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Background. Physical therapist students are increasingly engaging in interna-
tional clinical education (ICE). The growth of international engagement has been
accompanied by appeals to ensure that these experiences are conducted in an ethical
manner. Although detailed guidelines have been developed to guide global health
training in general, they do not specifically address all aspects relevant to ICE in
physical therapist education.

Objective. The purpose of this study was to systematically develop recommen-
dations for the implementation of ICE in physical therapist education to promote
ethical practice.

Methods. An initial virtual focus group of 5 physical therapist faculty with exper-
tise in ICE provided input to review and revise global health training guidelines
previously developed by non–physical therapists. The revised guidelines were dis-
tributed to a pool of 19 physical therapist faculty with ICE experience for additional
review and revision through 3 online Delphi survey rounds.

Results. The participants accepted 31 of the original guidelines with or without
revisions, rejected 2 guidelines, and developed 10 new guidelines or subguidelines.
Most notably, they rejected a guideline related to students pursuing training outside
of a structured program, stressing that ICE should never be done outside of a formal
program.

Limitations. The primary limitation is that the study included only faculty from
sending institutions and thus lacked the voices of the host institutions, students,
partner organizations, or funders.

Conclusions. This study systematically produced guidelines for ICE in physical
therapist education using a range of ICE experts from sending institutions. The
recommendations may be used by educators and other decision makers to optimally
design new ICE opportunities or to improve existing ones. Additional validation
should be done to ensure relevance for all stakeholders.
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Clinicians, faculty, and students
across the health professions
are increasingly engaging in

various educational and professional
activities outside of their home coun-
tries.1–10 These include clinicians
and faculty serving with organiza-
tions, such as Health Volunteers
Overseas, which has a steadily grow-
ing number of volunteer placements
(Nancy Kelly, MHS; written commu-
nication; June 2013). Faculty also
are doing collaborative research,1,2

professional development,3,4 and
exchanges5,6 with international col-
leagues. Additionally, students are
participating in a wide range of
learning opportunities in foreign set-
tings, including international service
learning (ISL)7,8 and international
clinical education (ICE).9,10

Educators have expressed support
for more international educational
opportunities11–14 and have docu-
mented their potential benefits.15–22

Thompson and colleagues’ literature
review15 summarized positive impacts
on medical students’ and residents’
knowledge, skills, and attitudes; they
also noted that international experi-
ences may influence participants’
willingness to work in resource-
limited settings. From the nursing lit-
erature, Sloan and colleagues16 doc-
umented improvements in nursing
expertise and cultural competence
from international clinical place-

ments. The physical therapy litera-
ture contains numerous accounts
of the benefits from international
experiences, including the foster-
ing of cultural competence,17–21 the
expansion of participants’ world-
view,7,10,13,20–22 and improvement in
clinical decision making and clinical
skills.7,10,21

Although the evidence suggests that
the international learning opportuni-
ties offer benefits, the growth of
them has been accompanied by
appeals to attend more to ensuring
that these experiences are con-
ducted in an ethical manner.23–29

Specifically, these authors high-
lighted that benefits must be maxi-
mized and risks minimized for all
stakeholders, including the host insti-
tutions, host communities, patients,
and students. They also highlighted
various potential or existing prob-
lems, including that power imbal-
ances between partners in higher
income and lower income countries
create potential for exploitation23,26,27

and that lack of preparation and
adequate supervision put the stu-
dents23,26,29 and patients23,26–29 at
risk.

Although there are no studies that
have systematically documented eth-
ical violations related to ICE inside
or outside of physical therapy, some
evidence of problems exists. For
example, in a qualitative study of
medical trainees who had partici-
pated in international health elec-
tives, participants labeled the expe-
riences as “unsustained short-term
contributions that lacked clear educa-
tional objectives and failed to address
local community needs.”28(p683)

Another study revealed that sending
institutions did not adequately imple-
ment risk management (eg, requiring
international health insurance) for
physical therapist students involved
in international service learning.29

Authors have offered many sugges-
tions to address the potential for

or existence of ethical problems,
including increased focus on sus-
tainability,23–26 reciprocity between
senders and hosts,23–27 appropriate
student supervision,24,26 increased
attention to risk management,29 and
program evaluation.23–27

Because of these types of ethical
concerns, Crump and Sugarman30

led the formation of the Working
Group on Ethics Guidelines for
Global Health Training (WEIGHT).
Through consulting with global
health and ethics leaders, Crump and
Sugarman formed an international
group of 13 experts in ethics and
global health training. In addition to
being chosen due to their relevant
expertise, the group members were
selected to represent a spectrum of
perspectives and geographic loca-
tions. A literature review related to
ethics and global health training was
shared with the group prior to con-
vening. Then, through a moderated
workshop format, WEIGHT devel-
oped a set of ethics and best practice
guidelines for global health training
(eAppendix 1, available at ptjournal.
apta.org). These 33 recommendations
address the host and sending institu-
tions, trainees, and sponsors and are
germane across the health sciences.

Although the WEIGHT guidelines30

have application to many health pro-
fessions, they do not specifically
address all aspects relevant to inter-
national educational opportunities
in the physical therapy profession.
Some resources have been devel-
oped to guide international educa-
tional activities specific to physical
therapist education. They include
conceptual models for ISL29 and
ICE31; however, neither model pro-
vides the detailed assistance that the
WEIGHT guidelines30 (eAppendix 1)
do.

In this study, we used the WEIGHT
guidelines30 as a starting point to sys-
tematically develop recommenda-
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• eAppendix 1: Summary of
Original WEIGHT Guidelines,
Newly Created Guidelines, and
Final Proposed Guidelines for
International Clinical Education in
Physical Therapist Education

• eAppendix 2: Focus Group Script

• eAppendix 3: Introductions to
Rounds 1 Through 3 of the
Delphi Survey
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tions for the implementation of ICE
in physical therapist education. Clin-
ical education is a critical compo-
nent of a physical therapist curricu-
lum, and students earn clinical
education credit for ICE.31 Partici-
pants in a prior study suggested that
ICE requires a more formal structure
than ISL.31 Additionally, it appears
that ICE is being adopted by physical
therapist education programs at a
higher frequency than ISL.10 There-
fore, the purpose of this study was to
systematically develop guidelines for
the implementation of ICE in physi-
cal therapist education.

Method
The study was conducted in 2
phases. A focus group method was
used in the first phase, and the Del-
phi technique was used in the sec-
ond phase. A consultant with exper-
tise in both methods provided
guidance throughout study design
and implementation to ensure meth-
odological rigor.

Focus groups are used to facilitate
input around a particular topic from
a particular group of informants. The
advantage of a focus group is that a
researcher can solicit ideas and opin-
ions from a group of experts as they
build upon one another’s thoughts
and reflections. A disadvantage of a
focus group is that certain members
may dominate the group and silence
others.32 One way to mitigate this
negative is to ensure anonymity. Dur-
ing the virtual focus group portion of
this study, each participant was iden-
tified verbally by the moderator and
on the screen by an assigned number
only.

The Delphi technique has been used
to obtain face and content validity
from a panel of experts to reach con-
sensus about an issue or determine
whether the survey items reflect
the concepts being measured.33 This
method is based on the premise that
the collective and anonymous con-

sensus of identified experts in the
field related to the topic or problem
being examined results in broader
knowledge of the topic.34

In the Delphi method, there is cur-
rently no set number of experts that
is considered ideal to gain consen-
sus. Yet, the literature suggests that
the number and choice of identified
experts should provide a broad and
diverse level of knowledge about the
issue under consideration and will
vary depending on the objectives
and issues of the study.35,36 Using a
survey tool, the Delphi technique
assesses consensus by analysis of the
percentage of the “yes” and “no”
responses to the questions posed.33

There is no universally agreed-upon
percentage of agreement for consen-
sus. However, the literature suggests
that a threshold in the range of 70%
to 80% is reasonable, and it is recom-
mended that this level be set prior to
the data analysis.34,35 In the current
study, we set the level of consensus
at 80% prior to initiation.

Some experts also argue that adding
the element of anonymity in the
process reduces the likelihood of
“group bias or group think
scenarios.”36(p97) Participants also
were unaware of the identities of
each other in phase 2.

Panel of Respondents
Participants had to be faculty from
US-based physical therapist educa-
tion programs who had current
experience with placing physical
therapist students in international
settings for completion of clinical
education. We deemed that faculty
meeting these criteria possessed the
relevant expertise to contribute to
this study’s aim. Participants were
recruited in 4 ways. First, we sent
recruitment e-mails to participants
from a previous ICE study.21,31 Sec-
ond, we posted an announcement
on the listservs of 2 American Phys-

ical Therapy Association (APTA) sec-
tions (Education Section, Section
on Health Policy and Administration)
and a special interest group (Global
Health Special Interest Group).
Third, we recruited participants via
written and verbal announcements
at the Global Health Special Interest
Group’s business meeting and Global
Health Reception at APTA’s Com-
bined Sections Meeting (CSM) in
February 2013. Lastly, we sought to
use snowball sampling, asking volun-
teers to suggest other possible par-
ticipants with ICE expertise.

A total of 20 participants agreed to
participate in the study. Two individ-
uals were recruited at CSM 2013,
one of whom was from the prior
study.21,31 Of the other previous
study participants, 6 responded to
e-mail solicitation. A total of 12 new
volunteers responded to the listserv
postings. No participants were
recruited via snowball sampling. All
participants signed an informed con-
sent statement.

In the informed consent statement,
participants were asked to commit
to one or both of the following phas-
es: (1) a preliminary focus group that
would convene via a virtual confer-
ence to vet the appropriateness of
the proposed guidelines and (2) a
larger group that would participate
in the Delphi rounds to review iter-
ations of the guidelines until consen-
sus would be achieved.36 Although
most participants offered to be in
both groups, 1 individual chose only
phase 1, and 2 people elected only
phase 2. In total, 18 individuals
volunteered for phase 1 (14 volun-
teered in time to be considered for
phase 1, and 4 provided consents
after we had already selected partic-
ipants), and 19 individuals agreed to
participate in phase 2.

From those individuals who agreed
to participate in phase 1, we pur-
posively selected a group of 6
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experts who represented a range of
university types (2 public, 2 faith-
affiliated private, 2 non–faith-affiliated
private) and who offered ICE oppor-
tunities of varying length in an assort-
ment of countries (Table). Unfortu-
nately, a chosen participant from
a non–faith-affiliated university ulti-
mately was unable to connect to the
virtual focus group due to technical
problems.

Phase 2 included all 19 participants
who volunteered. Collectively, the
20 participants in both phases of this
study reflected diversity in faculty
roles, years of academic experience,
years of ICE experience, university
type, and duration and country cate-
gory of ICE opportunities (Table).

The Delphi Instrument
We began by using the guidelines for
global health training (eAppendix 1)
developed by WEIGHT.30 These rec-
ommendations were used and revised
with the original lead authors’ per-
mission ( John A. Crump, MD, and
Jeremy Sugarman, MD; written com-
munication; February 2013).

Focus Group
The focus group convened virtu-
ally on a predetermined date via
Blackboard Collaborate online col-
laboration platform (Blackboard
Inc, Washington, DC). The research
assistant conducted a trial session
with each of the 6 planned partici-
pants, the consultant, and us prior to
the designated date. As previously
noted, despite this trial, 1 of the 6
participants encountered technical
difficulties on the day of the virtual
conference and was unable to par-
ticipate. All participants were pro-
vided with a copy of the article that
included the WEIGHT guidelines30

and a conceptual model of ICE
in physical therapist education31 in
advance of the focus group.

The consultant served as the focus
group facilitator and followed a pre-

determined script (eAppendix 2,
available at ptjournal.apta.org). The
WEIGHT guidelines30 were pre-
sented individually in a slide show
that all participants could view.
One researcher (C.M.P.) typed notes
directly on the slides as the group
members offered input and reached
consensus; this procedure allowed
the group members to confirm
agreement with what was being writ-
ten. The other researcher ( J.D.B.)
and the research assistant took notes
on their own computers; the entire
session was recorded.

The facilitator asked the participants
to agree or disagree with the rele-
vance of each guideline. They indi-
cated their approval or disapproval
electronically by selecting symbols
(green check for “yes” and red X for
“no”) and were able to contribute
thoughts or suggestions by raising an
electronic hand and engaging their
microphone. The group worked
through the entire set of guidelines
and then reviewed the items to
ensure clarity and 100% consensus.
The focus group lasted approxi-
mately 2.5 hours.

After the focus group, we revised
the original WEIGHT guidelines30

based on the participants’ suggested
changes. Additional nonsubstantive
edits were made to better align ter-
minology with physical therapist
education terminology. For exam-
ple, “trainees” was replaced with
“students.” The revised guidelines
were sent to all 5 members of the
focus group for member checking.
Two members responded; both
expressed agreement and offered no
changes.

Delphi Surveys
We then prepared the revised guide-
lines in the form of an online sur-
vey using the Qualtrics platform
(Qualtrics Inc, Provo, Utah). The
research assistant provided sup-
port in the management of the

online survey tool, collection of
the survey results, and e-mailing the
survey link to participants. After
being sent an e-mail with a link to
the survey, participants had 5 days
to complete the review of the
guidelines. The survey began with
an introduction (eAppendix 3, avail-
able at ptjournal.apta.org). Next,
participants were asked to indicate
acceptance of each guideline as writ-
ten, acceptance with suggested mod-
ification, or rejection. Those recom-
mending modification or rejection
were able to provide constructive
comments or explanations. Addition-
ally, they were asked to provide sug-
gestions for additional guidelines if
they thought they were needed.

We analyzed the survey results. We
accepted those items where 80% or
more of the participants indicated
acceptance as written; we did not
send these guidelines to the group
again. When fewer than 80% of the
responding participants agreed to a
guideline as written, we revised it
based on the panelists’ comments.
We also added new guidelines when
suggested by the participants. We
sent a second survey and then a third
survey that included changes from
the previous iteration, and partici-
pants were given 5 days to respond
to each survey. Each survey had a
revised introduction (eAppendix 3).

During the time period that the par-
ticipants were completing the sec-
ond round of surveys, we noted that
some items in the round 1 survey
had 20 responses instead of 19.
Because responses were anony-
mous, it was not clear which one of
the participants appeared to have
duplicated his or her survey; also no
2 surveys came from the same Inter-
net Protocol (IP) address (which is a
unique identifier of each computer).
An e-mail was sent to all participants;
1 person responded that she had
started the first few questions of
the survey but did not submit it and
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Table.
Participant Demographics, University Type, and Country Categories of International Clinical Education Sites by Study Phase

Variable
Phase 1
(N�5)

Phase 2
(N�19)

Phases 1 and 2
(N�20)

Participant’s academic role

Faculty 0 5 5

DCE/ACCEa 4 12 12

Chair 1 1 2

Other 0 1 1

Participant’s years of experience as an academician in
physical therapist education

0–5 y 0 1 1

6–10 y 3 5 5

11–15 y 2 7 8

16–20 y 0 4 4

21–25 y 0 0 0

26–30 y 0 2 2

Participant’s years of experience in international clinical
education

0–5 y 1 8 8

6–10 y 4 9 10

11–15 y 0 2 2

University type

Public 2 6 6

Faith-affiliated private 2 7 8

Non–faith-affiliated private 1 6 6

Typical duration of international clinical education
experiencesb

1–2 wk 0 3 3

3–4 wk 0 2 2

5–6 wk 0 0 0

7–8 wk 0 4 4

9–10 wk 1 3 4

�11 wk 1 2 2

Varies 3 5 5

Total number of distinct international sites categorized
by types of countries in which they are locatedb,c

Very high human developmentd 8 26 27

High human developmente 6 14 16

Medium human developmentf 4 11 11

Low human developmentg 4 9 10

a DCE/ACCE�director of clinical education/academic coordinator of clinical education.
b Total number of international clinical site exceeds number of universities, as some universities used multiple international sites.
c Countries are categorized based on the United Nations 2013 Human Development Report.43

d International clinical education sites in countries designated as having very high human development were in Australia, Belgium, Canada, Chile, United
Kingdom, France, Germany, Hong Kong, Italy, Ireland, Israel, Japan, Korea, the Netherlands, and Sweden.
e International clinical education sites in countries designated as having high human development were in Bahamas, Brazil, Costa Rica, Ecuador, Jamaica,
Mexico, Peru, Romania, and St Lucia.
f International clinical education sites in countries designated as having medium human development were in American Samoa, Belize, Dominican Republic,
Grand Cayman Islands, Honduras, India, Nicaragua, Suriname, and Vietnam.
g International clinical education sites in countries designated as having low human development were in Cameroon, Ethiopia, Haiti, Malawi, Niger, South
Africa, Tanzania, and Zambia.
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then began again later. However,
this explanation did not account
for the inconsistencies noted, as
items further into the survey had 20
responses.

Therefore, we reanalyzed the data
from the first round. We determined
that there were 3 items that would
not have reached the 80% threshold
had one of the responses not been
valid. Therefore, we added those
guidelines to the third round of the
survey for reconsideration by the
group.

Role of the Funding Source
This work was funded through a
research grant from the Texas Phys-
ical Therapy Foundation.

Results
After the focus group, 7 of the
33 original WEIGHT guidelines30

were accepted as written without
any changes. Five guidelines were
accepted with minor wording revi-
sions. Nineteen guidelines were
accepted after major revisions; 4
of these original guidelines were
expanded into 8, and another 2
guidelines were collapsed into 1
guideline. Two of the original guide-
lines were rejected, and 3 additional
guidelines were created as a result of
the focus group.

After the first round of Delphi sur-
veys, only 11 of the 37 post-focus
group guidelines were accepted as
written; the other 26 guidelines
were accepted but with recom-
mended revisions. No guidelines
were rejected. We made revisions
based on the collective recommen-
dations. The second round of Delphi
surveys yielded 80% consensus on
all but 2 of the guidelines and 2 addi-
tional topic areas that were sug-
gested by the expert panel.

Based on the recommendations,
we added 2 subguidelines within the
first guideline for the host and send-

ing institutions to address the noted
deficits, and the 2 items needing
revision were modified accordingly.
Round 3 of the Delphi survey yielded
80% consensus for all items, includ-
ing the additional ones. The final
round also confirmed that 3 items
in question after round 1 indeed
reached consensus.

Lastly, we made 2 minor edits. One
small change was made to create
consistency across the guidelines (by
replacing “optimal” with “enhanced”
in student guideline 9), and a minor
edit was done to improve readabil-
ity (by adding parentheses around
“verbal and nonverbal” in host and
sending institutions guideline 4).
We considered other edits to further
enhance readability but ultimately
resisted other changes out of con-
cern for altering the participants’
voices.

The Appendix summarizes the final
guidelines produced from the study.
eAppendix 1 allows a comparison
between the original WEIGHT guide-
lines30 and the final guidelines pro-
duced by the participants. Although
most of the WEIGHT guidelines30

were accepted with little or no revi-
sion, the participants recommended
some key changes. The focus group
rejected 2 guidelines. First, they
stressed that ICE should always be
part of a structured program and so
eliminated WEIGHT student guide-
line 14 (shown in eAppendix 1).
They also rejected WEIGHT sponsor
guideline 5 (shown in eAppendix 1),
which tasked sponsors to be part of
the selection of appropriate trainees.

Finding the use of the term “spon-
sors” to be too vague for the purpose
of ICE, the participants recom-
mended creating separate guidelines
for “partner organizations” and for
“funders.” In addition to incorporat-
ing the existing 8 sponsor guidelines
into the newly created partner orga-
nization guidelines, the participants

suggested 2 new guidelines (num-
bers 9 and 10) related to declaring
conflicts of interest and maintaining
predefined periodic communication.
They also created 3 guidelines for
funders (numbers 1, 2, and 3) related
to formal written agreements, an
option to request and analyze pro-
gram evaluation data, and conflicts
of interest.

A few final new guidelines and sub-
guidelines were created to address
the participants’ key concerns.
These concerns included addressing
student safety and emergency care
(new host and sending institution
subguidelines 1f and 1g), donations
(new host and sending institution
guideline 11), and students’ commit-
ment to the internship (new student
guideline 3).

Discussion
The goal of the study was to develop
a list of recommended guidelines for
ICE in physical therapist education
to guide current and future educa-
tors involved in ICE. The results of
the study revealed a significant over-
lap with the original global health
training guidelines.30 However, the
participants’ deletions and additions
highlight that revisions were indi-
cated to better capture ICE in phys-
ical therapist education. Most nota-
bly, the focus group participants
rejected original trainee guideline 14
(shown in eAppendix 1) related to
circumstances when a student may
seek global health training outside
of a well-structured program. They
stressed that ICE should never be
done outside of a formal program.
This assumption was in alignment
with previous research31 indicating
that faculty expects ICE to be well
designed and meet the same stan-
dards as domestic clinical education.
Similarly, the Commission on Accred-
itation in Physical Therapy Educa-
tion (CAPTE) has stated that they
have equivalent standards for domes-
tic clinical education and ICE.37
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This study was developed, in part,
to provide guidance should CAPTE
decide to create accreditation stan-
dards specific to ICE. We are not
aware of such plans, nor are we pro-
moting CAPTE guidelines. However,
if accreditation standards related to
ICE are proposed in the future, the
results of this study should inform
the creation of the standards. At this
point, we advocate voluntary adop-
tion of the guidelines by physical
therapist educators involved in ICE.

Additionally, we support ongoing
dialogue to identify how to further
strengthen these guidelines. For
example, ongoing efforts must con-
tinue to heed ensuring student safety
(eg, use of US State Department
travel warnings and registration sys-
tem) and detailing what is meant by
“cultural competence.”

Although the results of this study are
most applicable to ICE in physical
therapist education, these revisions
of the original WEIGHT guidelines30

may inform future individuals who
are seeking to develop or revise eth-
ics guidelines for their purposes. For
example, during the Delphi rounds,
the participants added explicit
guidelines related to declaration of
conflicts of interest by partner orga-
nizations and funders. No similar
language is found in the original
WEIGHT guidelines.30 In retrospect,
however, we note that similar word-
ing was not suggested for host and
sending institutions, which may
have been an oversight on the part of
the participants.

The above potential oversight high-
lights that the study design could
have been improved. Once a guide-
line reached consensus, we did not
include it in future surveys in an
effort to minimize time demands on
the participants to read and com-
plete additional surveys. By not
being able to see all guidelines, how-
ever, the participants may have

lost the big picture and missed
opportunities to identify holes or
inconsistencies.

Additionally, the study did not
include the voices of host institu-
tions, students, partner organiza-
tions, or funders. Voices from nurs-
ing38 and occupational therapy39–42

call for careful consideration of all
constituent voices. Kubolk et al38

conducted a literature review of all
nursing manuscripts that addressed
international field placement proj-
ects. They noted the consistent lack
of input from the host communities
as a gap in the accounts. The occu-
pational therapy literature notes a
similar gap39,40 and has begun to
publish accounts that include vari-
ous stakeholders’ perspectives.41,42

The current study lays an excellent
foundation for delineating guide-
lines relevant to international physi-
cal therapist practice from the lens
of the sending institutions. Future
investigations are planned to seek
validation from representatives of
the host institutions and partner
organizations, as well as non–US-
based sending institutions.

Conclusions
Although the guidelines will con-
tinue to evolve, this project has sys-
tematically produced a first set of
recommendations for ICE in physical
therapist education using a range of
ICE experts from US sending institu-
tions. They may be used by educa-
tors and other decision makers to
optimally design new ICE opportuni-
ties or to improve existing ones for
the benefit of all stakeholders. These
guidelines explicitly address ethical
concerns related to international
learning experiences documented
inside and outside of the physical
therapy literature.21–25 We are hope-
ful that the results of this study con-
tribute to the advancement of ethical
practice in ICE in physical therapist
education.
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Appendix.
Final Proposed Guidelines for International Clinical Education in Physical Therapist Education

Host and sending institutions will:

1. Develop well-structured programs so that host and sender as well as other stakeholders derive mutual, equitable benefit; development includes:

a. Discussing expectations and responsibilities of both host and sending institutions and agreeing on terms before program implementation; the
terms may be outlined within an affiliation agreement, contract, memorandum of understanding, or other formal written agreement. Revisit the
expectations and responsibilities on a predefined periodic basis, and make modifications to the expectations and responsibilities as needed based
on feedback from all parties.

b. Considering local needs and priorities regarding the optimal structure of programs

c. Recognizing the true costs to all institutions (eg, costs of orientation, professional liability insurance, translation, supervision and mentoring,
transportation, lodging, health care, administration) and agreeing on compensation when appropriate

d. Aspiring to maintain long-term partnerships so that short-term experiences may be nested within them

e. Promoting transparency regarding the motivations for establishing and maintaining programs (eg, to meet an educational mission, to establish
a relationship that might be used to support research, to meet student needs) and identifying and addressing any conflicts of interests and
conflicts of obligations (eg, to local patients, communities, or local trainees compared with US-based physical therapist students) that may result
from such a program

f. Determining plan and clarifying institutions’ and individuals’ responsibilities for addressing student safety and accessing proper emergency care

g. Consulting relevant resources of national and international professional organizations (eg, World Confederation for Physical Therapy)

2. Clarify goals, expectations, and responsibilities through explicit agreements and predefined periodic review by host and sending institutions, partner
organizations, and funders; include host coordinators for clinical education, clinical instructors, and students when applicable

3. Develop, implement, and regularly update formal training for students and relevant representatives of host and sending institutions; include training
related to:

a. Norms of professionalism in host and sending countries (including social media behaviors)

b. Standards of physical therapist practice in host and sending countries

c. Expectations for clinical education in host and sending countries, including models of student supervision

d. Cultural competence

e. Conflict management strategies (ie, professionalism, culture, scientific and clinical differences of approach)

f. Appropriate language skills

g. Personal safety (including housing and transportation)

h. Implications of resource limitations and access to health care

4. Encourage appropriate (verbal and nonverbal) nonthreatening communication to resolve conflicts as they arise in real time and identify a
mechanism to involve the host and sending institutions for timely resolution of the conflict

5. Clarify the students’ level of training and experience for the host institution/partner organization so that appropriate activities are assigned and
patient care and community well-being is enhanced

6. Select students who are in good academic standing, adaptable, motivated to address global health issues, sensitive to local priorities, and willing to
listen and learn; whose abilities and experience match the expectations of the position; and who will be good representatives of their home
institution and countries

7. Promote safety of students to the extent possible (eg, vaccinations, personal behaviors, medications, physical barriers, security awareness, road
safety, sexual harassment, psychological support, professional liability and international health/evacuation insurance, and knowledge of relevant
local laws)

8. Implement collaborative program evaluation, which considers costs and benefits to host institutions, sending institutions, students, patients,
communities, partner organizations, and funders to optimize benefits for all stakeholders; collaboratively consider modification or termination if
costs exceed benefits

9. Establish effective supervision and mentorship of students by the host and sending institutions, including the selection of appropriate clinical
instructors and other mentors and facilitating communication among them such that supervision meets the expectations of professional accrediting
bodies in host and sending countries

10a. Use quantitative and qualitative methods (existing or new) to evaluate the students’ performance and other outcomes related to personal and
professional development during the international clinical experience

10b. Solicit feedback at completion of the international clinical experience and track the participants post-clinical to evaluate the long-term impact of
the experience

11. Follow World Health Organization and other relevant guidelines and consult host institution before making any donations of medication,
technology, and supplies

(Continued)
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Appendix.
Continued

Students will:

1. Recognize that the primary purpose of the experience is global health learning; it is completed with supervision consistent with professional
guidelines, and congruent with sending and host institutions’ goals and expectations

2. Recognize that the duration of the training experience should be tailored so that the needs of both the host and sending institutions are met

3. Demonstrate commitment to the internship clinical experience through planning, implementation, and evaluation to ensure that the experience
meets the needs of all stakeholders

4. Communicate with sending institutions before, during, and after the international clinical experience to optimize student preparation and
performance and to contribute to program evaluation

5. Communicate with host mentors throughout the international clinical experience and at other times if deemed appropriate by host and sending
institutions

6. Learn appropriate language skills relevant to the host’s locale, recognizing that the required level of proficiency for students will depend on the site
and availability of reliable medical interpreters

7. Demonstrate awareness of and respect for the sociocultural, political, and historical aspects of the host community before and during the
international clinical experience

8. Acquire and reinforce knowledge and skills with appropriate supervision in consideration of both students’ and clinical instructors’ skill level and
expertise

9. Communicate with clinical supervisors and others, as appropriate, to ensure that assigned activities are within physical therapy scope of practice in
sending and hosting countries and to ensure that patient care and community well-being are enhanced

10. Recognize, respect, critically analyze, and participate in divergent patient/client management paradigms and differing health care systems

11. Demonstrate cultural competency (eg, personal dress, patient privacy, culturally appropriate and inappropriate gestures, gender issues, traditional
beliefs about health, truth telling, social media) and engage in appropriate discussions about different perspectives and approaches

12. Take measures prior to travel to ensure personal safety and health, including obtaining proper immunizations and medications

13. Take measures during international clinical experience to ensure health and personal safety, including following institutional and governmental
recommendations related to food, travel, and personal behavior

14. Meet all administrative requirements for host and sending country, including licensing standards, visa policies, and training on privacy and security
of patient information

15. Follow accepted international guidelines regarding the donation of medication, technology, and supplies

16. If research is planned as a part of the clinical experience,

a. Develop the research plan early and in consultation with mentors

b. Focus on research themes of interest and relevance to the host

c. Follow all research procedures of the host and sending institution, obtain ethics committee approval for the research before initiation of
research, and receive appropriate training in research ethics; follow international standards for authorship of publications emanating from the
global health experiences, and discuss these issues and plans for presentations early in collaborations

17. Share positive and constructive feedback related to the international clinical experience with the host institutions, sending institutions, partner
organizations, and funders during and after completion of the experience, as appropriate

Partner organizations will:

1. Promote the implementation of and adherence to guidelines related to the sending and host institutions and to students

2. Consider hosts’ needs and priorities, reciprocity, and sustainability of programs

3. Ensure that the true costs are recognized and supported (eg, costs of orientation, insurance, translation, supervision and mentoring, transportation,
lodging, health care, administration, monitoring, and evaluation)

4. Execute explicit agreements with sending and host institutions, with periodic review, to help clarify goals, expectations, and responsibilities

5. Promote safety of trainees to the extent possible by:

a. Sharing relevant information with the sending institution in advance to assist in preparing students prior to travel

b. Providing relevant safety advice to students during the training experience (eg, road safety and knowledge of relevant local laws and safety
issues)

6. Encourage effective supervision and mentorship by the host and sending institutions

7. Require that sponsored programs comply with licensing standards, visa policies, and research ethics review; provide information on privacy and
security of patient information and comply with other host and sending country requirements where applicable

(Continued)
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Appendix.
Continued

8. Ensure that data are collected to determine the effects of the international clinical experiences and use the data to enhance the program and to
evaluate future viability of the partnership

9. Declare any potential conflicts of interest to host and sending institutions

10. Maintain predefined periodic communication with the host and sending institutions regarding program coordination and program evaluation

Funders will:

1. Ensure explicit formal written agreements between host and sending institutions, with periodic review, to help clarify goals, expectations, and
responsibilities

2. Have the option to request and analyze results of ongoing program evaluation from host and sending institutions

3. Declare any potential conflicts of interest to host and sending institutions
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