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Abstract. There has been a significant increase in the number of students, residents, and fellows from high-income
settings participating in short-term global health experiences (STGHEs) during their medical training. This analysis
explores a series of ethical conflicts reported by medical residents and fellows from Emory University School of Medicine
in the United States who participated in a 1-month global health rotation in Ethiopia. A constant comparative analysis
was conducted using 30 consecutive reflective essays to identify emerging categories and themes of ethical conflicts
experienced by the trainees. Ethical conflicts were internal; based in the presence of the visiting trainee and their personal
interactions; or external, occurring due to witnessed events. Themes within internal conflicts include issues around pro-
fessional identity and insufficient preparation for the rotation. External experiences were further stratified by the trainee’s
perception that Ethiopian colleagues agreed that the scenario represented an ethical conflict (congruent) or disagreed
with the visiting trainee’s perspective (incongruent). Examples of congruent themes included recognizing opportunities
for collaboration and witnessing ethical conflicts that are similar to those experienced in the United States. Incongruent
themes included utilization of existing resources, issues surrounding informed consent, and differing expectations of clin-
ical outcomes. By acknowledging the frequency and roots of ethical conflicts experienced during STGHEs, sponsors
may better prepare visiting trainees and reframe these conflicts as collaborative educational experiences that benefit
both the visiting trainee and host providers.

INTRODUCTION

Within the past decade there has been unprecedented
growth in global health interest among medical trainees1–3

and an increase in the number of medical students, resi-
dents, and fellows traveling to low- and middle-income coun-
tries on short-term global health experiences (STGHEs).4,5 To
keep up with this growing interest, the number of global
health programs offered at U.S. institutions quadrupled
between 2003 and 20096,7 and continues to increase within
medical residency8 and fellowship1 programs. Availability of
global health opportunities serves as a strong recruitment
tool with evidence that programs offering global health expe-
riences are preferentially selected by incoming trainees.9,10

STGHEs also have a strong impact on the developing careers
of physicians in training. Trainees who complete international
rotations report broader medical knowledge,11,12 advanced
physical examination skills,8,13 increased cultural sensitivity,9

and enhanced communication skills.8,14 They are more likely
to dedicate their clinical career to disadvantaged populations
and demonstrate higher rates of humanitarianism.15,16 There
have been fewer studies regarding the impact of STGHEs on
host institutions, but STGHEs appear to provide broader
knowledge and educational resources to the host institu-
tion17 and strengthen direct patient care.18

Despite the many benefits, participating in global health
experiences can produce ethical challenges that stem from
collaborations in which medical practice, cultural norms, and

access to resources among partners are dramatically differ-
ent than what medical trainees from high-income countries
are accustomed to.19,20 In this context, ethical conflicts are
traditionally defined as witnessing or participating in an
encounter that challenges a trainee’s personal or profes-
sional moral code. In response to the increasing demand of
global health experiences and awareness of potential harms,
the American College of Physicians released a position
paper on ethical obligations regarding STGHEs,21 converting
several previously published practice guidelines for medical
students,22–24 residents, and fellows2,19,25,26 into guiding
principles for all medical personnel. These recommendations
include the need for mandatory predeparture preparation in
logistical, cultural, and ethical topics that are tailored to both
the international site and institutional collaboration. Despite
these recommendations, there has been little guidance
regarding which ethics topics should be highlighted in pre-
departure training.
Annually since 2012, approximately 15 to 20 medical resi-

dents and fellows at Emory University School of Medicine
from diverse medical specialties have participated in the
Global Health Residency Scholars Program (GHRSP). Train-
ees participate in a yearlong global health curriculum that
includes monthly didactics and simulations to build knowl-
edge and practical experience in global health, including
several sessions dedicated to global health ethics. The pro-
gram culminates in a 1-month clinical rotation in Ethiopia,
generally at Tikur Anbessa (Black Lion) Hospital, an urban
tertiary care hospital in Addis Ababa that serves as the pri-
mary teaching hospital for Addis Ababa University (AAU).
During these rotations, visiting residents and fellows partici-
pate in clinical education, teaching conferences, and patient
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rounds with direct supervision from Emory and AAU faculty.
This is an ongoing collaboration focused at the department
level between Emory University School of Medicine and AAU
School of Medicine. The GHRSP was set up after discussion
with colleagues at AAU to ensure that the program was
mutually beneficial for both institutions and that the rotations
would enhance and benefit medical education and training
within the undergraduate and postgraduate levels at AAU.
Each year GHRSP participants write and present a struc-
tured reflection essay describing an ethical conflict they
encountered during their rotation. We explored ethical con-
flicts that arose for visiting trainees during the GHRSP rota-
tion and developed a theoretical model grounded in these
data. These findings can be used to optimize predeparture
curricula, inform expectations for future participants, and
strengthen the educational collaboration between visiting
and host institutions.

METHODS

Beginning in 2015, as a part of the GHRSP postrotation
debriefing process, Emory residents and fellow participants
were requested to complete and present a structured reflec-
tion essay about an ethical conflict they encountered during

their rotation. The reflection essays included a series of ques-
tions requiring the trainees to reflect back on the experience
and identify a specific ethical conflict that they encountered,
alternative approaches to address the conflict, and resolu-
tions from theirs’ and others’ perspectives. Guidelines
provided to residents and fellows on how to complete the
reflection exercise are shown in Figure 1. All reflection essays
were deidentified before analysis to protect confidentiality,
and there was no contact or direct communication with the
GHRSP participants during this study. A waiver of informed
consent and approval for exemption of human research was
granted by the Emory Institutional Review Board.
Our approach was a constructivist grounded theory study

using semistructured written response tool (Figure 1) com-
pleted by most GHRSP participants. The social constructivist
approach implies that the theory generated is based on the
individual perspectives of the participants27,28 and acknowl-
edges there are diverse interpretations and complex multiple
realities of the processes under investigation. The core
grounded theory seeks to create a unified explanation for the
phenomena described using inductive analysis of the original
qualitative data.29 This method was selected over other
descriptive forms of qualitative inquiry such as narrative or
phenomenological research because it seeks an explanation

FIGURE 1. Template of the semistructured written response tool used to create the original qualitative data set.
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and provides a framework for further investigation to better
inform global health predeparture curricula.
Memo writing was used throughout. Each case was sys-

tematically reviewed by two authors (C. E. M. and A. C. V.)
using open coding to identify themes and classify prelimi-
nary categories. After grouping the categories into a core
phenomenon, each case was reviewed again for axial coding
to restructure and refine themes and categories. Both open
and axial coding were conducted independently by C. E. M.
and A. C. V. A sample of the case interpretations was
reviewed by Ethiopian colleagues who trained at AAU for fur-
ther context. Coding schemes were then compared, and
consensus was reached30 regarding general themes and cat-
egories. Selective coding then explored the intersections and
relationship between categories. Finally, themes were com-
bined and compared to generate the central phenomenon
and theoretical framework that explains the original data.

RESULTS

Participant characteristics. Thirty reflection essays were
reviewed in the analysis written by residents and fellows
between 2015 and 2019. Subspecialities of GHRSP partici-
pants included Internal Medicine, Emergency Medicine,
Family Medicine, Dermatology, Infectious Diseases, Pathol-
ogy, Psychiatry, Pediatrics, Pediatric Endocrinology, Radiol-
ogy, Obstetrics and Gynecology, Oral and Maxillofacial
Surgery, Ophthalmology, Anesthesia, and Radiation Oncol-
ogy. Because of the semistructured written response tool
used, there were variable levels of length and detail in the

responses. All essay authors participated in the predeparture
global health curriculum before their rotation in Ethiopia.

Key themes and categories. Two major types of ethical
conflicts emerged in our analyses of trainee essays: internal
conflicts versus external conflicts. The source of the conflict
was either related to the presence of the visiting medical
trainee and their interactions with the environment (internal
processing) or from witnessed experiences external to the
trainee. Themes within external experiences were further
characterized by the degree of congruence the trainee inter-
preted as sharing with, or diverging from, the perspective of
Ethiopian providers. The summary of the categories and
subcategories identified is depicted in Figure 2 and defined
in Tables 1 and 2.

Internal processing. Many of the ethical conflicts
described in the essays reflected concerns about the pres-
ence of the visiting trainee within Ethiopia and the impact
their visiting status had on their personal development and
the surrounding environment. Themes included the follow-
ing: identity (inability to change standard practice, inability to
help, lack of an identifiable role), preparation (sense of lack-
ing cultural awareness), and evaluation (lack of stakeholder
evaluation, lack of conflict resolution). Issues related to iden-
tity expressed concerns about the role of visiting trainees
during the rotation including powerlessness in improving
current medical practice or inability to have a positive impact
on clinical outcomes. One trainee commented:

We hope to make a small improvement in healthcare
… but we cannot really make significant interventions
for individual patients or bridge the divide between the

FIGURE 2. Summary of the axial coding paradigm developed from the reflective essays of Global Health Residency Scholars Program (GHRSP)
participants by grouping categories into internal or external processes. Further subgroup categorizations that span different core categories are
also depicted. *Denotes a category that is not of ethical conflict but describes the downstream effect of experiencing a conflict and constructing a
framework to explore potential solutions.
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standard of care in which we received our training and
what is available to the population of [Ethiopia].

Additionally, several trainees discussed the lack of having
a defined role during the rotation and that the experience
would have benefited from clearer expectations before the
trainee’s arrival. They recognized deficits in their own cultural
awareness and interpreted these as shortfalls in their under-
standing or preparation for the rotation. One trainee
remarked on the lack of cultural awareness in an Ethiopian
context and the isolating effect it had on her from her sur-
roundings. She describes the moment she acknowledged
that her understanding of “futile care” was much different
from the definition generally accepted by local providers.

The disparity that became clear to me in this case was
my unawareness of what constituted urgent care and
futile care in this healthcare setting, which was already
familiar and internalized with the people who work
there every day.

It was rare for any of the ethical conflicts discussed within
the essays to be resolved. Although many trainees attributed
this lack of resolution to faults within the medical system,
there were instances in which the absence of resolution was
internalized as a personal limitation of the visiting trainee.
This was usually due to lack of fully understanding the con-
text of the conflict, lack of decision-making control, or inabil-
ity to engage Ethiopian providers in a stakeholder evaluation.

TABLE 1
Internal processing categories generated by open and axial coding with definitions of category labels and examples from the reflective

essays

Core category Subcategories Definition Examples

Internal
Processing

Inability to Change
Standard of Care

Frustration or
acknowledgment that
similar scenarios have
occurred previously and
change to prevent
reoccurrence has not
taken place.

“The hematology department does recognize that there
is a problem with neutropenic fever prevention and
treatment in the hospital system. This however does
not deter any treatment which may result in severe
neutropenia.”

Inability to Help Sense of being unable to
influence patient
outcomes.

“Nobody knew where I was from, what my background
was, what my level of training was, and thus I felt it
was unprofessional of me to try and intervene.”

“I think there will always be an internal tension for
radiology residents … between the patient care
environment that they have been trained in, and the
practical realities of Ethiopian healthcare, between
what they hope to do, and what they can do.”

Lack of Conflict
Resolution

Visiting resident perceived
that there was no
resolution to the conflict
they witnessed or
experienced.

“Ultimately, there was no conflict resolution. … The
child did die, but the questions of the boundaries of
our role while working in [Ethiopia], and the question
of what more we can offer remain open.”

“It is unsure if a resolution for this scenario was
achieved. This was a unique scenario and unforeseen
consequence of our pilot study.”

Lack of Identifiable Role Lack of understanding or
expectation about role of
visiting trainee.

“When I discussed this with the resident, the procedure
had already been completed and I did not feel that it
was appropriate for me to question what they had
done—to have started a discussion about informed
consent at the time would have, I believe, seemed
accusatory.”

“As a visitor, it is difficult to insert myself into the
hierarchy of a surgical training program. Although I
would have liked to moderate a discussion with the
attending and the resident at the least, and possibly
with the family, there are established roles and
procedures.”

Lack of Stakeholder
Evaluation

No attempt or perceived
inability of visiting trainee
to assess various
stakeholder input.

“Unfortunately, due to… inability to discuss critical
matters like this with the Ethiopian attendings, it is
unclear their perspective on the matter.”

“It was difficult to ascertain what was most needed or
would be most beneficial for the residents in Addis
before my arrival there.”

Sense of Lacking Cultural
Awareness

Internal reflection of the
visiting trainee
acknowledging a
deficiency in their
awareness of local cultural
or community practices.

“The concept of cultural competency would apply as
this circumstance could have possibly been avoided
with a better understanding of cultural standards of
Ethiopian citizens in general, as well as those within
the medical community.”

“I could have provided my thoughts on how this would
be managed in the USA at my home institution,
however given the immense challenge the surgical
program has with resources—OR time, plates and
screws, reliable pathologic reports—there would be
some disconnect with evaluating the situation and
system as a whole.”
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TABLE 2
External experience categories generated by open and axial coding with definitions of category labels and examples from the

reflective essays

Core categories Categories Subcategories Definition Examples

External
Experience

Congruent Attempt to Understand
Local Approach*

Visiting trainee attempted
to understand the
Ethiopian perspective
by discussing the case
or conflict with a local
provider.

“I was only able to discuss this with
the residents, but their perspective
was one that they had tried many
other systems, none of them worked
very well, and this was their current
attempt at making the best of what
they had.”

“During the process, a couple of
residents explained that is seemed
somewhat strange to be using this
delicacy (thick cuts of high-quality
steak) for a [procedure] simulation,
especially since it would be
discarded once we finished the
simulation.”

Concern about Local
Practice

Medical care witnessed is
viewed as substandard
by both visiting and
local providers.

“I witnessed a critically ill patient
receiving poor medical care. … The
Ethiopian residents were managing
the patient as well as they knew
how. They clearly were overwhelmed
and my impression was that they did
not receive much training on how to
manage situations like this.”

“A prior biopsy read … was clearly not
the correct diagnosis. The team did
not have access to necessary
reconstruction hardware including
plates and screws. They
acknowledged that the standard of
care would have been resection,
however in light of their limitations,
they elected to perform a [different
procedure].”

Cultural Differences A perceived difference in
approach to patient
care between U.S. and
Ethiopian training but
with the same
anticipated outcome.

“The culture in the United States to
weigh the risks and benefits of
treatment and sometimes
withholding chemotherapy for the
benefit of the patient may not be as
well accepted in Ethiopia. When
deciding to withhold treatment from
a patient, the patient and his/her
family should also be involved in the
decision, but this is not the case
based on patient interactions we
observed.”

Issue Also Present in
United States

The conflict details or
themes are
acknowledged to be an
issue within the visiting
trainees home
institution.

“In the setting of poor prognosis for a
progressive disease, it benefits both
the clinician and the patient/family to
discuss their wishes prior to an
emergent event. This could prevent a
similar conflict, but this is difficult to
do in the U.S. let alone in a
resource-limited setting. I do not
think this was an ethical dilemma
unique to Ethiopia.”

“Thankfully there are enough resources
in the U.S. that there wouldn’t be
that kind of waiting list to be treated,
however we do have similar
problems with VIPs or people with a
lot of money getting preferential
treatment.”

Opportunity for
Collaboration*

Acknowledged as an
opportunity for teaching
or learning between
visiting and local
trainees/providers.

“I think in the future I would engage in
a more detailed discussion of how
Ethiopian physicians approach
informed consent. … I would ask
the residents more about the
consent process and what their
typical discussion is with a patient.”

(continued)
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TABLE 2
Continued

Core categories Categories Subcategories Definition Examples

“One of our teaching [topics] was
requested by the Ethiopian faculty
and became a collaboration. … The
faculty and hospital have a huge
need in their patient population for
Palliative Care and identified our
program as a way to help with
establishing that mentoring and
teaching.”

Responsibility to Patient
vs. Community

Direct conflict between a
provider’s responsibility
toward an individual
patient and their
responsibility to the
community.

“Our main conflict is that we will have
to choose between operating in a
limited resource setting despite
knowing that we will have
complications and poor follow up vs.
choosing to not intervene at all.”

“It was a child born with multiple birth
defects who would need advanced
surgical and medical interventions
and there was a delay in diagnosis
due to use of [an imaging] modality
which was not standard. It was also
unclear whether they could offer the
interventions the child would need,
and so that posed the question, is
there a way to get this child to a
center which could? Would that be
the right thing to do? Why would we
offer that to this child and not
everyone?”

Systems-Based Analysis* Conflict prompted a
review of how this
conflict could be
improved at a system-
wide level.

“The resolutions are justifiable on a
case-by-case basis, but do not
remedy the deeper systems
problems. … An attempt at
resolution would require changes
from the top down: hospital funding,
laboratory capacity, pharmacy
dispensing, as well as clinical
reasoning.”

“In the current system, there is no
systematic process to re-evaluate
current MICU patients’ status and
de-escalate care quickly in the
situation where a bed is urgently
needed [for a sick patient].”

Witnessed External
Conflict

Perception of that
Ethiopian providers
experienced similar
distress at the outcome
of a case.

“Although the faculty and staff held the
perspective that the patient should
be made comfortable and ultimately
aggressive care removed in a timely
manner, the influence of the hospital
administration prohibited them from
caring out what was ethically the
most appropriate for the patient.”

“The residents feel unsupported and
not well equipped to make good
management decisions. As a result,
they often make minimal changes to
the management plans.”

Other/Unable to
Determine

Lack of Autonomy Lack or patient or family
autonomy in medical
decision-making.

“The patient was not involved in any of
the decision making as she was not
even present during the visit. Her
family had traveled 200km and there
was no way for them to transport
this elderly woman that long of a
distance safely.”

“Patients’ autonomy was frequently
usurped in Ethiopia. Perhaps due to
cultural norms, the expected
doctor’s role, or provider preference,
many patients were given limited
autonomy in their own medical
care.”

(continued)
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TABLE 2
Continued

Core categories Categories Subcategories Definition Examples

End-of-Life/Palliative Care Conflict involving issues
around palliative or
end-of-life care.

“[CPR] prolonged the child’s life by a
few days. He was intubated and
sedated for the remainder of his
time. … As a clinician, I believe that
the resolution was justifiable in an
emergent situation. However, I do
wish that the situation could have
been prevented to begin with.”

“Because of the acute and urgent
situation, the medical team did not
have explain to the father what they
were doing, and they certainly did
not discuss the father’s wishes
regarding code status or for the
patient’s end of life care…
Unfortunately, this is a common
occurrence in Ethiopia as Palliative
Care is a developing field in both
adult and pediatric care. I witnessed
very few discussions regarding end-
of-life care or code status despite
seeing many critical patients.”

Income Differences Acknowledgment of
income status
difference between
visiting trainee and their
Ethiopian colleagues
and patients.

“Radiology is by its very nature a very
expensive and technology-
dependent field, certainly among the
most so of any of the medical
specialties. This makes a stark
contrast between the United States
and its near-decadent approach to
healthcare and any developing
nation.”

“The hospital has no thrombolytics
available. A private hospital down
the road does. The initial cost is
quoted at 3000 ETB or �100 USD—
a cost that does not initially seem
prohibitive. [The patient’s] family
explains that they are unable to
afford it. Between your [American]
team you easily have that amount in
cash. What do you do?”

Lack of Communication Ineffective or lack of
communication
between
interprofessional
stakeholders and
medical team
members.

“There was little discussion (among the
treatment team, and also with the
patient/family) regarding risks/
benefits of chemotherapy prior to
initiation, at least per our
observation.”

“The ethical conflict could have been
resolved if there was a system in
place to allow for urgent
communication for acute findings
such as paging or telephone. Having
the ability to contact different
services or attendings directly could
provide a streamlined system
allowing for prompt medical care.”

Limited Materials and
Resources

Lack of access or
materials or resources
considered by the
visiting trainee to be
within the standard of
care.

“The resident started bagging the
patient but there was no oxygen
tank available – someone had to go
get it … there are no blood
pressure measurements because the
patient does not have a blood
pressure cuff… ICU attending
mentions using fiberoptic to confirm
placement, but fiberoptic was just
used on another patient and is dirty.”

“Our first day in the operating room we
quickly learned that we would have
limited access to their cystoscopy
equipment. Upon realizing this, we
discussed with the consultants and

(continued)
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TABLE 2
Continued

Core categories Categories Subcategories Definition Examples

residents how this will limit our work
in certain compartments of the pelvic
floor. We explained that in the spirit
of “do no harm,” we cannot perform
surgeries where we are unable to
properly detect iatrogenic injuries,
especially if they can lead to chronic
infection and organ failure later on.”

Limited Patient Follow-Up Lack of patient follow up
within the clinical
setting.

“This patient was sent home relatively
quickly after minimal examination;
both patient numbers and distance
travelled make it impossible to
personally follow patients beyond
the post-operative day one visit.”

“Many times, in Ethiopia, due to the
great distance in being able to
receive treatment, family members
will come to pick up medications for
their loved one and the doctor has
not seen the patient for months.”

Power Dynamics Decision inequities within
a medical team related
to interpersonal
dynamics.

“I did not want to be paternalistic and
jump in when the Ethiopian
residents’ management of the
patient was inadequate, especially
because there was an [American]
ICU attending supervising and not
correcting them.”

“We let the Ethiopian attending lead
the surgery and watched the
surgeon leave small bits of tumor
attached to the underlying mucosa.
In our attempt to remove this excess
tumor made the attending very
uncomfortable and almost defiant
that he did not want us to remove
any further tissue.”

Incongruent Conflict in Cultural Norms Differences in what is
considered an
acceptable or
anticipated outcome
between visiting and
local providers.

“Once he did develop neutropenic
fever, he was not able to receive the
hospital’s standard of care with
regard to antibiotics since he
couldn’t afford it. Such a massive
change will require a change in
provider attitudes. There may be
some cultural differences that may
be difficult to change.”

“In the US if this complication were to
happen, we would do daily checks
on the patient’s eye and pressure
and follow up very closely. [In
Ethiopia] this patient was sent home
relatively quickly after minimal
examination.”

Delay in Care Delay in medical care
correlated with adverse
patient outcome.

“No electronic medical record and
radiology reports are typed on
Microsoft Word with significant delay
in turn-around time.”

“Neurosurgery had not seen the patient
by morning report and were called
again and asked to see the patient.
During the course of the day the
patient’s right sided weakness
became full paralysis and he had
multiple episodes of grand mal
seizures. The next day neurosurgery
still had not seen the patient.”

Lack of Informed Consent Perception of visiting
trainee that informed
consent was not
obtained.

“We discussed informing the patient
and allowing her to decide, but the
language and practice barriers
limited our ability to ensure that this
would be done correctly.”

(continued)
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External experiences. The remainder of ethical conflicts
were scenarios external to the visiting trainee and described
as part of the training and clinical environment within Ethio-
pia. For example, witnessing the treatment of a patient’s
infection be dictated by which antibiotics the patient could
or could not afford. These experiences were further stratified
by the visiting trainee’s perception of congruence with Ethio-
pian providers. In many instances the interpretation of a sce-
nario as an ethical conflict was shared by both the visiting
trainee and the Ethiopian providers involved, whereas at
other times, the conflict stemmed from the fact that a sce-
nario viewed as a conflict by the trainee was not seen as
such by their Ethiopian colleagues. A third theme was also
identified for experiences in which congruence was not spe-
cifically commented on or was unknown in the context of the
situation described.

Congruent external experiences. Themes among exter-
nal ethical conflicts considered congruent between visiting
trainees and Ethiopian providers included clinical conflicts
(witnessed external conflict), issues around the patient–
provider relationship (responsibility to patient vs. commu-
nity), and expectations of clinical outcomes (cultural differ-
ences, issues also present in the United States, concerns
about local practice). Although not a specific type of ethical
conflict, the category of conflict processing (systems-based
analysis, opportunity for collaboration, attempt to under-
stand local approach) emerged as a unique result of trainee
processing of a witnessed conflict.
Visiting trainees reported instances in which they observed

Ethiopian providers experience or discuss ethical conflicts
they have faced. Similarly, some trainees along with their
Ethiopian clinical team were challenged by a conflicting
responsibility to a single patient versus the community as a

whole. One trainee described a case of a young woman with
a pulmonary embolus and the debate of whether to place
her on the last available mechanical ventilator despite her
poor prognosis:

We were conflicted between the natural moral impera-
tive we felt to help the human in front of us and the
realization that doing so would potentially create an
environment that was unfair and favored an individu-
al’s health over that of the system/population.

The final theme within congruent external experiences
included shared expectations of clinical outcomes between
the visiting trainee and Ethiopian providers and distress that
resulted when those outcomes were not met. This included
an appreciation of different approaches to clinical care
between the visiting trainee’s expectation and realistic prac-
tice in Ethiopia provided the outcome was still acceptable.
One trainee commented on this:

What we perceive as “urgent” does not necessarily
translate, figuratively speaking, to the care. This may
be because we’re unaware of the resource availability,
and thus the systemic triage, that often happens
below our perception.

Alternatively, trainees also related to some ethical conflicts
they witnessed by comparing how the scenario would play
out similarly in the United States or at their home institution,
normalizing the ethical conflict as a universal issue. For the
conflicts that were related to substandard clinical practice,
the trainee often described when this concern was shared
by Ethiopian providers as well.
Conflict processing included categories that engaged the

visiting trainee and local providers in recognizing causes of

TABLE 2
Continued

Core categories Categories Subcategories Definition Examples

Lack of Infrastructure Effectiveness of available
or recommended
resources is
undermined by a lack
of institutional or
societal support.

“The fundamental question was: can
we justify offering a potential lethal
treatment of myeloablative
chemotherapy for an also lethal
condition (leukemia) if we cannot
also offer adequate supportive
care?”

“This conflict involves the triage
process and the motivations for
accepting patients to the MICU. …

The scenario described is more of a
system malfunction.”

Utilization of Resources Inappropriate or
ineffective use of
resources that are
available.

“We realized that the residents were
not screening the patients for
diabetes complications and
comorbidities even though the
resources were readily available.”

“She then explained that this patient
had lung cancer, had a poor long-
term prognosis, and should not have
been intubated. The ED only has two
ventilators and by intubating this
woman who had likely chronic
respiratory failure, you wouldn’t be
able to use the ventilator for another
patient.”

* Denotes a category that is not of ethical conflict but describes the downstream effect of experiencing a conflict and constructing a framework to explore potential solutions.
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the ethical conflict and potential solutions together. This cat-
egory is distinctly separate from others in that it does not fall
under “ethical conflicts” per se. However, it does capture
the phenomenon of trainees translating witnessed con-
flicts—for example, allocation of material resources, issues
regarding informed consent, or expectations for clinical out-
comes—into potential solutions. Often the Emory trainee
would describe a multidisciplinary approach that identified
one or several areas of the healthcare system where change
would help prevent similar scenarios from occurring in the
future. Trainees also identified some of these ethical con-
flicts as opportunities to collaborate with local providers or
prompt conversations to try to fully understand the conflict
from an Ethiopian provider’s perspective. One reflection
essay recounted the experience:

I asked the [Ethiopian] residents about whether they
typically discuss code status with the patient’s fam-
ily—and they did not know what I was talking about. I
learned from them that the culture in Ethiopia seems
to imply full code status for every patient.

Incongruent external experiences. This category
includes external ethical conflicts where the conflict experi-
enced by visiting trainee does not seem to be viewed as eth-
ically significant by Ethiopian providers. This was most often
depicted in the cases as Ethiopian providers describing the
context of the case to the visiting trainee with normalizing or
standardizing language. The themes of these conflicts
include resource allocation (utilization of resources, lack of
infrastructure, delays in care), clinical conflicts (informed
consent), and expectations of clinical outcomes (conflict in
cultural norms).
Allocation of resources was frequently reported by visiting

trainees as inefficient use of existing clinical resources. This
included concerns about the use of material resources
(diabetes supplies and pathology cassettes were cited as
examples), delays in providing patient care, and the lack of
infrastructure to support adequate clinical care. One trainee
posed the following question after seeing a patient suffer
complications from chemotherapy:

Should the patient have been given systemic chemo-
therapy knowing the risk of developing neutropenia
with subsequent infection, if the healthcare system is
then not going to support the patient in treating this
life-threatening infection?

Several visiting trainees remarked on issues where cultural
differences in approach to care between themselves and
Ethiopian providers resulted in opposing expectations about
acceptable outcomes. This often challenged the visiting
trainee’s expectations that had been originally formed by his
or her training in the United States. In particular, issues
regarding informed consent were often discussed. One resi-
dent expressed concern when a procedure she felt was
unnecessary for clinical diagnosis was done:

I am not sure if [the resident] explained to the
patient that the only motivation for doing the biopsy
was for education rather than diagnosis. [The resi-
dent] may have done so … I suspect [the patient]
may not have agreed to the procedure for purely
learning purposes.

Other external experiences. There were external conflict
themes that did not clearly fall within congruent or incongru-
ent themes due to lack of information or description pro-
vided in the written essay. For example, resource allocation
(limited materials and resources), clinical conflicts (power
dynamics, end-of-life/palliative care, lack of interprofessional
communication, lack of autonomy), issues around the
patient–provider relationship (limited patient follow-up), and
financial considerations (income differences) were not easily
categorized.
The most frequently cited category for ethical conflicts

revolved around limited material resources. These were
most often framed as a comparison of how the scenario
would be handled using resources readily available at the
trainee’s home institution in the United States compared
with how it was addressed in Ethiopia.

The most striking difference is the resources available,
and the impact they make on care. First, prenatal care
and the impact of screening ultrasound, but also the
availability of advanced imaging, including fetal MRI
and echocardiography. Often difficult cardiac cases in
the U.S. are now identified prenatally. Availability of
advanced cardiac and specialized general pediatric
surgeons, and the transportation to get the children to
the appropriate specialist center are important con-
trasts as well.

Conflicts were also witnessed in direct patient care and
interprofessional interactions. Visiting trainees commented
on ethical issues regarding power dynamics and poor com-
munication within the medical team. There were also several
cases that discussed the lack of palliative care services
available or observed minimal autonomy offered to the
patient to engage in their medical care.

The patient and his family were assumed not to under-
stand the diagnosis and the associated treatments. It
was hard for me to tell if the family was consulted or if
they understood that there would be more surgeries
involved.

Other external ethical conflicts included limited patient
follow-up and an awareness of the financial inequalities
between the visiting trainee and the Ethiopian providers and
patients.

DISCUSSION

This study is among the first to identify a framework and
associated themes about ethical conflicts experienced by
visiting American medical residents and fellows during
STGHEs in Ethiopia based on a qualitative analysis of semi-
structured written reflection essays. Ethical conflicts are
categorized as related to either an internal process or the
external environment relative to the visiting trainee’s experi-
ence. Conflicts related to the external environment are fur-
ther stratified by the degree to which the interpretation of the
conflict is shared with the trainee’s international hosts.
Ethical conflicts during a STGHE can have a profound

effect on the trainee’s experience. Positive outcomes include
viewing the conflict as a transformational experience31 that
causes the trainee to reevaluate their assumptions, change
their understanding of the world around them, and broaden
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their range of moral reasoning. Opposingly, ethical conflicts
can lead to moral distress, defined as discomfort or aware-
ness that occurs when a provider acts in a manner contrary
to personal or professional values due to the influence or
limitations within the external environment.32 Adverse out-
comes of moral distress include stress, anxiety, loss of
compassion, and personal psychological fatigue.33 STGHE
participants are particularly vulnerable to moral distress
because they are surrounded by a community in which prac-
tice patterns, resources, language, and culture are dramati-
cally different from their home training environment.
There is a paucity of research exploring host perspectives

of STGHEs and few investigations we are aware of that
explore the impact of STGHE-related ethical conflicts on
host providers or the academic partnership. Benefits of
STGHEs as described by host preceptors include improve-
ment in specialty training, a sense of achievement in
providing teaching to the next generation of providers,17 and
promotion of the professional image of the clinical location.18

These come at the cost of decreased efficiency for the host
preceptors.17,18 A survey of Ugandan residents found that
nearly a third of participants reported discomfort with the
ethics of certain clinical decisions made by visiting faculty,34

although the same number also shared similar concerns
regarding local faculty as well. Lukolyo et al. also described
gaps identified by host preceptors within visiting trainee’s
knowledge base regarding health system infrastructure. They
conclude that host preceptors prefer trainees to complete a
targeted predeparture curriculum including training in ethical
and emotional challenges they may encounter abroad.18

Within our analysis, ethical conflicts originating from inter-
nal processing included challenges related to the visiting
trainee’s presence in the international site, calling into ques-
tion their sense of self or professional identity. This phenom-
enon has been described previously as related to the
concepts of introspection, humility, and solidarity35 that are
essential for moral development and reasoning.36 The role of
self-compassion and mindfulness in global health remains
largely unexplored,37 but brief mindfulness interventions38

and mindful emotional awareness39 have been shown to
reduce stress and emotional exhaustion while improving
resilience among physicians. Teaching these skills and
applying these principles to anticipated challenges during a
global health rotation may preemptively combat distress
associated with internal processes. We found that visiting
trainees also rarely elicited feedback or perspectives of the
case from their Ethiopian colleagues, experienced resolu-
tion, or debriefed about the ethical conflict before the end of
the rotation. When used in the appropriate setting, these
practices can assist with understanding the root causes of a
scenario, offsetting the emotional or moral distress experi-
enced and reframing it as more of a transformative learning
experience.
Many recommendations for STGHEs include the need for

clear role identification and expectations for visiting train-
ees.2,5,21,23,25 This includes an outline for clinical duties,
teaching responsibilities, the degree of supervision required
based on level of training, and any limitations within normal
scope of practice due to their visiting status. These should
be established before their arrival for the rotation and revised
based on feedback from previous rotation participants and
providers from the host institution. Having a more clearly

defined role agreed upon by both sponsoring and host insti-
tutions and an identified in-country mentor or peer would
likely prevent some of the distress experienced by STGHE
participants. Within the GHRSP, this includes a preestab-
lished Memorandum of Understanding between Emory and
AAU that specifies an annual predeparture evaluation of
training needs and education priorities at AAU before a visit-
ing trainee’s departure. This is an essential part of the collab-
oration to ensure ongoing mutual benefit from the program.
Previous concerns of STGHEs related to the presence of

visiting trainees were not seen within our analysis. Recom-
mendations often raise concern about the burden of visiting
trainees on local providers and the diversion of already lim-
ited resources to meet the needs of visiting trainees;9,40

however, this was not commented on by any GHRSP partici-
pants. This may be related to the fact that Ethiopian col-
leagues have not been queried about this issue directly.
Alternatively, variable amounts of support are also provided
by the high-income institution within academic partnerships.
For the GHRSP, all expenses (salary, airfare, hotel and living
expenses) for visiting trainees and supervising faculty are
covered by the GHRSP through support from the trainee or
faculty’s department and the Dean’s Office in the Emory Uni-
versity School of Medicine. There are also frequently cited
concerns within the medical literature about exceeding a vis-
iting trainee’s scope of practice,41–43 which was not voiced
in any trainee reflection for this analysis. One potential expla-
nation for this is that these issues may be more specific for
individuals who are earlier in their training, such as medical
students,44,45 who have a larger representation in the litera-
ture on STGHEs than residents and fellows.9 Alternatively,
visiting Emory trainees may have lacked awareness of this
concern early in their learning about the culture and context
of medical practice in Ethiopia.
External ethical conflicts related to the visiting trainee’s

environment were most often caused by a difference in
expectations generated from medical training within a high-
income setting versus actual outcomes in Ethiopia. The
levels of distress experienced during the scenario may be
correlated with the level of divergence from expectations
and congruence/incongruence with local providers. Issues
that were similar to those experienced in the United States
or congruent with local providers were familiar to the visiting
trainee. These types of conflicts were more often identified
as opportunities for collaboration or for engagement in
systems-based analyses.
In contrast, incongruent and other external conflicts were

more difficult for the visiting trainee to reconcile without an
understanding of local practice approaches and customs.
This is one of the suggestions made by Melby et al.2 as a
guiding principle of STGHE development to build cross-
cultural effectiveness and humility. These types of ethical
conflicts raise the question of what a visiting trainee’s prac-
tice standards should be in resource-limited settings. Adher-
ing to expectations that are not congruent with local pro-
viders can represent a form of ethical imperialism and serves
as an important reminder that resolution of ethical conflicts
must be sought within culturally and structurally appropriate
contexts. An example of this includes delays in triage and
subspecialty care, which several GHRSP participants com-
mented would be considered unacceptable within the United
States. As discussed by Iserson et al.,46 creating triage
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criteria in emergency care—if accepted by the local provider
and patient communities—can resolve this issue because it is
based on culturally acceptable limits and maximizing use of
the limited resources available. These authors made the argu-
ment for framing these issues as “moral challenges” rather
than “ethical conflict” because the standard of care is differ-
ent between resource-rich and resource-poor areas and the
resulting goals and values cannot be directly compared.46

The distinction between moral versus emotional distress
can also be difficult for medical trainees to identify. Many of
the scenarios described by trainees in our analysis refer-
enced emotionally distressing clinical emergencies, including
cardiac arrest, respiratory failure requiring mechanical venti-
lation, cancer diagnosis, and end-of-life care. The frequency
with which these types of scenarios were described raises
questions about how commonly the label of “ethical conflict”
is applied to cases that are emotionally challenging but ethi-
cally straightforward. In our case series, the application of a
structured written response tool assisted participants in
selecting cases with ethics-specific concerns to answer the
prompts. However, this suggests there is benefit to providing
education on the distinction among ethical conflicts, moral
distress, and emotional distress47 within predeparture curric-
ula to facilitate recognition of the wide array of clinical sce-
narios an ethical conflict does, or does not, encompass.
Specific and reoccurring incongruent external conflicts

suggest case examples and themes for a global health prede-
parture curriculum to address that is tailored to the specific
realities faced in that particular host country by trainees from
that originating institution. Within the Emory–AAU partnership,
this would include cases involving informed consent, interpro-
fessional communication, power dynamics, limited material
resources, and approaches to end-of-life and palliative care in
Ethiopia. For example, several GHRSP participants com-
mented on lack of patient autonomy and engaging the patient
in shared decision-making, both principles fundamental to
medicine in the United States that are less pervasive in other
parts of the world. A predeparture case-based simulation
could address this idea supported by evidence that different
community groups favor a family-centered, rather than
patient-centered, model of medical decision-making48 and
Ethiopian refugees in the United States prefer a diagnosis of
terminal illness to be disclosed to family or close friend, view-
ing this as more appropriate than telling the patient directly.49

The results of this study have important implications
enhancing predeparture preparation curricula. Teaching
trainees the differing types of ethical conflicts they may
experience can help them recognize the issue and select
which set of tools are best used to address it. Ethical con-
flicts around internal processes would be better served if the
trainee was taught about self-compassion and mindfulness.
Congruent external conflicts can draw on skills learned from
ethical conflicts experienced at their home institution, while
incongruent external conflicts may require training in sys-
tems analysis and stakeholder evaluation to fully understand
appropriate clinical and cultural context. This is the first
study to our knowledge that categorizes the types of ethical
conflicts experienced by visiting trainees and provides a
framework for addressing them that can be adapted into a
preexisting global health predeparture curriculum.
Case-based learning is a cornerstone educational tool in

current global health ethics pre-departure curricula used to

introduce potential conflicts and themes with the ability to
immediately process, share opinions, and debrief with other
trainees. Cases can take the form of written prompts such as
the online syllabus created in collaboration by Stanford and
Johns Hopkins Universities50 (http://ethicsandglobalhealth.
org) or the Simulation for Global Away Rotations (SUGAR) cur-
riculum, which uses written prompts and trained facilitators to
teach trainees processing skills that transform ethical conflicts
from distressing experiences into learning opportunities. Both
of these case-based ethics curricula were adapted for use
within GHRSP prior to the trainees’ rotation in Ethiopia. A
more immersive approach is taken by the ESIGHT program51

and the Health, Equity, Action and Leadership (HEAL) Initiative
at the University of California–San Francisco,52 which use
in-person simulated experiences with actors to re-create ethi-
cal conflicts and reframe reactions into adaptive approaches.
In particular for cases involving incongruent external conflicts,
case-based simulation via written prompts or acted scenes
followed by debriefing, theme analysis, and self-reflection may
serve as an invaluable educational tool specific to each spon-
soring and host program collaboration.
Distinguishing differences between internal versus external

conflicts aligns with the findings of Harrison et al.,53 who con-
ducted focus groups comprising of global health faculty on
ethical dilemmas that medical trainees could potentially
encounter. Themes that overlapped with our analysis included
interactions with the external environment and a category for
“personal moral development” similar to our finding of internal
processing but encompassing a wider catchment of moral
and personal beliefs belonging to the visiting trainee. Our sam-
ple differs in that it directly assesses conflicts experienced by
medical trainees rather than concerns raised by faculty with
global health experience. However, the overlap in themes and
categories suggests there are some shared classifications
worth addressing in all predeparture curricula.
Limitations of our study include that it encompasses the

experience of one STGHE program and results should be
applied with caution to other partnerships and international
sites. The utilization of a static written response tool for qual-
itative analysis also limits the application of grounded theory,
and there was no way to confirm or assess category satura-
tion or revisit specific cases for further detail. The small sam-
ple size of 30 written prompts similarly lacks the power to
summarize all of the themes applicable to ethical conflicts
experienced in the Emory–AAU partnership. Perhaps the
most relevant omission is the absence of input from Ethio-
pian providers and that the determination of congruence and
incongruence is based on the interpretation and language
used by the visiting trainee within the reflective essay.
Although research on ethical considerations of STGHEs is
lacking, there is even less literature about the impact on host
communities and institutions54–56 highlighting the need for
bidirectionality in future investigations. Research on this
issue within the GHRSP includes an upcoming interview-
based study with Ethiopian providers to discuss these cases
and elicit novel considerations from the Ethiopian perspec-
tive with the overall goal of tailoring the program to better
promote the agenda of local host communities.
We developed a grounded theory about ethical conflicts

experienced by visiting medical trainees during an interna-
tional health rotation using a constant comparative method-
ology applied to a diverse range of clinical experiences with
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a singular institutional partnership. Although some themes
and structures may be unique to the GHRSP, the overall
approach can be applied and adapted to similar academic
collaborations. The identification of themes stratified by
internal versus external processing and congruence with
local providers helps inform optimal methods for anticipating
these issues within predeparture curricula and preparing
medical trainees for the challenges associated with partici-
pating in STGHEs.
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