
fellows. It is crucial to evaluate the
concordance (or lack thereof) between
PCCM leaders’ perspectives and that of
current and prospective PCCM fellows. Our
data suggest that, from the perspective of
program leaders, a portion of prospective
PCCM fellows are seeking global health–
related training opportunities. A systematic
needs assessment among current and
prospective PCCM trainees is critical to
inform nascent efforts to formalize global
health training within the specialty.

Another limitation is that we were
unable to evaluate the larger institutional
environment within which individual
PCCM programs operate, which is likely to
influence the presence and extent of global
health–related training opportunities. In
addition, the response rate of 37% may limit
generalizability because of nonresponse
bias. Indeed, nonresponding programs were
less likely to have global health–related
training opportunities than responding
programs. Notably, our online search
could not identify global health–related
educational components of nonresponding
programs with the same granularity as our
survey, and we may have consequently

underestimated the presence of global
health–related training opportunities.
Nonetheless, this survey provides important
insights into the presence and extent of
global health–related educational content
across PCCM training programs and
provides a framework for future efforts on
this topic.

Conclusions
Published literature supports that there
is interest among medical trainees for
global health–related opportunities (1–
10), and our survey adds that PCCM
fellowship program leadership has interest
in providing these opportunities. But,
important barriers to offering global health–
related opportunities remain. Before
dedicating resources to expanding global
health–related training in PCCM fellowship,
further work is necessary to characterize the
interest of current and prospective fellows in
global health–related training opportunities,
compare the relative importance of global
health training with other components of
fellowship training, and evaluate the use of
existing global health–related training
opportunities. Additional unanswered
questions include what constitutes global
health–related training needs, how to align
those training needs with current ACGME-
mandated training requirements, and how
to design creative solutions for providing
access to global health training across
academic institutions with limited local
global-health training capacity. n
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