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KEY POINTS
 Thousands of health care providers volunteer annually for short-term medical service
trips.
 These trips have the potential to both benefit and harm those involved.
 The context, resource and time limitations, and the language and cultural barriers present
ethical challenges to volunteers.
 Based on published guidelines and program descriptions, we propose some guiding principles that can inform and equip those engaging in medical volunteerism including
mission, partnership, preparation, reflection, support, sustainability, and evaluation.

BACKGROUND

In April 2014, the NY Times Opinion Pages hosted a debate titled “Can ‘Voluntourism’
make a difference?.”1 In response to the growing trend of travelers from high-income
countries opting to volunteer in low resource settings, the investigators in this series of
opinion pieces set forth their answers to the question based on their experience and
expertise on the ethics and impact of short-term volunteers. Similarly, National Public
Radio labeled “voluntourism” as “one of the fastest growing trends in travel today”
with “more than 1.6 million volunteer tourists.spending about $2 billion each year”
and asked the question “who’s it helping most.”2 The NY Times and National Public
Radio pieces portrayed growing tensions with this type of short-term service and
detailed a mixture of opinions and perspectives on the benefits both for those serving
and those being served.
Medical providers have a long history of volunteerism and service to those most in
need. Short-term medical service trips (MSTs) have continued to grow in the recent
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past. Although no central monitoring body exists, researchers have found more than
500 organizations offering MSTs with a “very conservative estimate” of annual expenditures at $250 million.3 These service trips last anywhere from days to months and are
offered both by faith-based and non-faith-based organizations. They may be in
response to disasters such as the recent earthquake in Nepal or the Ebola epidemic
in West Africa, or focused on nonemergent health care in chronically underresourced
areas. MSTs are especially common among students. In 2014, the Association of
American Medical Colleges reported that 36% of matriculating medical students
had participated in an international volunteer experience before medical school, and
29% of graduating medical students had participated in a global health rotation or
volunteer experience during medical school.4,5 These types of experiences are
growing among all health professions and at all levels of training.
Although motivations for participating in MSTs vary by the individual, the underlying
foundation is often a response to the health disparities and inequitable access to resources that exist globally. For instance, sub-Saharan Africa is estimated to have 24%
of the global disease burden but only 2% of the global physician supply.6 MSTs offer a
means of response and opportunity to “do something.” Therefore, investigators have
written, “it is difficult to imagine a pursuit more closely aligned with the professional
values and visceral instincts of most physicians.”7 Research has also described the
benefits of such experiences for trainees, including a broadened medical knowledge,
improved physical examination and procedural skills, enhanced sensitivity to cost issues, and a greater appreciation for cross-cultural communication.8–20 Participants
have demonstrated an increased likelihood to enter general primary care, obtain public health degrees, and engage in community service.8,9,15
Yet, in the midst of this growth of MSTs, there has been an increasing realization of
the risks and challenges these experiences present. For participants, the risks can be
to be their own personal health. In 1 study, 4% of participants in a medical program in
Kenya experienced tuberculin skin test conversion after the experience.21 Cultural differences may make communication and understanding difficult with respect to expectations, values, and decision making. Resources including equipment, personnel, and
infrastructure are likely be limited compared with participants’ usual work environment, requiring them to practice in new and unfamiliar ways, perhaps beyond the
scope of their training and expertise, with pathologic conditions they may be unaccustomed to treating. For the host communities, these MSTs may pose safety risks to
patients, compete with local services, and use limited local resources such as
personnel and infrastructure based on external priorities and with little accountability.
In the end, these short-term MSTs, although well intentioned, may actually cause harm
leaving participants disenchanted and communities in a worse position than before.
Within this context, there has been an increasing call for dialogue about ethics and
impact of short-term MSTs.22–47 This article seeks to provide insight into the ethical
challenges and offer some general principles from the literature to guide individuals
and organizations involved in medical volunteerism.
ETHICAL CHALLENGES IN MEDICAL VOLUNTEER WORK
Context

There are many contextual features about medical volunteer work that can provide
ethical challenges to volunteers. By the very nature of the work, volunteers travel to
areas that lack resources including equipment, personnel, and infrastructure. This
may be a short-term gap in the setting of a natural disaster or may be a longstanding
shortage based on sociopolitical factors. Short-term volunteers may question the
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impact of MSTs that are only able to address the “symptoms of broader inequalities in
health that require more radical solutions at the national and international level.”26
They may feel discouraged if they perceive themselves to only offer a ‘band-aid,’ while
the deeper problems continue to exist.
The communities served by these MSTs are inherently vulnerable populations.37
Whether victims of social, economic, or environmental factors, these communities
have limited access to health care. Often impoverished, these populations are
at risk of exploitation by MSTs, raising ethical concerns about informed consent,
beneficence, coercion, autonomy, and justice. Exploitation may take place in various
forms and to varying degrees, from the use of unauthorized patient photos for fundraising and publicity to the extreme of practicing new procedural techniques during
MSTs.39,40 Volunteers in such settings may feel pressure and justification to work
beyond the scope of their training and expertise based on the limited resources and
the lack of other options for health care available to patients. In addition, patients
may have limited understanding of the procedures and treatments including the risks
of such plans as well as the qualifications of the health care provider offering the
services.
In these settings, medical volunteers may encounter medical conditions that differ
from those of their home context. Even when patients have familiar diseases, they
often present at more advanced stages and may be complicated by conditions,
such as severe malnutrition, for which medical volunteers may have limited experience.22,32 Furthermore, the treatment options available to the volunteer may include
medications or tools unfamiliar to them.
Limited Time and Resources

MSTs are limited in their duration. Testing and interventions often must be accomplished on a shortened timeline with limited availability for follow-up of outcomes
including complications. The resources and equipment are often limited, leading
health care providers to make diagnostic and treatment decisions very differently
than they do in their usual practice. The overwhelming number of individuals in
need may further complicate triage decisions, and the selection of patients to be
seen and treated may become problematic. The process of triage may not be viewed
by local stakeholders as transparent, equitable, or based on who is most in need of
available services. The outcomes of MSTs reported to sponsors and the public are
often measured in total numbers of patients seen and treated. This favors a “quantity
over quality” approach limiting time with individuals.32 With respect to MSTs
providing surgical procedures, the emphasis on volume can overwhelm the health
care system’s ability to meet ongoing service needs.22,23,32 Without intimate community knowledge or effective health record systems, follow-up care can be greatly
compromised.
In addition, although often filling a short-term need, donations and other supplies
brought in with MSTs may actually lead to delays in local leadership solving longterm supply problems. In fact, in response to the complexities of donating health
care equipment, the World Health Organization has published guidelines as such
donations can “even constitute an added burden to the recipient health care system”
without proper planning and collaboration.48
Cultural and Language Barriers

All the above issues are compounded by cultural and language barriers. These barriers exist in daily domestic practice, but overseas they are often magnified, complicating communication and understanding of values, perceptions, and decision
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making. This can manifest as insufficient understanding of disease, including its
causes and appropriate treatments.32 Even when sharing a cultural background
with a patient, it can be difficult to explain the risks and benefits of certain treatments and to reach a collaborative plan. Yet, communication and understanding
are vital to providing patient-centered care, ensuring the patient’s engagement in
the treatment plan, and promoting the best health outcomes. Differences in culture
and language can also complicate relationships between health care providers from
different settings. Short-term volunteers may not understand how their decisions
and recommendations conflict with the values and plans of local providers. This
may lead to tension between host and visitor, and adversely impact the care of
patients.
LESSONS FROM INTERNATIONAL RESEARCH

Parallels have been drawn between short-term medical volunteerism and international clinical research including the ethical considerations of each. International
research ethics have become established over the last 2 decades. In 1997, a debate
on the ethical standards of international research came to the forefront after a
placebo-controlled clinical trial that was conducted in developing countries focused
on the prevention of mother-to-child HIV transmission. In this case, controversy
focused on the use of the placebo-controlled research design despite the existence
of a proven efficacious standard of care.49,50 Subsequently, in 1999, the Nuffield
Council on Bioethics published their guidelines The Ethics of Clinical Research in
Developing Countries.51 The Nuffield Council and the Council for International Organizations of Medical Sciences ultimately agreed that patients involved in research
should have the same standard of care provided as would be carried out in the
research sponsor’s country.51,52
In recent years, there have been calls for the application of similar guidelines to
medical volunteer experiences.26,30,34,53 Investigators have decried the lack of ethical
frameworks and oversight for MSTs despite their significant operational similarities to
international clinical research. They have even suggested the creation of a formalized
ethical review process for MSTs involving the local community and similar to institutional review boards.34
PRINCIPLES FOR MEDICAL VOLUNTEERISM

Meanwhile, the literature on MSTs has been growing with respect to best practices
and guidelines. Suchdev and colleagues,54 based on their experience developing
the Children’s Health International Medical Project of Seattle, proposed the guiding
principles of mission, collaboration, education, service, teamwork, sustainability,
and evaluation. The Working Group on Ethics Guidelines for Training Experiences in
Global Health’s guidelines, published in 2010, further expanded these principles
and best practices for institutions, students, and sponsors involved in such experiences during medical training.30 Other programs and institutions have also published
their curricula, guidelines, and organizational principles focused on the ethics of shortterm MSTs.35,43,55–57 In the realm of humanitarian assistance, the Sphere Project has
developed the Core Humanitarian Standard (CHS).58,59 CHS outlines a set of 9 commitments for both individuals and organizations to improve the quality and effectiveness of their interventions.59 Together these guidelines and principles can be
generally organized as mission, partnership, preparation, reflection, support, sustainability, and evaluation.
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Mission

For an institution or an individual, a mission involves the purpose and motivation for
service. This may be a formal mission statement that communicates a program’s
aims and values. For an individual, it may be less formal but is certainly no less valuable to consider, especially as each health care worker wants to work with an organization that reflects his or her own personal ethos and values. In general, the mission
will encompass addressing global health disparities through service.
For an individual, however, the motivation to serve may also include a focus on
personal growth and awareness. That is not to say, as some have written, that medical
volunteerism should be seen as an alternative for tourism in order to see exotic places.60 Personal growth does (and indeed should) accompany service in such environments. It is the relationships, experiences, and reflections that often leave participants
stating, “I gained much more than I gave.” Although this statement may sound selfcentered and self-serving, it should be judged only in context with the benefits the
communities received. During these experiences, the focus and priority should be
given to the patients, but the health care providers and the communities can and
should both benefit.
Partnership

As one author commented, even passionate, smart, and informed students may
“make snap decisions about the best harmonization of complex [ethical and situational] concerns [in global health] without consulting the most important source of
information: the people they serve.”55 Local collaboration and partnership are critical to MSTs. True collaborative partnerships begin with planning of the service,
and carries on throughout the experience and beyond. It seeks to empower the local
community, valuing their perspective and listening to their needs. As another author
writes, part of the value in MSTs is the “expression of mutual caring or solidarity.”26
This type of partnership occurs through intentionally planning services that augment
and support local priorities and values, rather than undermining or competing with
them.
Whereas MSTs are often very brief, a long-term relationship is an important component of effective and sustainable delivery of quality patient care.42 A long-term relationship may take different forms depending on each situation. Models may include
MSTs with teams returning to the same location multiple times over the course of
years or serving through an organization with a long-term staff on-site all year.
Preparation

Appropriate preparation for MSTs includes addressing individual health concerns and
basic logistics, including volunteer safety, vaccinations, travel, and malpractice insurance. However, it also requires a basic understanding of local culture, health systems,
epidemiology, and sociopolitical considerations.30,42 It should focus on the practicalities of service in resource-limited settings and on principles of health equity, universality, and the socioeconomic determinants of health.36,43 Preparation equips
volunteers with a framework of expectations and tools to process the experiences
and challenges. It may include informal discussion, formal didactic curricula, case
studies, or simulation.46,57,61
Reflection

There is a growing emphasis on the need for personal reflection in order to process the
experiences of MSTs, to maintain humility and openness, and to continue to provide the
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highest level of care.38,57,61 Space and time for reflection allows room for personal
growth as one becomes more aware of one’s emotions, assumptions, biases, and
values. The Ethics of International Engagement and Service Learning Project promotes
a model of “reflective praxis” bringing together action and reflection.61 For them, reflection “means critically examining one’s own views, assumptions, convictions, and
actions,” and this practice “encourages thoughtful, careful, and evolving engagement.”61 Critical reflection promotes transformation, meaning, and connection in MSTs.
Support

Dialogue, mentorship, and social support are also vital components of short-term
MSTs. Among humanitarian workers, burnout, depression, and substance abuse
are common, with between 10% and 20% having reported depression, anxiety, or
emotional exhaustion.62 However, in 1 study, increased social support was associated with lower risk of depression or distress as well as greater life satisfaction.62
Social support allows for a “continuous and open discussion” around challenges,
stresses, and the benefits of service while also including clear communication protocols, supervision, and space for debriefing.42 Mentorship and on-site coaching have
been described as indispensable for MSTs.55 Nevertheless, these components are
frequently missing.63
Sustainability

Volunteers, institutions, and sponsors of MSTs should consider how their work is
building beyond the short-term experience.30 This may involve training local providers,
building local infrastructure, and maintaining long-term relationships.35,54 It must be
built on local collaboration and an empowering partnership while being realistic about
the limited time and funds characteristic of MSTs.56,61
Evaluation

Lastly, there are increasing calls for improvement in measurement and reporting the
outcomes of MSTs. Although the field continues to grow, reports of the services are
often anecdotal, narrative, or focused solely on the quantity of services offered.41,45
Despite the thousands of trips and millions of dollars spent each year, 1 systematic
review found only 6% of the published studies on MSTs over the last 20 years included
even low-level evidence and data collection.45 Organizations and institutions have a
responsibility to those whom they send on MSTs, and the populations they serve,
to ensure quality monitoring and evaluation. Sponsors and participants should require
routine and ongoing measurements from organizations demonstrating the effectiveness of their MSTs.30
SUMMARY

Those who write and talk about the dream of global health equity can make people
think, but can not make them care. It is only through direct involvement with the
poor in the developing world (or here at home) that medical students and others
in the medical profession at large will find reasons to care and, ultimately, find
ways to change the health of the world’s most vulnerable.
—Edward O’Neil25
Gustavo Gutiérrez, the father of liberation theology, once advised people to forget
the “head trip” of studying the problems of the poor and take a “foot trip” to work
among them.25 Medical volunteering offers an opportunity for health care providers
to take such a “foot trip.” The experiences challenge, encourage, and change
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participants. They promote a sense of a “common humanity” and that “their suffering
is our suffering.”26 Yet, there is a growing realization that, despite good intentions,
these MSTs may fall short of their goals to address the inequities present and may
even harm the very communities they are meant to serve. As health care professionals,
we bear the social responsibility of our actions to serve the welfare of our patients and
first and foremost to “do no harm.”64 The contexts, resource and time limitations, and
the language and cultural barriers may present various ethical challenges to volunteers, and therefore there have been increasing calls for guidelines, transparency,
and open review of MSTs and their outcomes. Parallels have been drawn to international research in developing countries for which guidelines and best practices have
been formally developed and implemented over the last 2 decades. While the dialogue
continues, principles of mission, partnership, preparation, reflection, support, sustainability, and evaluation can inform and equip those engaging in medical volunteerism.
With thoughtfulness and humility, we can and should serve those in need, focused and
reliant on collaboration, introspection, and ongoing dialogue to help us navigate this
space filled with incredible complexity, challenge, and reward: both for those who
serve and those who are served.
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