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Abstract
Introduction  Student outbound mobility is a major element in internationalization of medical education and global health 
education. However, this approach is often criticized, as it is inherently inequitable. Internationalization at home is a newer 
concept that aims to provide students with international skills and experiences without exchange travel. We report detailed 
outcomes of an international online program during the COVID-19 pandemic, which aimed to include acquisition of cultural 
awareness and competency—similar to what the students would have obtained if they had travelled abroad.
Method  Sixty-eight students from 12 international universities participated in international small peer group collaborative 
work, and online networking. Perceived improvement of cultural competency using Likert scale and open-ended questions 
was used as a measure of success. Furthermore, students’ definition of cultural competency in the different countries was 
obtained.
Results  Students improved their cultural competency skills. Data analysis supported statistically significant improvement 
of the above skills after the program, in comparison to the start of the program.
Discussion  Internationalization of medical education can be achieved at home—via structured online peer exchanges—and 
can provide students with intercultural skills and networking opportunities that are typically achieved via international in-
person travel. The above represents a socially just and equitable way to reach all students and can result in improvement of 
their cultural competency, preparing them for their work in global health, and thereby resulting in improvement of global 
health.

Keywords  Cultural competency · Internationalization · International collaboration · Medical students · Internationalization 
of medical education · Internationalization at home · Global health education
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Introduction

Internationalization of Medical Education at Home

Internationalization of medical education (IoME) can 
improve global health by providing future physicians 
with international competencies to practice medicine with 
a global mindset [1]. To date, particularly in the Global 
North, IoME primarily involves students’ international 
outbound mobility—preferably to the low- and middle-
income countries (LMICs) [1–4].

This approach appears to be insufficient, as these programs 
are unpredictable, unsafe during a pandemic, untimely, and 
are offered only at a limited number of institutions, acces-
sible to only a few privileged students. These programs by 
their very nature prevent the participation of students from 
low socio-economic backgrounds, and others—for example, 
students with physical disabilities—are inherently inequita-
ble, and not available to all. Expansion of international travel 
programs to include all students is not sustainable, and sug-
gesting that it would ever be possible to extend existing IoME 
programs focused on mobility to all students is not ethical 
either. Consider for example, the impact of the increased 
carbon footprint on the climate if there was a large increase 
in these programs. Furthermore, the impact of expansion 
of mobility programs on the less privileged host countries 
would be significant and raise concerns about resource dis-
tribution and sustainability, and initiate ethical deliberation 
about social justice and equity, including medical volunteer-
ism and attitudes of neo-colonialism [6].

There is no doubt that travel to a foreign country has its 
place in higher education and can expedite the acquisition 
of skills that can promote students’ competencies for inter-
national collaboration and international understanding.

However, in 2021, in view of the recent global COVID-
19 pandemic, one must consider alternative ways to teach 
international skills, and attempt to reach a larger number of 
students without unpredictable, and resource draining travel 
abroad programs.

Recently, literature in the emerging field of “internationali-
zation of higher education at home” (IoH) has surfaced. IoH is 
a newer concept, primarily found in research of international 
higher education [7–9], which evolved around educational 
research to achieve objectives in international education at 
home including student curricular activities. In medical edu-
cation, recent formats for international medical learning have 
been questioned [10]. Particularly in the USA, published reports 
about local programs that aim to acquire international skills are 
overall limited to date [11–18]; specifically, working with inter-
national peers or patients online without associated travel [5].

To date, reports about local programs that aim at learn-
ing international competencies without associated travel 

are limited [1]; often offered via Global Health education 
programs that are associated with schools of Public Health 
[2]. While international preparatory courses are often part 
of international student travel programs [19–21], dedicated 
local international teaching without associated travel is over-
all limited [12, 22–24].

Although calls have been made to shift IoME locally [25], 
to date, there is limited reported literature on successful IoME 
at home programs in undergraduate medical education [11, 12, 
16, 23].

Over two decades ago Ostbye et al. [18] proposed that 
medical students use the internet as a cost-saving alternative 
for medical electives [18]. Since then interest in interna-
tionalization of medical education (IoME) and global health 
has risen significantly [2] but programs in IoME have not 
included many online activities.

The authors assert that certain expertise such as learn-
ing cultural competency, international networking, leader-
ship, and collaboration skills can be achieved via structured 
international programmatic efforts at home, and contribute 
to the improvement of global health without associated 
travel. For medical and global health education, interna-
tionalization at home curricula are an efficient and socially 
equitable way to introduce global health related topics to 
students who are disadvantaged and are unable to travel, 
or to students who study at institutions that do not offer 
travel opportunities.

Cultural Competency

Cultural competency is an important element in medical 
education to help improve Public and Global Health [26, 
27]. Definitions of cultural competency in healthcare vary, 
with most of the definitions focused on improving clinical 
patient care and addressing health disparities [27]. Despite 
different definitions, cultural competency skills education is 
included in the curricula of most health professions and the 
topic has been extensively investigated [28–33].

In medical education, cultural competency skills are often 
aimed at preparing students to work with an increasingly 
diverse patient population in clinical patient care settings 
[33, 34] and/or to raise awareness of working with a diverse 
workforce at home. Little emphasis has been placed on pre-
paring students for future international leadership roles and/
or collaborative work with international colleagues—in a 
multilateral direction. At a time of global interconnected-
ness and an increasing need for international collaboration in 
healthcare—highlighted by recent global health events and 
the COVID-19 pandemic—acquiring cultural competency 
skills that provide future physicians with the ability to work 
together appears to be a high priority [35] and ultimately 
improves the global healthcare world.



Medical Science Educator	

1 3

Teaching frameworks for cultural competency education 
vary—including lectures, discussion groups, case-based 
learning, readings, videos, and more [33]. Frequently, it is 
introduced via self-reflection [36]. Brottman et al. reports 
that about 30% of reported teaching models include immer-
sion experiences [33]. Particularly in the Global North, 
cultural competency training is often one-sided and geared 
towards educating the visitors and not the host [6, 37]. At a 
time of concern regarding global social justice and equity, 
and in an era of sensitivity to decolonization, one needs to 
rethink current practices.

In order for medical and global health educators to recon-
sider Ostbye’s online approach as a replacement for student 
exchanges, details of learning outcomes of such IoME at 
home programs are deemed necessary.

Recently, the authors shared a brief communication with 
the dental educator community about an online IoME at 
home program that was designed as a replacement for travel 
exchanges during the COVID-19 pandemic. Learning objec-
tives of this program included the acquisition of cultural 
competencies, networking skills, and scientific knowledge.

Details of the learning outcomes regarding cultural com-
petency or what cultural competency meant to students in 
the different countries were not presented [38]. Cultural 
competency learning included the improvement of skills 
such as “Knowledge” about, and “Attitudes” toward differ-
ent cultures.

The focus of this current study was to demonstrate that 
online exposure to international peers via short-term struc-
tured international online programming improved intercul-
tural competencies. Furthermore, as part of this study, the 
authors include an international comparison of students’ 
definitions of cultural competency as a baseline.

Results from this study will add to the body of litera-
ture on teaching methods and definitions regarding cultural 
competency learning; to improve students’ understanding of 
global and public health. In addition, the study aids in the 
understanding of the novel area of internationalization at 
home programs in medical education, and furthers research 
about whether this approach can serve as a low cost alterna-
tive and/or as enrichment to international travel and immer-
sion programs—building on Ostbye’s proposal in 1995.

Methods

During the COVID-19 pandemic of 2020, an 8-week online 
program was created to replace international exchange 
travel, in order to provide students with learning compe-
tencies similar to those expected to be acquired during 
international internships. The online program’s goal was to 
set up a framework for international peer networking and 
exchanges—resulting in educational objectives that included 

acquisition of cultural competency expertise among other 
skills.

Specific learning objectives for cultural competency 
included learning about other countries and differences in 
their cultures (e.g., customs, history, beliefs, stereotypes), 
including self-awareness of other countries and cultures in 
comparison to one’s own culture and country, and apprecia-
tion of diversity. For detailed questions see Supplement 1.

While networking, leadership, and collaboration skills 
can be acquired via exposure to local peers, the multi-
lateral international exposure introduced students to skills 
needed for working internationally—e.g., learning about 
differences in various cultures that can be a barrier to inter-
national communication, working across time zone differ-
ences and across language barriers, experiencing different 
international healthcare systems, ethics and laws, and learn-
ing about socio-cultural or geo-political differences during 
the COVID-19 pandemic—leading to global literacy (see 
Supplement 1). Through international comparison of cus-
toms, attitudes about ethics, and stigmata the students were 
exposed to different viewpoints and cultures that could not 
have been achieved via exposure to local peers at home. 

The framework of the program was designed by a collab-
oration of faculty and selected student leaders. It consisted 
of weekly small group and large group online meetings, for 
student networking and discussion sessions. Small and large 
group discussion topics that were selected by faculty and 
student leaders centered on the timely theme of COVID-
19 (Supplement 1). The student leaders were prior partici-
pants of an international exchange program and facilitated 
the discussion sessions under the supervision and presence 
of faculty with public health background. How to facilitate 
the discussions was discussed at faculty meetings with the 
senior students. The networking sessions included virtual 
small group breakout sessions where students from different 
countries discussed their experiences with the pandemic, 
and how their countries handled the situation.

The program was a voluntary activity for students who 
were scheduled for international summer exchange travel 
but were unable to do so during the COVID-19 pandemic 
in 2020. Students who participated joined for all 8 sessions. 
The students acquired intercultural skills by learning about 
different healthcare systems and socio-political differences 
in the partner countries, and during dedicated sessions cov-
ering various topics relating to cultural competency. Themes 
and guided questions are attached in Supplement 1.

The students worked in small peer groups based on the 
faculty-led guided themes, conducted online large group 
student discussions and debates about selected global 
health, public health, and health ethics topics, and partici-
pated in student online networking meetings—as previously 
described [38].
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Students’ self-assessment of cultural competencies, after 
interacting with their international peers utilizing the online 
international exchange platform at 12 medical schools, was 
used as a measure of success and evaluated whether learning 
objectives were achieved.

Initially recognizing the complexity of what cultural com-
petency meant to the students, before analyzing the students’ 
self-assessment of their learning of cultural competencies in 
the program, was deemed an important sequence. The next 
step evaluated whether cultural competency can be improved 
via “online immersion” with peers from different countries.

Likert scale, multiple choice questions, and open-ended 
questions using Qualtrics© captured the students’ percep-
tions pre- and post-program. In order to capture the students’ 
self-perception of cultural competency Likert scale ques-
tions focused on, and were loosely adapted from themes 
described by Gierke et al. [39]. Details of the questions are 
delineated in Supplement 2.

Data was analyzed via a mixed method using qualitative 
data and limited quantitative analysis.

Transcriptions of the students’ submissions of their defi-
nitions of cultural competency were analyzed for thematic 
content using a deductive coding approach. Themes were 
based on definitions of cultural competencies reported by 
Gierke et al. [39] and included “Knowledge,” “External 
Outcomes,” “Attitudes,” “Internal Outcomes,” “Intraper-
sonal Skills,” and “Interpersonal Skills,” with associated 
subthemes [39].

The study by Gierke was selected because of the interna-
tional comparison aspect regarding the definition of cultural 
competency. However, an identical replication of Gierke’s 
study was not the intent of this current study. Therefore, the 
focus was on those themes that the authors felt were most 
important to investigate the current topic with this limited 
group of participants.

To study students’ self-perception of changes in cul-
tural competency, the authors focused on 2 main themes; 
“Knowledge” (i.e., “awareness of diversity and cultures”), 
and cultural “Attitudes” (i.e., “appreciation of cross-cultural 
differences”) were the focal points of investigation.

In order to appreciate and acknowledge different cultures 
as part of the cultural competency skills, appreciation and 
knowledge of one’s own country and cultural humility were 
deemed important.

Three coders (A.W., J.S., V.M.) independently reviewed 
each submission and applied relevant themes. If students 
supplied more than one theme, portions of the sentences 
or paragraphs were treated as separate themes. The themes 
were repeatedly analyzed and discussed until agreement 
was achieved. To compare the frequency of each response a 
semi-quantitative analysis was performed by calculating the 
percent occurrence in the different schools.

All data was analyzed using Excel©. Statistical analysis 
for the Likert scale and multiple-choice questions was per-
formed using t-test to compare data from before and after 
the program.

Ethics approval was obtained by Columbia University 
(IRB protocol AAAO3715).

Results

Student Demographics

A total of 68 preclinical medical and dental students from 
12 international universities participated in the program 
(Table 1). Ninety-four percent (n = 64) responded to the 
pre-program and 63% (n = 43) to the post-program question-
naires; 62.5% (n = 40) were female and 37.5% (n = 24) were 
male. Seventy-one percent (n = 47) were medical and 23% 
(n = 15) were dental students. Because there were dispro-
portionally more medical than dental students no compari-
son between these two groups was performed. In addition, 
several students were premedical college students. Nineteen 
percent (n = 12) were under the age of 20, 73% (n = 47) were 
between 20 and 25 years of age, and 8% (n = 5) were older 
than 25. Seventy-seven percent (n = 49) were preclinical stu-
dents (see Table 1).

Students’ Definition of Cultural Competency

In order to capture the students’ self-assessment regarding 
their learning of cultural competencies a baseline of stu-
dents’ definitions of cultural competency was collected and 
analyzed first.

Themes identified included “Knowledge,” “External 
Outcomes,” “Attitudes,” “Internal Outcomes,” “Intraper-
sonal Skills,” and “Interpersonal Skills,” with associated 
subthemes, as outlined by Gierke et al. [39] (see Fig. 1).

It appears that after the program proportionally more 
students included additional themes in “Knowledge,” rather 
than “Attitudes” or “External Outcomes.” However, fewer 
students responded to the post-program questionnaire. 
Therefore, only an increase in percentage (not total num-
bers) was noted.

Examples of how cultural competency (with reference 
to two themes) was defined in different countries are shown 
in Table 2.

The majority of students felt that it was important that 
healthcare providers be culturally competent (73% felt that 
it was extremely important, and 19% felt it was very impor-
tant, on a scale of 1 to 5). Furthermore, the majority of stu-
dents felt that cultural competency is important for scientists 
and international collaborators (38% felt it was extremely 
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important, and 49% felt it was very important, with no stu-
dents thinking it was unimportant—on a scale of 1 to 5).

Improvement in Areas of Cultural Competencies

The majority of students felt that their level of intercultural 
awareness had improved after the program (Fig. 2).

A comparison of self-rated skills in cultural competency 
(on a scale of 0 to 5, “none” to “very well”) from pre and 
post-program responses demonstrated a statistically signifi-
cant increase in several perceived skills in the post-program 

group. The comparison focused on 2 main areas of cul-
tural competency—“Knowledge” and “Attitude,” with sub-
themes “awareness of diversity,” “appreciation of cross-
cultural differences,” “appreciation of other countries,” and 
“appreciation of one’s own country” (Fig. 3A–D).

Before the start of the program students were asked what 
skills they hoped to improve on during the program. The post-
program results confirmed that there was improvement in 
various areas that were deemed important to support cultural 
competencies, and none of the students felt that they did not 
learn anything new (Fig. 4).

Table 1   Participating schools and countries. A total of n = 68 students participated in the program; n = 64 students submitted their responses

University Gender Ages Medical/
dental/under-
graduate

Total Percent of total

Male Female Under 20 Between 
20 and 
25

Above 25

Columbia University, New York, USA 7 9 2 12 2 5/9/2 16 24
Kings College London, London, UK 3 3 3 3 0 6/0/0 6 9
Kyoto University, Kyoto, Japan 0 1 0 1 0 1/0/0 1 2
Ludwig Maximilians University, Munich, Germany 1 6 3 4 0 7/0/0 7 10
Martin Luther University, Halle-Wittenberg, Ger-

many
3 3 0 6 0 6/0/0 6 9

McGill University, Montreal, Canada 1 2 0 2 1 1/2/0 3 4
Medical University of Vienna, Vienna, Austria 2 5 1 5 1 3/4/0 7 10
National Taiwan University, Taipei, Taiwan 6 5 0 10 1 11/0/0 11 16
Tokyo Women’s Medical University, Tokyo, Japan 0 1 0 1 0 1/0/0 1 2
University of Cambridge, Cambridge, UK 2 3 2 3 0 5/0/0 5 7
University of Copenhagen, Copenhagen, Denmark 1 2 0 3 0 3/0/0 3 4
University of Paris, Paris, France 0 2 2 0 0 2/0/0 2 3
Total 26 42 13 50 5 51/15/2 68 100

Fig. 1   Themes regarding 
students’ definitions of cultural 
competency. Themes were 
based on Gierke et al. [39]
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Discussion

In this article, the authors studied the learning outcomes 
of a short-term international online program for preclinical 
medical and dental students that was introduced as an alter-
native, or enrichment, for students to improve intercultural 
competency skills without the need for travel abroad. The 
students felt that they improved their cultural competency 
skills and achieved the learning objective of the program.

Students’ Definition of Cultural Competency

There is a vast literature on recent definitions and importance of 
cultural competencies in health sciences students [26, 33, 40–48].

The current study confirms findings by Gierke et al. 
[39] that students’ definitions of cultural competencies 
focus on several themes including “Knowledge,” with 
the subtheme of “Intercultural Awareness.” Two other 
frequently mentioned themes “External Outcomes” (i.e., 
“Effective/Appropriate Interaction”) and “Attitudes” (i.e., 
“Respect” and “Tolerance/Acceptance”) were also found 
in the pre-program definitions. The least frequent themes 
were “Internal Outcomes,” and “Intra- and Interpersonal 
Skills” [39].

The results from this study confirm that definitions of 
cultural competency vary in different countries [26]. For 
example, in a two country comparison between the USA 
and Germany, Gierke et al. [39] identified the predominance 

Fig. 2   Students’ perceptions 
of cultural awareness after the 
program. Cultural awareness 
was based on the students’ defi-
nitions in the submitted essays

Fig. 3   A Comparison of the theme “knowledge–awareness of diver-
sity,” pre- and post-program. B Comparison of students’ recognition 
of “attitude–cross-cultural differences,” pre- and post-program. C 

Changes in “attitude–appreciation of other countries,” pre- and post-
program. D Changes in “attitude–appreciation of one’s own country,” 
pre- and post-program
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of “Knowledge” (“Cultural Awareness”) in a sample of US 
students while “External Outcomes” (“Interaction” and 
“Communication”),”Attitudes” (“Respect” and “Toler-
ance”), and “Intrapersonal Skills” were more common in 
the German sample.

Furthermore, in this current study, after students inter-
acted with their peers a change in their definition of cultural 
competencies with a shift to emphasize “Knowledge” as the 
most prevalent theme was noted. Due to the small number of 
participants it cannot be ascertained if the interaction with 
international peers itself caused the change, or if the students 
simply became more aware of the topic after being asked to 
reflect on it after the program. This finding warrants further 
investigation with larger cohorts.

Improvement of Intercultural Competency

The authors observed an overall increase in students’ 
perception of improved cultural competency skills after 
the program. Of note the students self-rated their base-
line cultural competency at a relatively high level before 
the program, presumably due to social desirability bias. 
These high ratings are consistent with other studies in jun-
ior healthcare students [36, 49]. The focus of the study 
was on the increase of their perceived skills after the pro-
gram. Our results demonstrate that students increased their 
level of self-awareness (i.e., in reference to country and 
culture), which is deemed important in studies of cultural 
competencies [50]. Given that the students had limited 
time with each other (twice per week) it is remarkable 

that even these few times appear to have increased their 
perception of cultural competencies. However, further 
investigation with larger cohorts is needed to support these 
findings.

In medical education, intercultural competency training 
primarily aims at preparing students to work with diverse 
patient populations and workforces [51, 52]. However, 
international exchange programs in higher education addi-
tionally focus on learning and appreciation of international 
societal and academic differences [53]. This aim is often 
not addressed in the medical curriculum, and the major-
ity of students in our program supported the importance 
of cultural competencies for international collaborations.

IoME at Home and Implications for IoME

The authors suggest that limiting IoME to international stu-
dent travel exchanges is not timely in 2021.

This study has demonstrated that in times of crisis cul-
tural competency and literacy can be acquired online—in 
a socially equitable, sustainable, safe, and predictable way.

Medical education online training in cultural competency 
exists [54, 55], with some instruction involving multi-cultural 
patients [46, 56]. Others report on intercultural training as 
part of pre-departure instruction for international travels [57]. 
However, it is not typical to expose students to international 
peers. Our program connected students with future col-
leagues and faculty from other countries in order to receive 
first-hand “online immersion.” The concept of international 

Fig. 4   Learning objectives. Students’ expectations and outcomes of cultural learning
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peer exposure for IoME is not new but is rarely reported 
and researched. Although Ostbye and colleagues proposed 
online email interactions as a low-cost replacement for inter-
national medical education electives in 1995 [18], today in 
2021, limited published articles on international peer inter-
actions exist. Liauw et al. [58] is one of the few reports that 
describe international Global Health education at home, via 
internationalization of the medical campus through interac-
tion with Haitian medical peers [5, 58]. Ambrose et al. [17] 
uses the term internationalization at home [17]. Over the span 
of 25 years only a few groups reported on online exposure to 
international peers as a way to internationalize the curricu-
lum [5, 13, 17, 18, 58–60], despite a significant increase in 
globalization during this time period.

Learning objectives for IoME programs are currently not 
agreed upon and vary—and mainly have a focus on Global 
Health education in the LMIC [1–4]. Published literature on 
the success of these programs is typically measured quali-
tatively based on students’ perceptions [61, 62]—including 
self-reported acquisition of cultural competency [63]. Much 
more rigorous investigation is needed on the effectiveness of 
teaching, learning, and assessment methods to engage more, 
if not all students, in IoME.

This program focused on multi-lateral virtual exchanges 
with peers who studied in high-income countries. However, 
the student bodies in the partner countries were very diverse 
due to the presence of international students and included 
peers from Southeast Asia, Eastern Europe, the Middle East, 
and South America.

The authors postulate that if awareness of cultural differ-
ences and diversity can be achieved online by interaction 
with peers living in countries of similar economic back-
ground, effects on learning should be augmented if the stu-
dents were to meet peers from a more economically diverse 
background (i.e., from the LMIC). However, in times of cri-
sis, online exposure can offer alternatives to travel.

Future comparative studies will shed light on whether the 
above assumption holds true.

There is undoubtedly a place and a reason for student 
outbound mobility, aside from cultural competency learning 
[53, 64–67]. Although current formats of international medi-
cal workforce outbound mobility have been at the center of 
recent critical discussion [6, 68], clinical placement of senior 
medical students can be of value to underserved regions and 
countries. This study deliberately focused on international 
education for preclinical medical and dental students whose 
travel is not aimed at humanitarian services and patient care 
in low-resource settings.

One of the main goals of IoME at home is internation-
alization for all, which is in line with goals in IoHE—to 
ensure that society produces graduates who work in their 
professions with a global mindset and as global citizens. 
In IoME, this translates into physicians who practice 

locally with a global reference and/or improve healthcare 
via future global collaborations. The recent COVID-19 
pandemic is an example of how global health events can 
impact local practice.

However, offering IoME to all in its current form—an 
extracurricular outbound mobility activity offered at a few 
select institutions [2, 4]—appears unrealistic. This study 
supports the goal that learning objectives such as intercul-
tural competency can be achieved online, via peer expo-
sure, therefore increasing options for international expe-
riences. For IoME, it could have significant implications 
due to a higher participation of students in international 
exchange activities.

This study hopes to inspire other educators to evaluate 
current approaches to IoME and include at home activities 
within the curriculum.

Future work, preferably in collaboration with the social 
sciences in International Higher Education [69], will be 
of value to establish competencies, so quantitative studies 
can support the findings of this study.

Limitations and Future Directions

The small number of participants in this pilot study limits 
the generalizability of the approach. Due to its voluntary 
nature, the self-selection of students could lead to a bias 
in reference to acquisition of cultural competencies by the 
students.

One limitation is the self-rating bias of the students 
after they participated in the program. Therefore, measur-
ing competency skills via a standardized methodology will 
be of advantage in assessing learning outcomes, and will 
be the next step after this pilot program.

In 2020, due to the lockdown of most countries, the 
program did not have comparative data from students who 
travelled abroad that could serve as a control group.

Furthermore, it will be of value to study continuous 
international peer exposure for a longer period of time, 
and include a larger cohort, to confirm these preliminary 
findings.

Conclusion

Internationalization of medical education at home can 
improve cultural competency skills and prepare students 
for work in the field of global health, thereby leading to 
improvement of global health. While not a replacement, it 
can serve as a low cost alternative to, or enrichment for stu-
dent travel. IoME provides the opportunity for an interna-
tional experience to all students, if travel is not an option.
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